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Department) REDACTED; REDACTED(OFM - Legal Services Department) REDACTED; Paget, Judith 
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Government REDACTED; REDACTED(HSS - Office of the Chief Medical Officer) REDACTED; REDACTED 
(OFM - Special Adviser) REDACTED; REDACTED (HSS - Delivery & Performance) REDACTED 
REDACTED; REDACTED (HSS - Primary Care & Health Science) REDACTED; Special Advisers 
REDACTED; REDACTED (HSS - Office of the Chief Nursing Officer) REDACTED; REDACTED (OFM - Legal 
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Subject: 2022-03-04 - Official Sensitive - Healthcare Inspectorate Wales - Informal Ministerial 
Briefing - BCUHB Vascular Services SRSI 
 


Official Sensitive  
 
Good afternoon, 
 


Please find attached an Informal Ministerial Briefing on Vascular Services at Betsi 
Cadwaladr University Health Board. 
 
Kind regards 
 
REDACTED 
 
 
Arolygiaeth Gofal Iechyd Cymru / Healthcare Inspectorate Wales 
Adeiladau'r Llywodraeth / Government Buildings 
Parc Busnes Rhydycar / Rhydycar Business Park 
Merthyr Tudful / Merthyr Tydfil 
CF48 1UZ  
E-bost – Email: REDACTED 
www.hiw.org.uk  


 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw 
ohebiaeth yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
If you wish to receive correspondence in the Welsh language, or you wish any further 
correspondence to be in the Welsh language, please let me know. 
www.hiw.org.uk / www.agic.org.uk    



http://www.hiw.org.uk/

https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.hiw.org.uk%2F&data=04%7C01%7COlivia.Shorrocks%40gov.wales%7C31d00b2d0d2d4f43c52108d9fde3e157%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C637819977576384081%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=rEbDYyw8nqxXivNTyTyk7nFH50nLIjWhEedgbz6NOAY%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.agic.org.uk%2F&data=04%7C01%7COlivia.Shorrocks%40gov.wales%7C31d00b2d0d2d4f43c52108d9fde3e157%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C637819977576384081%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=hHUAvCPcLTdZFOFPKQGVxV9f9XHvlmzgtHbKv8EunEY%3D&reserved=0
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Eluned Morgan AS/MS 
Y Gweinidog Iechyd a Gwasanaethau Cymdeithasol  
Minister for Health and Social Services 


 


Bae Caerdydd • Cardiff Bay 
Caerdydd • Cardiff 


CF99 1SN 


Canolfan Cyswllt Cyntaf / First Point of Contact Centre:  
0300 0604400 


Gohebiaeth.Eluned.Morgan@llyw.cymru 
               Correspondence.Eluned.Morgan@gov.wales 


 
Rydym yn croesawu derbyn gohebiaeth yn Gymraeg.  Byddwn yn ateb gohebiaeth a dderbynnir yn Gymraeg yn Gymraeg ac ni fydd 
gohebu yn Gymraeg yn arwain at oedi.  
 
We welcome receiving correspondence in Welsh.  Any correspondence received in Welsh will be answered in Welsh and corresponding 
in Welsh will not lead to a delay in responding.   


Ein cyf/Our ref: MA/EM/1942/22 
 
REDACTED 
Betsi Cadwaladr UHB 


June 2022  
 


Dear REDACTED  
 
Betsi Cadwaladr UHB Escalation Status 
 
As you will be aware, under the Joint Escalation and Intervention Arrangements, Welsh 
Government officials meet with Audit Wales and Healthcare Inspectorate Wales twice a year 
to discuss the overall assessment of each health board and trust.  There is also an opportunity 
for a special meeting to be held if required. 
 
Further to ongoing concerns relating to Betsi Cadwaladr University Health Board, a special 
tripartite meeting took place on 26 May 2022 to consider whether the current escalation status 
of the health board remains appropriate.  
 
I have accepted the advice from Welsh Government officials, following the tripartite meeting 
that the Targeted Intervention arrangements currently in place at the health board should be 
extended to include a specific focus on services at Glan Clwyd, including vascular services 
and the emergency department. This will take effect when I make the announcement in a 
statement to the Senedd chamber on Tuesday, 7 June 2022. 
 
This significant decision reflects serious and outstanding concerns about the leadership, 
governance and progress in Ysbyty Glan Clwyd including the vascular service and the 
Emergency Department over some time.  
 
The Health Board must transform itself, into a self-improving organisation, sustained by 
committed clinical staff who have the right skills to practice continuous improvement in their 
daily work. This focus upon improvement needs to be evident right through the organisation, 
up to Board level. Leadership within the organisation should foster this improvement 
approach, supporting the practice of improvement in all services. 
 
As a priority, the board needs to really connect with, and engage with its staff. There have 
been a series of concerns about workforce wellbeing, harassment, bullying and examples of 
staff feeling unable to speak out. The board must build on the work it has started in its 
organisational development and needs to do this at pace.  
  
I expect the Board to review the existing maturity matrices, reflecting in the light of this new 
escalation whether they are appropriate and updating them by the end of July 2022. I 
expect the new matrices to be completed for the Board as a whole, the Glan Clwyd 
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leadership, safety governance and culture, vascular services and Glan Clwyd emergency 
services by the end of July 2022. 
 
I expect the health board to:  
 


• Review current governance, audit and effectiveness capacity and the deployment of 
staff, with a view to identifying a revised approach which balances compliance and 
assurance, audit and effectiveness and systems to respond to concerns and 
incidents. 


• Work with Improvement Cymru to invest in a rapid education and support programme 
for improvement skills. 


• Effectively respond to the support team that we are developing through the Urgent 
and Emergency Care Programme and embed their recommendations and actions. 


• Ensure that a senior appointment is made to a Director of Safety and Effectiveness 
post. This individual should support the new Executive Director of Nursing to embed 
improvement and shared governance across the health board. 


 
Given the seriousness and exceptional nature of this escalation, these arrangements will be 
monitored closely and reviewed early to ensure progress. A further tripartite meeting will take 
place no later than the end of October 2022.   
 
My officials and I will maintain close oversight on these arrangements and will work with you 
to embed the changes that are needed. My officials will contact your team next week to 
arrange a meeting to set out the revised Targeted Intervention arrangements in more detail 
and we will update the framework that we put in place in March 2021 to reflect the extended 
escalation status. 
 
How the NHS in Wales manages large scale service change is a key component of our 
strategic direction of travel towards sustainable health services for the longer term, and public 
confidence depends on this being done well. As such, all eyes are now on your health board 
to see how this can be turned around and I look forward to receiving your support in ensuring 
this happens. 
 
Yours sincerely 
 
 
 
 
 
 
 
Eluned Morgan AS/MS 
Y Gweinidog Iechyd a Gwasanaethau Cymdeithasol  
Minister for Health and Social Services 
 
CC 
Jo Whitehead 
Judith Paget 
REDACTED   
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Informal Ministerial Briefing 


 


Official Sensitive 


Healthcare Inspectorate Wales – Ysbyty Glan Clwyd, Emergency Department – 


Embargoed Inspection Report and activity update, Betsi Cadwaladr University 


Health Board 


 


This briefing is to advise the Minister that Healthcare Inspectorate Wales (HIW) is 


due to publish an inspection report of the Ysbyty Glan Clwyd Emergency 


Department, Betsi Cadwaladr University Health Board. The evidence acquired during 


the inspection, which took place between 3 and 5 May 2022, was significant in HIW 


defining the department as a Service Requiring Significant Improvement (SRSI) on 


18 May 2022.  


A copy of the embargoed inspection report is included as Document 1.  


 


Activity undertaken  


HIW designated the Ysbyty Glan Clwyd Emergency Department as a Service 


Requiring Significant Improvement on 18 May 2022. This designation was based on 


an accumulation of evidence, originating in January 2022, when in response to a No 


Surprises notification, HIW escalated concerns regarding the service to the health 


board. Whilst assurances were eventually received by HIW in response to these 


issues, several patient safety concerns were subsequently identified during an 


enhanced Quality Check conducted on 8 March 2022, which was published on 18 


May 2022.   


HIW undertook an inspection of the department on 3-5 May 2022 as a means of 


considering the full environment of care and ensure the actions set out in the health 


board’s response to the March Quality Check were completed and sustained. Our 


inspection identified numerous patient safety issues. We also identified areas where 


the health board’s actions in response to the March Quality Check were ineffective.  


Due to concerns arising regarding the pace of improvement since the May 


inspection, in line with our escalation processes, HIW held a Service Meeting with 


the health board’s executive team on 12 July 2022 to seek assurance on actions 


being taken to resolve the issues identified through our work. Welsh Government 


officials were also in attendance. The health board provided assurance that it has 


taken steps to strengthen leadership presence within the Emergency Department to 


drive the necessary improvement. 


 


 


 







Summary of findings 


The extent and nature of the issues requiring immediate assurance following our 


inspection in May 2022 demonstrated that the health board’s actions had been 


ineffective in resolving issues identified in March 2022. The issues from the May 


inspection included:  


• Risks to health and safety were not managed appropriately, we noted 


insufficient physical security of the department in all areas including the 


paediatric area 


• The arrangements for assessing, monitoring, observing and escalating unwell 


or deteriorating patients were not robust or effective and the quality of the 


nursing documentation within patient notes fell far short of the required 


standard in most cases, or was entirely absent. We noted a number of 


patients who should have been escalated for immediate attention left to wait 


for long periods in the waiting area 


• Infection prevention and control procedures were insufficient. We noted visibly 


soiled clothing and equipment, items expired in 2017, and items in sterile 


packaging opened and repackaged 


• Medication management processes were insufficient. We noted numerous 


items that should have been locked away left out on surfaces, past their 


expiry date and insufficient checks on medication fridge temperatures 


• Resuscitation trolley checks were not undertaken regularly with numerous 


gaps in records 


• There was a culture within the department which did not promote or 


encourage staff to deliver evidence based, safe care, with poor accountability 


for individual actions. Staff failed to understand and accept the seriousness of 


the issues present and remedial actions required. Staff also lacked insight into 


their own accountability as registered professionals in ensuring patients were 


safe and any interventions were documented. 


In addition to the Immediate Assurance issues listed above, our inspection report 


highlights the following issues: 


• Insufficient COVID-19 screening for patients on arrival 


• Inconsistent approach to the use of pressure damage and falls risk 


assessments  


• Insufficient segregation of patients who were COVID-19 positive and negative 


• Incorrect use and disposal of PPE 


• Insufficient access to food for waiting patients  


• Insufficient timely care for patients presenting with mental health care needs. 


 


It was positive to find that senior managers present at the inspection feedback 


session were very receptive of the issues that we identified, and that they were keen 


to learn from the work and put remedial measures in place.  


 







Planned activity going forward 


The Service Requiring Significant Improvement designation enables HIW to plan and 


deliver any future activities necessary to gain assurance about the quality and safety 


of care in the service. This process will include consideration of any follow up 


assurance activity, which will enable HIW to assess progress and decide whether the 


service can be de-escalated and removed from this process.  


 


Communication and media activity  


An embargoed press notice and copy of the report will be sent to key stakeholders 
(including the health board and political stakeholders) and the media under embargo 
on Friday 4 August 2022. We will consider bids for media interviews, ahead of 
publication. The embargo will be lifted at 00:01am 8 August 2022.  
 
HIW implemented a new approach to reporting onsite inspections in April 2022. 


Acknowledging the needs of a variety of audiences including the public and 


healthcare professionals, HIW now publishes separate summary and detailed 


reports. 


The reports and press notice will be formally published on HIW’s website at 00:01am 
on 8 August 2022 and will be promoted across HIW’s social media channels (Twitter, 
Facebook and LinkedIn).  
 
 


 


Alun Jones 
Chief Executive 
1 August 2022 
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Issue 


A number of anonymous concerns have been raised by colleagues working at 
Ysbyty Gwynedd (YG) during the early part of 2022. An internal review was 
commissioned by the Board to investigate these concerns.   


 
The concerns raised by colleagues identified a number of themes, which included 


issues relating to: 


 Redeployment 


 Staffing 


 Vacancies 


 Leadership, Culture, Staff well-being and morale 


 Working Conditions 


 Standards of Nursing Care 


 Patient Care 
 


 
The Review 


The review comprised of two parts: 
 


- A desktop review was undertaken of data and information connected to the 


areas of concerned raised by colleagues and 
 


- The Health Board commissioned an external partner (Ararna) to work with the 
Speak out Safely Multi-Disciplinary Team to provide opportunities for 
colleagues to feedback their experiences, views and concerns, doing so 


anonymously if they wished. This was undertaken by allowing staff to raise 
issues anonymously through the Work in Confidence platform. 


 
The desk top review analysed the feedback given by staff at YG during the 
Discovery phase of Stronger Together. This included issues similar to those raised in 


the anonymous concerns, with this feedback being similar across the 3 sites.  These 
themes were also replicated in the analysis of the DATIX incidents. 
 


17 concerns were raised through the Work in Confidence platform during the period 
of gathering staff feedback.  Analysis of the themes indicates that they are consistent 


with the themes, which emerged from the questionnaires and conversations with 
staff. 
 


A number of drop in sessions over the last few weeks at YG have been held to 
engage with staff at YG (led by the Executive Director of Nursing and Midwifery and 


the Director of Workforce) to make sure all issues had been captured and to test the 
action recommendations with them.  The feedback received was positive, and staff 
were grateful for the opportunity to discuss. 


 
Similar drop in sessions in December/January will be held to update on progress. 
 
 







Findings 


It is clear that colleagues have been trying to tell us about how they feel for a while, 


however we have either not heard or not understood the strength of feeling and just 
how low morale has been.  


 
Many of the behaviours described were likely to have been because of increased 
pressure, confidence, experience and the measures to address this seemed 


reasonable to the staff. 
 
 
Recommendations 


There are 22 recommendations (Appendix 1). 


 
 


Next Steps 


Implement the recommendations in the report for YG, and across the Health Board. 
Put Compassionate Leadership at the heart of everything and implement, monitor 


and embed the following: 
 


 Creation and implementation of a Recruitment and Retention Action Plan 


 Creation and implementation of a Communication and Engagement Action 


Plan 


 Creation and implementation of a Leadership Development Action Plan 


 Creation and implementation of an Improved Working Conditions Action Plan 


 Creation and implementation  of a Well-being and Support Action Plan 


 Review progress against recommendations with colleagues in YG in Dec 22 / 


Jan23 
 


 
Appendix 1 
 


YG Review Recommendations 
 


1. That the new Integrated Health Community for the West develop an 
improvement plan, with clearly defined leads and timelines for delivery, and 
with monthly progress reports provided to the Executive Delivery Group for 


People and Culture.  
2. Improvements in SafeCare roster compliance and monitoring are made to 


include continued reporting on staff redeployment; staff breaks; staff TOIL; 
patient acuity; nurse sensitive quality indicators; and nurse staffing adverse 
incidents.  


3. Additional training is provided to relevant managers on roster management.  
4. Clarity is obtained on staffing requirements of the Nurse Staffing Levels 


(Wales) Act 2016, and cross-checked against the budgeted establishment for 
each ward / area. 


5. A detailed recruitment plan is developed to fill vacancies and therefore reduce 


the need to redeploy staff. 
6. Support for HCAs to move into nurse training. 







7. Through colleague engagement events relaunch the principles of the Nursing 
Staffing Levels (Wales) Act (1996); The NMC Code and RCN Redeployment 


guidance. 
8. In preparation for winter and anticipated surge in Covid activity, a programme 


of face to face sessions with nursing staff to communicate site escalation 
plans  


9. A focus on completing Exit Interviews is needed. 


10. A programme of sessions on Healthy Working Relationships for all levels of 
nursing staff. 


11. Health Board standards and guidance regarding the mandating of 
preceptorship training in support of newly qualified nurses. 


12. Introduction of Pastoral Support Officers to support all new starters for up to 2 


years with the aim to improve support and retention. 
13. A review of current catering facilities to ensure equitable service across each 


of the hospital sites and communicate arrangements to colleagues.  
14. Awareness raising on the importance of maintaining hydration and taking 


appropriate breaks and a review of current guidance and practice relating to 


staff hydration in the clinical areas.  
15. Targeted support for YG in the sensitive management of sickness absence. 


16. Provide a range of supportive leadership development interventions for senior 
nurses (and other line managers) in YG. 


17. Undertake a targeted promotional and awareness raising campaign to ensure 


all staff in YG know of the range of support from the Staff Wellbeing Support 
Service (SWSS) 


18. Creation of “Care Spaces” places where colleagues can debrief and discuss 
issues. 


19. Creation of “Communication spaces” where two way flow of communication 


can take place. 
20. Undertake a targeted promotion of Speak out Safely, including the Work in 


Confidence programme, and look to recruit and support additional Speak out 
Safely champions on the YG site. 


21. Integrated Health Community leadership team to introduce regular “listen and 


learn” / “You said, We did” events where colleagues can raise issues and be 
active in finding solutions. 


22. Follow up survey is undertaken 12 months after creation of the improvement 
plan. 


 


Additional areas to be included in the action plans following feedback from the drop 
in sessions are: 


 
• Investigation into whether a fruit / veg stall at discounted prices could be 


introduced for staff on site. 


• Review of opening / visiting hours to enable relatives to support feeding and 
also commence discharge conversations, to include a communication 


campaign. 
• Need to reduce the risk of harm and to support staff who are harmed. 
• Introduction of “back to the floor Fridays” for senior nursing staff. 


• Students should be included in the element of feedback that references newly 
qualified staff. This was in recognition that the impact on students has been 


significant.  







• There were examples of when students appeared to be counted in the 
numbers when decisions to move HCSWs particularly were being made. 


Need to reiterate that students (when they are on duty as students) must be 
supernumerary.  


• Introduction of nursing learning hubs (as per Dolgellau / Meirionnydd). 
• Potential to introduce dedicated nurse study time, (paid hours if completed at 


home) need to look at the WAST model and feasibility.  


• Need a transparent process re; redeployment, monitoring and staff ratios.  
• Introduce a “volunteer” list for additional shifts, which is displayed weekly on 


noticeboards on the wall rather than using what’s app groups to fill additional 
shifts. 


• There needs to be a “drop in office” and dedicated space for SWSS. 


• Admission paperwork and process is lengthy and repetitive however, the roll 
out of the All Wales Electronic records in the New Year for YG should address 


this.  
• Could the Team Brief be cascaded differently? 
• Dementia support workers - would be helpful to expand their utilisation / role 


on wards. 
• Explore viability of having senior nurse cover overnight. 


• To undertake a repeat of the September feedback sessions in Dec / Jan to 
discuss progress of agreed actions.   
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Ysbyty Gwynedd Review 
 


September 2022 







  
 


Foreword 
Following a number of anonymous concerns raised by colleagues working at Ysbyty Gwynedd 


to a member of the Senedd, Mr Rhun ap Iorwerth, and receipt of an anonymous submission 
to the Health Board, an internal review was commissioned by the Board, under the direction 


of the Executive Director of Nursing and Midwifery and the Executive Director of Workforce 
and Organisational Development.  
 


The concerns raised by colleagues identified a number of themes which included issues 


relating to: 
 Redeployment 


 Staffing 
 Leadership, Culture and Staff Morale 


 Working Conditions 


 Standards of Nursing Care 
 


The internal review comprised of two parts: 
Firstly a desktop review was undertaken of data and information connected to the areas of 


concern raised by colleagues and secondly, the Health Board commissioned an external 


partner (Ararna) to work with the Speak out Safely Multi- Disciplinary Team to provide 
opportunities for colleagues to feedback their experiences, views and concerns, doing so 
anonymously if they wished.  
 


The information contained in this document details what we heard from our colleagues at 
Ysbyty Gwynedd and what we think would be the right things to do to make the working 
environment a safe and welcoming place, where colleagues feel listened to, heard and are 


proud to work. We recognise however that these are just our thoughts and we welcome 
developing a number of measures with our colleagues at Ysbyty Gwynedd to address the 


concerns they have raised.  
 


We would also like to take this opportunity to express our sadness at how our colleagues are 


feeling and acknowledge how difficult it has been for people to share their feelings and 
experiences with us.  However we are extremely grateful that people have spoken out. We 


would wish to create the kind of environment that enables all colleagues throughout the 


hospital to be “the best versions of themselves” and are comfortable with raising any 
concerns that they have. We will work with our colleagues in Ysbyty Gwynedd to achieve this.  


 


 
Angela Wood,               Sue Green, 
Executive Director       Executive Director 


Nursing &                      Workforce &  
Midwifery    Organisational 


   Development 
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We heard 
Overwhelmingly that colleagues in Ysbyty Gwynedd are passionate about 
patient care, we also heard that some (but not all) colleagues are/feel: 
 


 Concerned and worried about patient safety 


 Not able to give the level of patient care they would want to 


 Exhausted (physically & mentally) 


 Unsupported and at times distressed 


 Don’t feel listened to 


 There is a lack of trust and disbelief regarding what is being said 


 Fed-up with being moved/redeployed 


 Asked to do things they don’t feel skilled to do 


 Pressured into doing extra shifts or come into work when they are not 


well 


 Not always able to take breaks 


 Some relationships with leaders and managers are poor 


 Morale is very low 


 Bullied and harassed by managers and leaders 


 Threatened with disciplinary action 


 Well-being is poor or very poor 


 Worried about staff shortages 


 Feeling anxious about coming to work for fear of being moved 


 Concerned about differences in pay between bank and agency 


colleagues and substantive post holders. 


 Access to water and hot food is not consistent 


  







 


The data showed 
It should be noted data was correct at the time of collection (May 2022). 
 


Summary Findings of Desktop Data Review 


 
The summary findings from the desktop review are provided below. Broadly, across a range 
of metrics, the desktop review demonstrates that a number of challenges are present in YG. 


The headlines from the desktop review are as follows:   
 


 In line with NU28 Nurse Staffing Levels Policy and Appendix 4 Movement of Staff, the 


redeployment of staff is by exception and in the interest of patient safety, but is of 


significant concern to the staff.  


 More staff at YG have attended a range of training provided by the Nurse Education 
team than is evident for YGC or YMW. 


 
 While vacancies in YG are lower than YGC and YMW, the position at YG has declined 


whereas the other 2 sites have remained stable or improved 


 


 Bank and agency usage is lower in YG compared to the other 2 acute sites which is 


consistent with lower vacancy levels, but also recognises that it is more difficult to 


secure agency staff due to the geography. 


 


 There is poor compliance with WP60 Exit Interview Procedure and Questionnaire across 
all three acute sites, although a higher percentage are completed on the YG site. 


 


 158 staffing concerns were recorded on DATIX by staff at Ysbyty Gwynedd for the 14 


month period under review (148 for the year 1st April 2021 to 31st March 2022 and 10 


for April and May 2022) compared to 182 for YGC and 176 for YMW.  The data does not 


show any significant differences between the three sites. 


 


 Attendance at preceptorship sessions on all three sites is low and consideration needs 
to be given regarding the mandatory status of preceptorship. 


 


 The number of Bullying and Harassment Employee Relations cases is low with 2 at YG.  


 


 Analysis of the feedback from staff at YG given during the Discovery phase of Stronger 


Together includes reference to issues similar to those raised in the anonymous 


concerns, although this feedback is similar across the three sites, this includes concerns 


noted in relation to staffing levels, redeployments, vacancies, working conditions, 


morale, staff well-being and patient care.  These themes also appear to be replicated in 


the analysis of the DATIX incidents.   







 


 There is some variation in catering provision across the three acute sites which may 
merit review to ensure equity of provision. 


 
 Water fountains are available on most wards at YG.  In line with Infection Prevention 


and Control restrictions, water bottles are not to be stored on the tables/nurses station 
within the clinical area. Staff are currently requested to step out of the clinical area for 


rehydration breaks into areas such as the staff room/sister office, which is on most 
wards and within the ward environment.  Current guidance and practice around 


maintaining hydration will be reviewed.  
 


 Very few shifts report staff having no unpaid breaks.  The YG site proportionately has 
slightly more occasions where there was no unpaid break taken within a shift over 6 


hours in length. The majority of shifts recorded within the rostering system show that 


staff had a minimum of a 30 minute unpaid break during their shift.   


 


 Across the YG site, a greater percentage of staff owe time to BCU than are owed time. 
 


 The acuity levels across each of the three sites shows a higher number of patients within 


Levels 3 & 4. As noted in the Annual Assurance Report May 2022  


“In line with the rest of Wales, the Health Board is showing a trend of reduced Level 1 


and 2 patients, and increased levels 3 and 4 patients in our adult wards”   
 


 DATIX reporting is relatively consistent across all three sites in terms of numbers  


reported. All three sites show a decrease in reporting over the period 01/04/20 to 


31/03/21 which was during the first year of the COVID-19 pandemic. There has been an 


increase in the reporting since then with YG showing the greatest increase of reporting  


at 9%. This is probably significant, however, it would have to be determined if there are 


any other influencing factors such as an increase in bed numbers; a decrease in length 


of stay etc.  The increase in the reporting of incidents since April 2021 with harm (minor, 


moderate, major and catastrophic) shows the greatest increase of 22% in Ysbyty 


Gwynedd. If, however, figures from an even earlier time point are considered such as 


01/04/18 to 31/03/19 and the increase in the reporting of all incidents from then until 


01/04/21 to 31/03/22, the percentage increase differential across the three sites is not 


significant.   


 
 


 
 


 
 


 
 
 
 







Feedback from Discovery Phase of Stronger Together  
 
Analysis of the feedback given by staff at YG during the Discovery phase of Stronger Together 
includes reference to issues similar to those raised in the anonymous concerns raised, with 
this feedback being similar across the 3 sites, this includes concerns noted in relation to 
staffing levels, redeployments, vacancies, working conditions, morale, staff well -being and 
patient care.  These themes also appear to be replicated in the analysis of the DATIX incidents 
outlined. 
 


Concerns Raised Through Work in Confidence 


 


17 concerns were raised through the Work in Confidence platform during the period of 
gathering staff feedback.  Analysis of the themes to arise from these concerns (included 


above) indicates that they are consistent with the themes which emerged from the 
questionnaires and conversations with staff. 


 
Staff Questionnaire  
 
A questionnaire was developed by the review team, with the questions based on the areas of 
concern raised in the original concerns.  The questions asked staff to rate their experiences in 
the last 6 months about a range of matters. An overview of the responses to the 
questionnaires is provided below:  
 


 How many times in the last 6 months have you been redeployed, or moved, from your 


usual place of work?: over a third of staff (38%) said not at all, with a further third 
(33%) stating 1-5 times.  15% of staff said 6-10 times and 14% said more than 10 times. 


 How many times in the last 6 months have you been told to do a task which you 
believe you were not skilled to do?:  Almost half of staff (44%) said not at all and a 
further third (33%) stating 1-5 times.  10% of staff said 6-10 times and 13% said more 
than 10 times. 


 How many times in the last 6 months have you worked in an area where the team felt 


it was unable to provide safe patient care?: Just over a fifth of staff (22%) said not at 
all, with a further 17% saying 1-5 times.  15% of staff said 6-10 times and almost half 


(44%) said more than 10 times 
 How many times in the last 6 months have you not been able to take your scheduled 


break as there wasn’t enough staff?: 21% of staff said not at all, 20% said 1-5 times 
and 20% said 6-10 times.  Over a third of staff (39%) said more than 10 times.  


 In the last 6 months, how many times have you been told to work extra hours?: 41% 


of staff said not at all and a further 29% said 1-5 times.  13% of staff said 6-10 times 


and 17% said more than 10 times. 
 In the last 6 months, how many times were you told to work your shift, even though 


you felt you were unable to work due to sickness?: Almost three quarters of staff 
(74%) said not at all, with 20% stating 1-5 times.  A small number of staff (4%) said 6-


10 times and a further 2% said more than 10 times. 
 In the last 6 months, how many times were you told you would face disciplinary action 


if you declined the offer of working a shift?:  Over three quarters of staff (79%) said 







not at all and a further 17% said 1-5 times.  A small number of staff (2%) said 6-10 
times and a further 2% said more than 10 times. 


 How would you describe working relationships in your area of work?: 14% of staff said 


very good and 20% said good with 30% saying reasonable.  18% of staff said poor and 
a further 18% said very poor. Ararna note in their analysis that where staff said very 
good, staff commented that this was in relation to their colleagues and where staff 
said poor or very poor this reflected relationships with leaders and managers. 


 How would you describe moral at Ysbyty Gwynedd?  One member of staff said morale 
was very high with 2% stating morale is high and 11% reasonable.  87% of staff stated 


morale is poor/very poor.  
 How would you rate staff wellbeing (physical, emotional, psychological) where you 


work – for yourself and your colleagues?  In terms of their own wellbeing, and from 
the numbers given, 6% said very good and 11% good, with 26% stating reasonable.  


Over half of staff said poor (27%) or very poor (31%).  In terms of the wellbeing of their 
colleagues, 2% of staff said very good and 7% good with 19% stating reasonable.  71% 
of staff stated poor (37%) or very poor (34%). 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


 
 
 
 
 


 
 


 
 


 
 


 







We think 
 
Having reviewed all the information available to us through the desktop data review, the 
Stronger Together feedback and the colleague feedback through Ararna, we believe that 


colleagues have been trying to tell us about how they feel for a while, however we have either 
not heard or not understood the strength of feeling and just how low morale has been.  


 
We are extremely grateful to those who took the time to take part in this review.  We think 


there are a series of actions and support we can put in place to change things for the better, 
but we are very mindful that these are just our thoughts, so we would really appreciate your 


feedback on our recommendations and any ideas you may have.   
 


We are also mindful that the Health Board has just moved to a new operating model 
(01.08.22) which brings together Ysbyty Gwynedd and the West Area team to make one new 
Integrated Health Community under the leadership of Ffion Johnstone.  Ffion and her new 
team are fully briefed on our findings and are committed to working with you to make your 
working environment a safe and welcoming place, where colleagues feel listened to, heard 
and are proud to work. 
 
It would be remiss of us not to comment on the redeployment of colleagues in YG as we 
understand how upsetting this is.  The NMC code of conduct sets out prioritising people, and 


putting the interests of people using or needing nursing or midwifery services first and making 
their care and safety the main concern. It goes on to say that as nurses we must make sure 


we deliver the fundamentals of care and that we should work with colleagues to preserve the 
safety of those receiving care. With that in mind, it would be wrong of us to promise that 


redeployment will never happen as that would not be true, as we have to ensure that patients 
are safe, however we would hope that the proposed action around recruitment, retention, 


sickness management, roster management and indeed using innovative ways to roster will 
over time drastically reduce the amount of times this happens. 


 
 
 
 
 
 
 
 
 
 
 
 
 







 


Recommendations: 
We have suggested 22 recommendations based on the findings of the feedback from the 


information supplied by colleagues to Ararna and the desktop data review.  A number of 
general recommendations are made, together with recommendations in response to the staff 


feedback given. 
 


1. That the new Integrated Health Community develop an improvement plan, based on 
the contents and recommendations of this report, with clearly defined leads and 


timelines for delivery, and with monthly progress reports provided to the Executive 
Delivery Group for People and Culture so that oversight is maintained by the Executive 


Director of Nursing and Midwifery and Executive Director of Workforce and 
Organisational Development. It is recommended that this improvement plan is 
grounded in the principles of a just and compassionate culture which seeks both to 
address the concerns raised in the staff feedback given but also importantly seeks to 
celebrate and show case examples of excellence in patient care provided by staff in 
YG.   It is recommended that the Integrated Health Community team are supported in 


this work by the members of the review team who compiled this report, Trade Union 


partners, colleagues from OD and Transformation and Improvement, and the leads of 
the Staff Wellbeing Support Service and Speak out Safely.   


2. Improvements in SafeCare roster compliance and monitoring are made to include 


continued reporting on staff redeployment; staff breaks; staff TOIL; patient acuity; 


nurse sensitive quality indicators; and nurse staffing adverse incidents .  


3. Additional training is provided to relevant managers on roster management.  


4. Clarity is obtained on staffing requirements of the Nurse Staffing Levels (Wales) Act 


2016, and cross checked against the budgeted establishment for each ward / area. 


5. A detailed recruitment plan is developed to fill vacancies and therefore reduce the 


need to redeploy staff. 


6. Support for HCAs to move into nurse training. 


7. Through colleague engagement events relaunch the principles of the Nursing Staffing       


Levels  (Wales) Act (1996); The NMC Code and RCN Redeployment guidance. 


8. In preparation for winter and anticipated surge in Covid activity, a programme of face 


to face sessions with nursing staff to communicate site escalation plans, drawing 


upon lessons learnt and good practice.  


9. A focus on completing Exit Interviews is needed. 


 


 


 


 


 







 


 


 


10. A programme of sessions on Healthy Working Relationships for all levels of nursing 


staff. 


11. Health Board standards and guidance regarding the mandating of preceptorship 


training in support of newly qualified nurses. 


12. Introduction of Pastoral Support Officers to support all new starters for up to 2 years 


in post with the aim to improve support and retention. 


13. A review of current catering facilities to ensure equitable service across each of the 


hospital sites and communicate arrangements to colleagues.  


14. Awareness raising on the importance of maintaining hydration and taking 


appropriate breaks and a review of current guidance and practice relating to staff 


hydration in the clinical areas.  


15. Targeted support for YG in the sensitive management of sickness absence. 


16. Provide a range of supportive leadership development interventions for senior nurses 


(and other line managers) in YG. 


17. Undertake a targeted promotional and awareness raising campaign to ensure all staff 


in YG know of the range of support available to them from the Staff Wellbeing 


Support Service (SWSS) to support their emotional and psychological wellbeing.  


18. Creation of “Care Spaces” places where colleagues can debrief and discuss issues.  


19. Creation of “Communication spaces” where two way flow of communication can take 


place. 


20. Undertake a targeted promotion of Speak out Safely, including the Work in 


Confidence programme, and look to recruit and support additional Speak out Safely 


champions on the YG site. 


21. Integrated Health Community leadership team to introduce regular “l isten and learn” 


/ “You said, We did” events where colleagues can raise issues and be active in finding 


solutions. 


22. It is also recommended that a follow up survey is undertaken 12 months after 


creation of the improvement plan to monitor for positive changes  in reported staff 


experience, morale and wellbeing  
 


 
 


 
 


 


 







What did you think? 
We held 10 feedback sessions in Ysbyty Gwynedd in September to ask colleagues what they 
thought of the recommendations in this report to ensure we had not missed anything. Those 
attending included student nurses, HCSW’s, Nurses, Ward Managers and Matrons. 
 
The feedback we received was positive, affirming that we had captured the feedback and feeling of 
colleagues. Colleagues were also grateful for the opportunity to discuss what we were proposing to 
do and that we wanted to test our thinking before finalising the report.  
Colleagues also acknowledged that many of the behaviours described in the feedback session 
undertaken by Ararna were likely to have been as a consequence of  pressure, confidence and 
experience and that the measures identified to address this seemed reasonable. 
 


Additional areas to be included in the action plans are: 


 Investigation into whether a fruit / veg stall at discounted prices could be introduced 


for staff on site 
 Review of opening/visiting hours to enable relatives to support feeding and also 


commence discharge conversations, to include a communication campaign 
 Need to reduce the risk of harm and to support staff who are harmed. 


 Introduction of “back to the floor Fridays” for senior nursing staff 
 Students should be included in the element of feedback that references newly 


qualified staff. This was in recognition that the impact on students has been 
significant.  


 There were examples of when students appeared to be counted in the numbers when 
decisions to move HCSWs particularly were being made. We think this might be 
because a number of student nurses are also on the bank as HCSWs so would count in 
the numbers of HCSWs but they should not be counted in the qualified nursing 
numbers. Need to reiterate that students (when they are on duty as students) must 
be supernumerary.  


 Introduction of nursing learning hubs (as per Dolgellau / Meirionnydd) 


 Potential to introduce dedicated nurse study time, (paid hours if completed at home) 
need to look at the WAST model and feasibility.  


 Need a transparent process re; redeployment, monitoring and staff ratios  
 Introduce a “volunteer” list for additional shifts which is displayed weekly on 


noticeboards on the wall rather than using what’s app groups to fill additional shifts. 
 There needs to be a “drop in office” and dedicated space for SWSS 


 Admission paperwork and process is lengthy and repetitive however the roll out of 
the All Wales Electronic records in the New Year for YG should address this.  


 Could the Team Brief be cascaded differently? 
 Dementia support workers - would be helpful to expand their utilisation / role on 


wards 


 Explore viability of having senior nurse cover overnight. 
 To undertake a repeat of the September feedback sessions in Dec/Jan to discuss 


progress of agreed actions.   
 







  


Next Steps 


 
 
 






_1745218651.pdf


Official   MA/EM/3306/22 


1 


 


  


From: REDACTED 


Health and Social Services 


 


Cleared by: Judith Paget 


Date: 28 October 2022 


  


 


 


MINISTERIAL ADVICE 


For decision by: Minister for Health and Social Services 


Copied to: Deputy Minister for Health and Social Services 


 


Subject To provide the Minister for Health and Social Services with an 
update on the recommended escalation status of two NHS 
organisations in Wales - Betsi Cadwaladr and Cwm Taf 
Morgannwg University Health Boards. 


100 word 
summary 


This MA provides an update to the Minister on the outcome 
following a recent tripartite meeting held on 14 October 2022 
and puts forward recommendations regarding the escalation 
status of Betsi Cadwaladr and Cwm Taf Morgannwg 
University Health Boards (UHB). 


Timing Urgent – the Written Statement will be published on 14 
November 2022 


Recommendation   The Minister is asked to agree: 


• The recommendation of Welsh Government officials in 
relation to the escalation levels of Betsi Cadwaladr and 
Cwm Taf Morgannwg University Health Boards as set 
out in paragraphs 4 and 10; 


• To agree to issue a Written Statement on 14 November 
2022 following the publication of the Independent 
Maternity Services Oversight Panel’s progress report 
on 07 November; and 


• To issue the attached letters to the Chairs of Betsi 
Cadwaladr and Cwm Taf Morgannwg UHBs. 


Decision report This decision does not require a Decision Report, as a Written 
Statement will be issued. 
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ADVICE 
 


Background 
 
1. Under the Joint Escalation and Intervention Arrangements, Welsh Government 


officials meet with Audit Wales (AW) and Healthcare Inspectorate Wales (HIW) at 
least twice a year to discuss the overall position of each health board and NHS 
organisations in respect of quality, service performance and financial 
management. A wide range of information and intelligence is considered to 
identify any issues and inform the assessment. 


 
2. The latest meeting took place virtually on 14 October 2022. The group noted that 


both organisations continue to struggle in terms of performance, particularly 
urgent and emergency care and cancer. Whilst there remain significant concerns 
in many areas, it was thought that some progress had been made since the last 
tripartite discussion. 


 
Recommendations 


 
3. Following discussions during the tripartite meeting, the recommendation from 


Welsh Government officials / NHS Chief Executive to the Minister regarding the 
escalation status of Betsi Cadwaladr University Health Board and Cwm Taf 
Morgannwg University Health Board is as detailed in the following paragraphs. 


 


4. For Betsi Cadwaladr, it is recommended that there should be no change to the 
current escalation status. The health board should remain in targeted intervention 
for: 


 


• Mental Health (adult and children) 


• Strategy, planning and performance 


• Leadership (including governance, transformation, and culture) 


• Engagement (patients, public, staff and partners) 


• Ysbyty Glan Clwyd – clinical services governance and standards, 
patient safety, governance, leadership, and oversight.  


• Vascular services and the emergency department at Ysbyty Glan 
Clwyd 


 
5. The tripartite recognised that progress has been seen across Glan Clwyd, but 


there is still considerable work to be undertaken. It was felt that the health board 
is starting to understand the issues it faces and developing a robust approach to 
managing these. A number of ‘make safes’ have been put in place but these 
need to be embedded in normal practice and given time to generate the 
necessary improvements. The intervention through Improvement Cymru is just 
starting to be implemented and will take time to produce the desired outcomes.  


 
6. Over the coming months, there are a number of potential issues that may impact 


upon the health board including a decision from the Health and Safety Executive 
regarding prosecution, the publication of the Ernst and Young report about 
finance and the publication of the findings of the Quality Vascular Panel.   


 
7. Concerns remain around the fragility of the senior leadership team. The new 


organisation structure is being implemented and appointments are being made to 
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senior posts, many of whom are new to the health board and others are interim. 
The replacement of the Chief Executive will take time. 


 


8. The health board’s performance remains challenged with little or no confidence 
noted with their recovery plans. 


 
9. The organisation posted a £10 million deficit at month six.  
 


10. REDACTED 
 
Financial Implications 
 
11. This advice highlights financial deficits for both Betsi Cadwaladr and Cwm Taf 


Morgannwg UHBs. Further funding to improve performance may be required.   
 
Legal Issues, Powers & Statutory Duties  
 
12. There are no legal consequences for the Welsh Government in this advice.  


 
13. There are no trade consequences from this advice. 
 
Communication or Media Handling 
 
14. A Written Statement will be prepared to issue to Members on 10 November 


following the written statement regarding the publication of the Panel’s final 
progress report on 7 November 2022. 
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Executive Summary 


Purpose 
Following concerns raised in an audit 
of Ysbyty Glan Clwyd (YGC) in 
2021/22 relating to governance 
arrangements within the site, this 
audit has reviewed similar 
arrangements at Ysbyty Gwynedd. 


Overview  
We have issued limited assurance on 
this area. The significant matters 
which require management attention 
include: 


 Three of the six site meetings 
providing acute site assurance 
are not taking place. 


 There are insufficient savings 
proposals in place to achieve the 
savings target set by the Health 
Board for 2022/23. 


 There is no robust structured 
process for monitoring of tier 3 
clinical audits, including lessons 
learned and sharing of 
information. 


 The site has a number of 
complaints and incidents which 
are overdue. 


 A significant number of live risks 
(50 out of 53) have not been 
reviewed in line with agreed 
review dates. A number of  
action due / completion dates are 
also incomplete / passed within 
DATIX and require updating.  


 There is no assurance provided 
to the Quality, Safety and Clinical 
Effectiveness Group that audits 
(including documentation) are 
completed, nor is there any 
theme / trend / improvement 
data analysis provided.   


 Reports provided to the QSCE do 
not include consistent data to 
allow the Group to scrutinise the 
information provided.  


Further matters arising concerning the 
areas for refinement and further 
development have also been noted 
(see Appendix A). 


Report Opinion 


  Trend 


Limited 


 


 


More significant matters require 
management attention. 


Moderate impact on residual risk 
exposure until resolved. 


N/A 


 


Assurance summary1 


Objectives Assurance 


1 


There are effective governance 
arrangements in place to ensure that 
systems, processes and controls are 
operating effectively, and assurance is 
provided to the Hospital Management Team 
on a regular basis. 


Limited 


2 
Financial governance arrangements are in 
place to ensure that finances, including 
savings, are monitored and reported. 


Limited 


3 


Clinical audit plans are in place, progress is 
monitored and outcomes are reported to the 
relevant group. Lessons learned are captured 
and shared where necessary. 


Limited 


4 


Complaints, concerns and incidents are 
managed effectively and reported at the 
appropriate level within the Health Board. 
There is a process in place to review these on 
a regular basis. Learning is captured and 
changes implemented where required.  


Limited 


5 


There are effective processes in place to 
ensure risks are captured, scored in line with 
the Health Boards risk appetite, regularly 
reviewed and escalated where appropriate. 


Limited 


6 


There are effective processes in place to 
provide assurance that patient records are 
accurate, with regular audits undertaken and 
actions taken where compliance is poor.  


Limited 


1The objectives and associated assurance ratings are not necessarily given 
equal weighting when formulating the overall audit opinion. 
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1. Introduction 
1.1 Good corporate governance plays a vital role in underpinning the integrity and 


efficiency of the Health Board and the wider community in which it operates.  
Robust properly developed and embedded governance structures are fundamental 
to ensuring the achievement of the Health Board’s strategic objectives and in 
delivering its statutory, regulatory and legal requirements. 


Each Hospital Site is required to have effective governance arrangements in place 
for the services they are held accountable for, in order to provide assurance to the 
Board and its Committees on the quality and effectiveness of the services provided 
to its users.  


As the Health Board revisits its governance structure, effective corporate 
governance arrangements within the hospital are critical to ensure assurance flows 
between Ward and Board (and vice versa) are in place. Regular assurance from 
the Hospital Management Team through to the Executive is expected to ensure the 
Executive lead is sighted on issues and can provide direction where needed.  


Following concerns raised in an audit of Ysbyty Glan Clwyd (YGC) in 2021/22 
relating to governance arrangements within the sites, this audit has considered 
similar arrangements at Ysbyty Gwynedd. 


1.2 The following risks were identified at the outset of the review:  


 Lack of cohesion in systems, processes and controls; 


 Ward to Board assurance, through the Hospital Management Team is not 
effective; 


Key Matters Arising Objective 
Control 


Design or 
Operation 


Recommendation 
Priority 


1 
Three of the six site meetings providing acute site 
committee assurance are not taking place. 


1 Operation 
High 


2 
There are insufficient savings proposals in place to 
achieve the savings target for 2022/23. 


2 Operation 
High 


3 There is a lack of oversight of Tier 2 and Tier 3 
clinical audits across the site.   


3 Operation High 


4 
There are a number of complaints and incidents 
overview for review.  


4 Operation 
High 


5 
A number of risks on the Risk Register for Ysbyty 
Gwynedd are overdue for review and have 
incomplete action plans.  


5 Operation 
High 


6 
There is a lack of assurance provided that audits 
(including documentation) are undertaken and 
actions are resulting in improvement.  


6 Design 
High 
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 Financial governance arrangements are not effective in making informed 
decisions; and 


 Lessons learned from clinical audits, complaints, concerns and incidents 
are not captured or actioned. 


1.3 Objectives of the area under review: 


 There are effective governance arrangements in place to ensure that 
systems, processes and controls are operating effectively, and assurance 
is provided to the Hospital Management Team on a regular basis; 


 Financial governance arrangements are in place to ensure that finances, 
including savings, are monitored and reported;  


 Clinical audit plans are in place, progress is monitored and outcomes are 
reported to the relevant group.  Lessons learned are captured and shared 
where necessary (i.e. Health Board wide); 


 Complaints, concerns and incidents are managed effectively and reported 
at the appropriate level within the Health Board.  There is a process in 
place to review these on a regular basis to ensure timely progression.  
Learning from complaints / incidents / themes is captured and changes 
implemented where required, 


 There are effective processes in place to ensure risks are captured, scored 
in line with the Health Boards risk appetite, regularly reviewed and 
escalated where appropriate; and 


 There are effective processes in place to provide assurance that patient 
records are accurate, with regular audits undertaken and actions taken 
where compliance is poor. 


2. Detailed Audit Findings 
This report is based upon the information provided by senior management at Ysbyty 
Gwynedd. We would like to express our gratitude to colleagues for their input during the 
undertaking of the review. We have relied solely on the documents, information and 
explanations provided and, except where otherwise stated, we have not contacted or 
undertaken work directly to verify the authenticity of the information provided. 


Objective 1: There are effective governance meeting arrangements in place. 


2.1 We received a site meeting structure for Ysbyty Gwynedd dated July 2021 and 
requested minutes of various meetings to establish that the structure was 
operating effectively.  It is important to note that the governance structure was 
impacted during the COVID 19 pandemic with meetings being stood down and 
replaced by Hospital emergency control centre meetings (HECC) headed up by a 
nominated director for the day. 


2.2 The Hospital Management Team (HMT) is defined on the site meeting structure as 
the integrated governance meeting and has not been operating for 18 months due 
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to COVID. However, it has recently started meeting again, with the first meeting 
taking place in June 2022. We were provided with minutes of the meeting as well 
the Terms of Reference (ToR). The ToR is dated 2015, however we note that within 
the minutes of the meeting on the 23rd June 2022 it notes reviewing the TORs as 
it transitions to the new operating model.  


2.3 Sitting below the Integrated Governance Meeting are six site meetings providing 
assurance on all areas of governance: 


 Quality Safety & Clinical Effectiveness (QSCE) – we were provided with 
three sets of minutes for the months of April, May and June 2022.  Both 
Stroke and Infection Prevention are highlighted on the structure as feeding 
into the QSCE. From the minutes and agendas provided we were able to 
determine that both these areas are discussed within the meetings.  


The ToR has an approval date of 2018, has not been reviewed and is not 
signed. 


 Accountability – we received reports from Emergency Care (February 2022), 
Medicine (April 2022) and Surgery (May 2022). The Accountability meetings 
are quarterly (previously monthly) and evidence reporting on the following 
areas: 


o Finance 
o Performance 
o Quality & Safety 
o Clinical Effectiveness  
o Workforce  
o Planning  


 
 Health & Safety – we were provided with the Health & Safety meetings in 


May and June 2022, the April meeting was stood down. Reports were 
presented from the Corporate Health & Safety Department as well as 
assurance reports from directorates and departments.  The ToR provided are 
dated January 2019 however it was not signed and there is no review date. 


 Planning – we were informed that the last meeting took place in April 2021. 
We also received a ToR (draft) dated January 2021.   


 Workforce – The Group has been stood down for 18 months.  A draft ToR 
was received dated July 2020.  


 Education, Research & Innovation – we were informed that there is no 
formal meeting taking place. The ToR was requested but we had not received 
the information at the time of writing this report. 


2.4 We were informed that as well as the six acute site assurance meetings, since 
October 2021 a joint West (Area & Secondary Care) Group meets fortnightly. No 
formal minutes are produced but an action log is updated following each meeting, 
and examples of the agendas were provided.  
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The intention for the meeting was to create a health economy forum to improve 
communication, relationships and working around significant issues such as flow 
of patients through acute and community hospitals.  


2.5 We were informed that specialty business meetings have been set up from May 
2022 that take place on a 6-week rolling rota per specialty.  At the time of reporting 
action trackers from General Surgery and Trauma & Orthopedic were provided as 
evidence of the business meetings being undertaken.  


Conclusion: 


2.6 Planning, Workforce and Education, Research & Innovation meetings are not taking 
place. We have been unable to determine if assurance is being formally provided 
on the issues which should be being discussed at the above-mentioned meetings, 
thus exposing the recently re-instated Integrated Governance Meeting to 
significant risk of not responding to issues.  


We note that Integrated Governance Meeting members are present at a number 
of the meetings, consequently are aware of assurance and issues without this being 
formally captured. We also note that Workforce and Planning is an agenda item 
within the quarterly accountability meetings.   


Terms of Reference for several meetings (Planning, Workforce, Health & Safety, 
and Education, Research and Innovation) are out of date.  


We have concluded Limited assurance for this objective.  


Objective 2: Financial governance arrangements are in place to ensure that 
finances, including savings, are monitored and reported.  


2.7 The Finance report for June 2022 (dated 17/07/22) highlights the following: 


 Month 3 2022/23 is £533,000 (5.8%) overspent. 


 The forecast position is an overspend of £8,292,000 (7.6%). 


 Savings proposals at £547,000 are £4,294,000 short of the target of 
22/23 savings (£3,124,000) plus 21/22 brought forward savings 
(£1,717,000) totalling £4,841,000. 


 The month 1-3 overspend of £1,606,000 (5.8%) is largely due to 
undelivered savings (£820,000), medical pay pressure (£377,000) and 
theatre non pay pressure (£378,000). 


It is recognised that the savings target includes savings that should be delivered 
as part of the Transformation Programme, over which we were advised the 
management at Ysbyty Gwynedd have limited control.  


2.8 We were provided with evidence of the current Ysbyty Gwynedd governance 
finance related meetings and reports: 


 Executive level meetings (Quarterly) - the first meeting post COVID took 
place in June 2022 at which the review of 2021/2022 performance was 
presented.  This includes a review of spend and savings, including actions 
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being taken to address shortfalls.  


 Hospital Management Team meetings (HMT) (monthly) - we are 
advised this includes a high-level verbal presentation of the latest financial 
position and key financial actions. However, we note that these meetings 
(integrated governance meetings) have only recently been reinstated after 
being stood down for a period due to COVID.  


 Divisional Accountability meetings (Quarterly – previously monthly) – 
evidence of reporting from Emergency Care, Surgical and Medicine was 
provided, these include finance actions for each directorate. 


Also provided as evidence was a Surgical financial position for month one of 
2022/23 as well as a divisional financial position for month one of 2022/23, 
these were presented as a Ysbyty Gwynedd financial position during a mop 
up session. 


 Directors meeting (weekly) – a meeting between directors of YG, including 
the Chief Finance Officer, where issues for the week are discussed and any 
actions (including any urgent finance matters) are captured. 


 Agency Review meetings (fortnightly) - medical agency posts/costs are 
reviewed.  


 Cost Improvement Programme Group Meeting (monthly) – delivery of 
existing savings schemes is reviewed, and options for additional savings are 
discussed. 


 Specialty Business Meetings (monthly) – the relevant specialty finance 
report is presented and discussed.  


 Medical Triangulation meetings – we were informed that this meeting 
was planned for June/July 2022 with the intention of comparing medical 
session between Allocate (job planned), ESR (paid) and Establishment 
(Funded) with Ophthalmology, General Surgery, Anaesthetics, and Urology.  
We have not been provided with evidence to support this.  


2.9 We were also provided with other meetings which take place in relation to 
finance/savings, including meetings with NWSSP Procurement to discuss 
procurement savings, cost pressures and governance; regular budget holder 
meetings and monthly Major Service Development meetings which review 
significant service developments.  


Conclusion: 


2.10 Specialty business meetings feed into accountability meetings providing assurance 
on the financial position at Ysbyty Gwynedd.  There are a number of meetings 
where finance, including savings position and future actions are discussed.    


Whilst we note that regular meetings are taking place, the HMT (integrated 
governance meetings) and Quarterly West Integrated Health Community 
Accountability meetings have recently been reinstated, insufficient savings plans 
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have been identified to meet the targets set by the Health Board for 2022/23. 


We have concluded Limited assurance for this objective. 


Objective 3: Clinical audit plans are in place. 


2.11 The MD22 Clinical Audit Policy and Procedure (review date 2021, currently under 
review as stated on clinical audit intranet webpage), sets out the process for 
undertaking clinical audits, encompassing the Welsh Government mandated audits 
(Tier 1), local priority audits based on Health Board priorities and risks (Tier 2) and 
arrangements in place for Tier 3 (local) audits. 


Responsibility for Tier 3 activity has been delegated to the divisions due to lack of 
resources within the central team. A self-registration database holds the details of 
all Tier 3 audits that have been registered by divisions / localities. 


2.12 The local Clinical Effectiveness Group has been merged with the quality, safety and 
clinical effective functions and is now the Quality, Safety and Clinical Effectiveness 
Group. 


2.13 We reviewed a sample of Alert Assurance Achievement (AAA) reports and 
accountability reports for Emergency Care, Medicine and Surgery coupled with 
minutes of the Quality Safety and Clinical Effectiveness Group between February 
and June 2022 inclusive to establish the oversight and reporting of Tier 3 audits. 


2.14 The accountability report for Emergency Care (May 2022) includes a table with the 
audit summary position of all tiers of audits including three tier 3 audits. It is also 
highlighted as a ‘critical issue / issue for escalation’ in the report, stating ‘current 
processes not supporting appropriate updates and progression. We also note the 
following comment “Directorate is currently compiling all ongoing audits within the 
directorate to ensure they are registered with named allocation of staff to manage 
and ensure feedback”. 


It is also noted in the Medicine accountability meeting (April 2022) “Meetings have 
taken place within the Directorate to understand our compliance and shared 
learning from the various Audits and reviews taking place in Medicine. We have 
established that audits are being undertaken regularly, however, the Directorate 
does not currently have the required audit trails to comprehensively evidence this 
work. It is recognised that this must be addressed”.  


The Surgery accountability meeting (May 2022) includes an update on National 
Safety Standards for Invasive Procedures (NatSSIPs) and the Local Safety 
Standards for Invasive Procedures (LocSSIPs) audits. 


2.15 We were provided with three sets of minutes for the Quality Safety & Clinical 
Effectiveness Group (QSCE).   Although minutes include discussion on clinical audit, 
we have been unable to evidence any discussion on the audit plan, delivery status 
and lessons learned.  At the meeting in May 2022, it was noted that there was 
56% non-response to secondary care audits.  


Conclusion:  
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2.16 Although we can see reference to clinical audit within reports and discussions in 
the QSCE meeting, there does not appear to be a robust or structured process in 
place to ensure all audits are captured/registered and are based on risks to the 
site.  Whilst information is reported within the accountability reports, there is a 
lack of detail to ensure that progress is monitored and to ensure learning is shared. 
This has been highlighted in the accountability reports reviewed.   


We have been unable to evidence Tier 3 audits being shared within 
divisions/directorates to ensure there is no duplication of audits.  


We have concluded Limited assurance for this objective.  


Objective 4: Complaints, concerns and incidents are managed effectively and 
reported at the appropriate level within the Health Board. 


2.17 Directorates have ownership over complaints, concerns and incident procedures.  
The Health Board is currently in the process of switching from the old DATIX 
reporting system to a once for Wales DATIX reporting system. This is causing 
disruption as relevant staff do not have the same access as they did on the previous 
system, exposing the risk for complaints to be missed. We noted: 


 Heads of Nursing receive daily DATIX report containing incidents that have 
occurred. The incidents are then sent to the ward mangers to follow up 
accordingly.  


 Activity trackers are in place for Surgery, Medicine and Emergency, listing 
the directorates incidents and complaints.  This is updated weekly for Heads 
of Nursing. 


 Twice weekly ward quality and safety audit huddles take place highlighting 
Incidents & Risk Management, Complaints & Concerns and areas for 
improvement.  


 Weekly ‘Putting Things Right’ meetings take place with Heads of Nursing, 
Director of Nursing. 


 Heads of Nursing provide data and assurance on the process via a AAA 
report, which is presented at the monthly Quality, Safety & Clinical 
Effectiveness (QSCE) meetings.  


 Accountability reports from the directorates also include detail of complaints, 
concerns and incidents.  


2.18 We were advised during our meetings when collating evidence for this objective, it 
felt that quality and assurance process for complaints can be long and drawn-out 
process and hinders the timing of the response.  


2.19 We obtained a copy of the Weekly Quality Bulletin, week ending 28th August 2022 
presented to the Executive Team and extracted the following information relating 
to YG Complaints Performance and Incident Performance: 
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Complaints 


 


  
2.20 The information obtained from the weekly report highlights two key measures that 


are overdue, impacting the reputation of the Health Board. 


Conclusion: 


2.21 Due to the adoption of the new DATIX reporting system there are currently 
difficulties with staff having appropriate access. 


Complaints, concerns and incidents can be seen being managed on a daily, weekly 
and monthly basis at all levels from ward level to the monthly QSCE group 
meetings. Whilst this process may be operating as advised, it does not appear 
effective/efficient considering the number of overdue incidents and open formal 
complaints over six months. 


We have concluded Limited assurance for this objective.  


Objective 5: There are effective processes in place to ensure risks are captured, 
scored in line with the Health Boards risk appetite, regularly reviewed and 
escalated where appropriate. 


2.22 The Health Board uses a tier risk management system and has recently moved 
from a five-tier model to a three-tier model in order to simplify the process. There 
are three scoring tiers:  


 Tier 1 15-25 board level  


 Tier 2 9-12 directorate level  


 Tier 3 1-8 department level 


2.23 Unlike Ysbyty Wrexham Maelor and Ysbyty Glan Clwyd, Ysbyty Gwynedd do not 
have a standalone Risk Management Group meeting instead Risk Management is 
included in the Quality, Safety and Clinical Effectiveness (QSCE) monthly meetings. 
The Risk Register is an agenda item for the QSCE meetings.  Minutes provided 
demonstrate new risks being discussed and risk management training presented. 
However, we have been unable to determine if discussions happen concerning 
open/closed risks; escalation/de-escalation; or review process. 


2.24 Accountability reports received from the directorates Emergency Care, Surgery and 
Medicine evidence reporting on the status of the directorates risk register within 
the accountability meetings. 


2.25 We obtained the latest risks from DATIX for Ysbyty Gwynedd (Surgery, Medicine 
and Emergency Care).  We also included risks for the site and those for Estates 
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and Facilities.  At the time of this review, there were fifty-three (53) live risks on 
the system, fifty (50) where the review date had elapsed, summarised as follows:   


 Of 4 Emergency Care risks, 3 require review. 


 Of 2 Estates and Facilities risks, 2 require review.  


 Of 27 Medicine risks, 26 require review.  


 Of 7 Surgery risks, 6 require review.  


 Of 13 site owned risks (belonging to no specific directorate/department), 13 
require review.   


2.26 We reviewed the action plan section of the fifty-three live risks and found that the 
due date for twenty actions was overdue, with no completion date stated.   Also, 
twenty-one actions had no due date stated or completion date. 


Conclusion: 


2.27 Systems are in place for capturing risks, however we have been unable to 
determine if discussions are taking place around open and closed risks, the 
escalation / de-escalation process and the review process.   


The risk register for Ysbyty Gwynedd requires review as fifty of the fifty-three live 
risks were out of date. Due dates and done dates within the action section of DATIX 
system require review and updating.  


We have concluded Limited assurance for this objective.  


Objective 6: There are effective processes in place to provide assurance that 
patient records/documentation is accurate. 


2.28 There is an audit tool in place which covers twelve areas to review, including 
nursing documentation.  Matrons undertake monthly audits using this tool; 
evidence was provided for six wards over a three-month period (18 in total).  


2.29 Findings from these audits are input to the IRIS system on a regular basis.  We 
are advised that this data is reviewed regularly by Matrons, Ward Managers and 
Heads of Nursing, who will look at areas of concern and drill down to the detail.  
We are unable to corroborate this assertion as evidence of review is not available.    


2.30 The Emergency Department do not use the IRIS system as they run reports from 
the Symphony system directly and have implemented a simpler audit tool 
(evidence provided) to capture compliance. We are advised these audits are 
completed and reviewed however we have not been provided with evidence to 
confirm this.  


2.31 As well as monthly checks, the accreditation team undertake spot checks on the 
wards. Any issues from these checks is presented within the accountability reports. 
We were informed that if there is an issue with patient records on a ward then 
Matrons will conduct further checks on patients records within that ward, however 
we have not been provided with evidence to confirm this.   
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2.32 AAA reports provided to the Quality Safety and Clinical Effectiveness Group 
meeting include information on ward accreditation and checks, however the 
information in reports is not standardised.  In the reports presented to the May 
2022 meeting, the Medicine report included ‘wards to be audited around issues 
with paperwork to identify themes and trends’.  The Emergency Department report 
refers to ward accreditation and HIW visits and identifies ‘clarity is required 
between Accreditation and HIW standards, as mixed response is received’.  
However, there is no data provided from the IRIS system and Heads of 
Nursing/Director of Nursing review to provide assurance that audits are being 
completed and reviewed/appropriate action taken where there is non-compliance.  


Conclusion: 


2.33 A process is in place to detect issues with accuracy of patient notes by the 
undertaking monthly audit, however we note that the audit tool only requests that 
three patient records are checked within the monthly audit which appears low. 


We are advised that the Accreditation team undertake spot checks to determine if 
the monthly audits have been undertaken and all appropriate areas within the audit 
completed accurately.  From the sample of wards reviewed, none received 100% 
but we recognise this relates to other areas of the audit. 


We were unable to confirm that data and outcomes of audits is reported to the 
Quality Safety and Clinical Effectiveness Group meeting providing assurance that 
the audit process is effective, i.e. is resulting in improvement. 


We have concluded Limited assurance for this objective.  
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Appendix A: Management Action Plan 
Matter Arising 1: Governance arrangements (Operation) Impact 


Three of the six site meetings, Planning, Workforce and Education, Research & Innovation that should be 
providing acute site committee assurance are not formally taking place. 


Terms of Reference (ToR) for the following meetings Quality, Safety & Clinical Effectiveness, Planning, 
Workforce, Health & Safety were all outdated with no review dated.  


We did not receive a ToRs for the Education, Research & Innovation meeting. 


Potential risk of: 


 Integrated Governance 
Meeting is not formally 
receiving assurances and 
issues for escalation. 


 


Recommendations Priority 


1.1a  


 


Governance arrangements are reviewed to ensure compliance with the Integrated Healthcare 
Community operating model with all Terms of Reference subject to review and approval. High 


Agreed Management Action Target Date Responsible Officer 


1.1a  


 


 


 


 


Planning has been underway to put a structure in place for West IHC to create 7 
Operational Delivery Groups, to mirror what was understood to be the Health 
Board approach. This work has been paused pending further clarity and an away 
day to be organised by the Deputy Chief Executive. It is envisaged that the new 
governance arrangements will be in place to fully commence from the beginning 
of Q4, 22-23 


Pending the revised governance arrangements for West IHC being approved, pre-
existing meetings at Ysbyty Gwynedd will be reconvened, including those that 
were temporarily stood down, to maintain visibility for the IHC Leadership Team 
across all areas of the business. This will include a review of their purpose /ToR, 
and whether they should continue as an Acute only meeting, or be retired and 
merge in to the appropriate IHC Operational Delivery Group. 


31/12/22 
 
 
 
 
 
 


31/10/22 


 


IHC Operations Director  


 


 


 


 


IHC Operations Director 
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Matter Arising 2: Finance (Operation) Impact 


As of July 2022, the site had not identified the required savings proposals to achieve the Health Board target 
and were forecast an overspend position against budget.  It is recognised that some savings will be realised by 
transformation and are not in direct control of the site, and cost pressures are affecting the ability to meet 
budgets.  


Whilst we note that regular meetings are taking place, the HMT (integrated governance meetings) and Quarterly 
West Integrated Health Community Accountability meetings have recently been reinstated, and insufficient 
savings have been identified to meet the targets set by the Health Board for 2022/23. 


Potential risk of: 


 Non-achievement of budget 
 Non-achievement of savings 


targets set by the Health 
Board  


 Priority 


2.1a 


2.1b 


Management to identify and progress savings schemes as a matter of urgency. 


Management ensure the financial scrutiny is in line with the requirements laid out in the Operating 
Model.  


High 


Agreed Management Action Target Date Responsible Officer 
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2.1a  


 


 


 


 


 


21.b 


 


 


Savings Forum to be established across the newly formed West IHC to include 
a cross section of operational and clinical teams to establish further proposals 
for savings schemes to be worked up.  


West IHC Senior Team to focus on shorter term rectification / mitigations to 
manage the financial gap as a result of the incomplete delivery of savings, and 
identify any further potential transformational schemes and savings through 
the synergies of coming together as an integrated service. 


Pre-existing Finance & Performance meetings (Area and Ysbyty Gwynedd) to 
be re-established to maintain overview and scrutiny of the position for Q3 
22/23. 


In Line with new Operating Model, IHC F&P Operational Delivery Group to be 
established when corporate position on desired structure is clarified. 


30/11/22 
 
 
 


31/12/22 
 
 
 
 


31/10/22 
 
 
 


31/01/23 
 
 


IHC Operations Director & Chief 
Finance Officers 


 


IHC Operations Director & Chief 
Finance Officers 


 


 


IHC Operations Director 


 


IHC Operations Director 


 


 


 


Matter Arising 3: Clinical audit (Operation) Impact 


A self-registration database holds the details of all Tier 3 audits that have been registered by divisions / 
localities. We are not aware that this list of audits is shared wider i.e. with divisions, to avoid duplication of 
audits / resources. 


Whilst the responsibility for Tier 3 audits sits with divisions, there is a lack of oversight of these across Ysbyty 
Gwynedd.  There also does not appear to be a process operating to ensure that lessons learned and feedback 
from Tier 3 audits are shared more widely. 


As at May 2022, it was noted that there was 56% non-response to secondary care audits (Tier 2). 


Potential risk of: 


 Lack of oversight / progress 
of Tier 3 audits 


 Lessons learned not being 
shared  


 Non-completion of the Health 
Boards Clinical Audit Plan 
(Tier 2) 
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Recommendations Priority 


3.1a 


 


3.1b 


 


 


3.1c 


The list of Tier 3 audits should be shared with the QSCE to ensure audits are focused on the risks 
within the site and that there is no duplication of audits / efforts across the Ysbyty Gwynedd. This 
would also provide opportunities for work across more than one division / locality. 


Results and lessons from Tier 3 audits should documented and shared across the Health Board. 
Noting that divisions / localities are responsible for Tier 3 audits, we would suggest the learning / 
feedback is provided to the QSCE and the Clinical Effectiveness Team and a process put in place to 
ensure that relevant learning / feedback is shared across the site and potentially the Health Board. 


Management should ensure that staff contribute to Tier 2 audits where required, in order to progress 
the Health Board’s Clinical Audit Plan. 


High 


Agreed Management Action Target Date Responsible Officer 


3.1a  


 


 


3.1b 


 


 


3.1c 


A full list of Tier 3 audits will be Shared via the next Quality Safety & Clinical 
Effectiveness at Ysbyty Gwynedd, to ensure that these are appropriately 
focussed and do not duplicate effort. 


Lessons learned from Tier 3 Audits to be a major item from discussion at the 
December 2022 QSCE, with all Directorates represented on a multi-disciplinary 
basis to ensure cross fertilisation of ideas and feedback. A report to be 
produced to consolidate this feedback to be shared via the Health Board level 
meeting in early 2023. 


All appropriate staff encouraged to participate in Tier 2 audits and contribute to 
clinical audit, where possible being given allocated time for this, via a joint 
letter from the clinical members of the new IHC Leadership Team (Medical, 
Nursing, Therapies & Pharmacy.) 


30/11/22 
 
 
 


31/12/22 
 
 
 
 


31/10/22 


 


IHC Medical Director & IHC 
Nurse Director 


 


IHC Medical Director & IHC 
Nurse Director 


 


 


IHC Medical Director & IHC 
Nurse Director 
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Matter Arising 4: Complaints and incidents (Operation) Impact 


A number of complaints and incidents are overdue for management action, with 8 overdue national reportable 
incidents and 16 complaints over 6 months. 


Potential for risk of: 


 Complaints and incidents not 
being managed efficiently  


 Repeat incidents occurring  


Recommendations Priority 


4.1a Management to review and action overdue incidents and complaints as a priority. High 


Agreed Management Action Target Date Responsible Officer 


4.1a  


 


The new IHC leadership team is concerned about the volume of overdue 
complaints and the length of time that some complainants are awaiting a 
response, and considerable effort has already gone in to reducing the backlog, 
which is much improved as at early October 2022. 


System of allocating an Investigating Officer for complaints and incidents to be 
reviewed, to ensure that staff have appropriate training and support, and 
allocated time to discharge these responsibilities. 


Oversight of complaints and incidents performance to be formalised via 
Directorate Accountability meetings on the Ysbyty Gwynedd site. 


Level of manpower that is provided by the Governance team to support the 
Directorates on the Ysbyty Gwynedd site to be reviewed and benchmarked 
against the other sites, together with investigation of the analytical tools 
available to identify recurring themes / common cause in incidents and 
complaints. 


30/11/22 
 
 
 
 


30/11/22 
 
 
 


31/10/22 
 
 


31/01/23 


 


IHC Nurse Director 


 


 


IHC Nurse Director 


 


 


IHC Operations Director 


 


IHC Operations Director 
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Matter Arising 5: Risk Management (Operation) Impact 


Fifty of the total fifty-three live risks of the risk register for Ysbyty Gwynedd were found to be out of date and 
required a review. 


We scrutinised the action plan section of the 53 live risks and found 20 actions had an overdue due date with 
no date within the completed date section (done date), also 21 had no due date and no date within the 
completed date section. 


The Risk Register is an agenda item for the QSCE meetings.  Minutes provided demonstrate new risks being 
discussed and risk management training presented. However we have been unable to determine if discussions 
are taking place around open and closed risks, the escalation / de-escalation process and the review process. 


 


Potential for risk of: 


 risks materialising due to lack 
of actions /review 


 risks are not escalated 
appropriately 


Recommendations Priority 


5.1a 
 
 
5.1b 


The Risk Register requires review to ensure that risks are accurate and appropriate actions / dates 
are included. 
 
Management to review consistency of reporting in accordance with the revised governance structure. 


High 


Agreed Management Action Target Date Responsible Officer 
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5.1a  


 


 


5.1b 


 


A full review of the Risk Register will be undertaken across the West IHC to 
resolve the issues identified at Ysbyty Gwynedd, to include appropriate 
controls and mitigating actions. There has already been progress as reported 
at the Risk Management Group on 4th October, with 93% of risks “in date” 


A Risk Operational Delivery Group will be established as part of the revised 
governance structure with appropriate senior oversight and service 
representation to ensure that there is consistency of reporting across the West 
IHC, that risks are appropriately scrutinised and scored and visible on the live 
register, and appropriate escalation to Tier 1 is followed. 


30/11/22 
 
 
 
 


31/01/23 


 


IHC Operations Director & IHC 
Nurse Director 


 


 


IHC Operations Director & IHC 
Nurse Director 


 


 


 
 


 


Matter Arising 6 : Assurance to Quality, Safety and Clinical Effectiveness Group (Design) Impact 


AAA reports provided to the Quality Safety and Clinical Effectiveness Group meeting include some information 
on ward accreditation and checks, for example in the reports received to the May meeting, the Medicine report 
included ‘wards to be audited around issues with paperwork to identify themes and trends’.  The Emergency 
Department report refers to ward accreditation and HIW visits and identifies ‘clarity is required between 
Accreditation and HIW standards, as mixed response is received’.  However, there is no data provided from the 
IRIS system and Heads of Nursing / Director of Nursing review to provide assurance that audits are being 
completed and reviewed / appropriate action taken where there is non-compliance.  


Potential risk of: 


 patient documentation is not of 
the required standard 


 lack of assurance that sufficient 
documentation is being audited 


Recommendations Priority 


6.1a 


 


Audit data and results of audits (themes / trends / actions taken / improvements) are documented 
and provided to the relevant assurance meeting within the revised structure on a regular basis for 
assurance and scrutiny.   


High 
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Agreed Management Action Target Date Responsible Officer 


6.1a  


 


A cycle of business will be established to ensure that the West IHC maintains 
oversight that audits are being undertaken across all areas and that the results 
are being reviewed in the appropriate forum and that any follow up action 
required is tracked. The Quality Operational Delivery Group, in the revised 
governance structure, will ensure wider visibility and learning from audit 
activities across the IHC. 


Directorate Accountability meetings at Ysbyty Gwynedd will be relaunched as 
part of the revised governance structure, and will provide the ability to 
scrutinise audit activities and follow through of actions. 


31/01/23 
 
 
 
 
 
 


31/10/22 
 


 


IHC Medical Director 


 


 


 


 


IHC Operations Director 
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Appendix B: Assurance opinion and action plan risk rating 
Audit Assurance Ratings 
We define the following levels of assurance that governance, risk management and internal 
control within the area under review are suitable designed and applied effectively: 


 


Substantial 
assurance 


Few matters require attention and are compliance or advisory in 
nature.  


Low impact on residual risk exposure. 


 


Reasonable 
assurance 


Some matters require management attention in control design or 
compliance.  


Low to moderate impact on residual risk exposure until resolved. 


 


Limited 
assurance 


More significant matters require management attention. 


Moderate impact on residual risk exposure until resolved. 


 
No assurance 


Action is required to address the whole control framework in this 
area. 


High impact on residual risk exposure until resolved. 


 


Assurance not 
applicable 


Given to reviews and support provided to management which form 
part of the internal audit plan, to which the assurance definitions 
are not appropriate. 


These reviews are still relevant to the evidence base upon which 
the overall opinion is formed. 


Prioritisation of Recommendations 


We categorise our recommendations according to their level of priority as follows: 


Priority 
level 


Explanation Management action 


High 
Poor system design OR widespread non-compliance. 


Significant risk to achievement of a system objective OR 
evidence present of material loss, error or misstatement. 


Immediate* 


Medium 
Minor weakness in system design OR limited non-compliance. 


Some risk to achievement of a system objective. 
Within one month* 


Low 


Potential to enhance system design to improve efficiency or 
effectiveness of controls. 


Generally issues of good practice for management 
consideration. 


Within three months* 


* Unless a more appropriate timescale is identified/agreed at the assignment. 
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From: REDACTED (HSS - Population Health - Major Health Conditions) REDACTED 
Sent: 01 August 2022 10:32 
To: PS Minister Health & Social Services REDACTED> 
Cc: Paget, Judith (HSS - Health & Social Services) REDACTED; Atherton, Frank (HSS - Population 
Health - Health Policy) REDACTED; REDACTED (HSS - Population Health - Healthcare Quality) 
REDACTED; REDACTED (HSS - Population Health - Major Health Conditions) REDACTED; REDACTED 
(HSS - NHS Wales Performance) REDACTED; REDACTED (OFM - Special Advisers) REDACTED; HSS - 
Press Team REDACTED; REDACTED (HSS - NHS Workforce & Operations - Communications) 
REDACTED; REDACTED (HSS - Health & Social Services) REDACTED; REDACTED (HSS - Quality & 
Nursing - Nursing Directorate) REDACTED; PS FirstMinister (Ministerial) REDACTED; PS Minister for 
Rural Affairs and North Wales, and Trefnydd REDACTED; Government Plenary Business REDACTED 
 
Subject: RE: Official sensitive - Vascular services in BCU 
 


Further to the informal briefing on Friday, please find below a short update relating to 
media coverage over the weekend and the current position this week. As a result we 
have made some minor changes to the written statement for the Minister’s 
consideration. 
 
BCU published their public board paper, which outlines the make staff and 
contingency arrangements, at the end of last week and there will also be a private 
paper, which outlines the contingency arrangements in more detail and regulatory 
action, discussed at their board meeting this Thursday (4 July), as the papers are 
relatively short I have attached them to this email for reference in case you would 
like further detail. 
 
We caught up with the health board again this morning to discuss development over 
the weekend and the position this week.  
 
The position in relation to consultant availability has slightly improved with five 
vascular consultants available this week, as a result the health board have taken the 
decision they do not need to divert all complex and aortic cases to Stoke and can 
maintain services in North Wales. They have contingency arrangements in place 
with both Liverpool and Stoke should these be required, they have utilised the 
Liverpool arrangements twice in the last 10 days. From today, Stoke are ready to 
step in if required. 
 
They have a number of critical meetings taking place this week as well as the board 
including the GMC and RCS. 
 
Happy to provide further detail  
 
Many Thanks 
REDACTED 
REDACTED 
Rhagenwau: hi - Pronouns: she/her 
Tîm Cyflyrau a Llwybrau Clinigol - Clinical Conditions and Pathways Team 
Cyfarwyddiaeth Ansawdd a Nyrsio - Quality and Nursing Directorate 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
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e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED (HSS - Population Health - Major Health Conditions)  
Sent: 29 July 2022 12:41 
To: PS Minister Health & Social Services REDACTED> 
Cc: Paget, Judith (HSS - Health & Social Services) REDACTED; Atherton, Frank (HSS - Population 
Health - Health Policy) REDACTED; REDACTED (HSS - Population Health - Healthcare Quality) 
REDACTED; REDACTED (HSS - Population Health - Major Health Conditions) REDACTED; REDACTED 
(HSS - NHS Wales Performance) REDACTED; REDACTED (OFM - Special Advisers) REDACTED; HSS - 
Press Team REDACTED; REDACTED (HSS - NHS Workforce & Operations - Communications) 
REDACTED; REDACTED (HSS - Health & Social Services) REDACTED; REDACTED (HSS - Quality & 
Nursing - Nursing Directorate) REDACTED; PS FirstMinister (Ministerial) REDACTED; PS Minister for 
Rural Affairs and North Wales, and Trefnydd REDACTED; Government Plenary Business REDACTED 
 
Subject: FW: Official sensitive - Vascular services in BCU 
 


Further to the informal briefing provided last Friday, please find below further details 
and an update on vascular services in BCU, also a draft written statement. 
 
The health board have received interim feedback from the vascular quality panel 
(VQP) on a number of cases, just over two weeks ago they received significant 
feedback on four aortic cases which prompted the reinstatement of the make safe 
arrangements including dual operating and enhanced support from Liverpool. 
 
As highlighted in my email below, they are currently experiencing acute staffing 
shortages with only 3 vascular surgeons currently available to work. They have been 
unsuccessful appointing a clinical lead and another vascular surgeon, both these 
positions were offered to successful candidates who subsequently withdrew. Two of 
the three long term locums have recently resigned and are serving their notice 
period, they have been unsuccessful in attempts to encourage these individuals to 
remain. Three surgeons have also taken sick leave stating stress and anxiety due to 
the current issues within the service. The staffing pressures have been increased by 
the requirement for dual consultant operating. There are also restrictions and 
regulatory involvement relating to two consultants. 
 
The arrangements in place with Liverpool were stood up again last week and 
remained in place over the weekend, the health board have indicated that no 
patients required transfer to Liverpool during this period. There have been some 
comments made on social media about staffing shortages and the health board 
issued an update on their vascular services pages on 15 July highlighting as part of 
their ongoing work to strengthen some of specialist vascular services they have 
implemented some new measures to support specialist aortic vascular surgery, 
working in collaboration with our colleagues at the Liverpool vascular network.  
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There has also been comments on social media about one of the vascular surgeons 
who has received a GMC warning in February, this relates to a criminal conviction in 
another country, which we were made aware of some months ago and have 
previously mentioned in briefing. 


VQP raised concerns about the outcomes of some cases and the medical director 
will provide a summary of cases, where the patient died, to HM Coroner on 29 July 
and the health board will simultaneously to exercise their duty of candour with the 
relatives of 4 patients, whose cases are being shared with the Coroner, and 
subsequently with a number of other patients. Confidential briefings will also be 
made to regulators and to the Lead Medical Examiner (Wales) in line with both 
standard reporting and regulatory requirements. We understand that further difficult 
findings from the VQP may be received by the health board in the coming weeks. 


A process will be followed internally to understand whether any support or regulatory 
action needs to be adopted in relation to any of the staff involved with the clinical 
cases. A process is also being followed to ensure that information that has now 
come to light in relation to some of these cases was acted on in an appropriate way 
at the time. 
 
The fragility of the service led to the Health Board to consider contingency plans 
should the service not be able to be delivered as currently configured. As a result a 
meeting took place on 19 July 2022 between the Health Board, Welsh Government 
officials and the national leadership team in NHS England to develop options for 
alternative service provision with English provider Trusts and also to alert the English 
Emergency Preparedness, Resilience and Response (EPRR) to the possibility of 
short notice support for north Wales. 
 
The wider staffing issue remains a key priority for the service but due to consultant 
staff sickness, leave and regulatory restrictions there are now immediate concerns 
that the on-call and the elective aortic surgery work cannot be delivered in its current 
form. On 19 July 2022 an BCUHB Operational Planning Group was established. 
That group is now meeting three times daily to ensure oversight of these 
arrangements and to ensure that any patients that may need care delivered in a 
different way are managed safely and in a timely fashion. In addition to the 
immediate service challenges a wider discussion with English providers has now 
taken place and a Vascular Continuity Planning Group is being established in the 
Health Board to work with NHS England. 
 
We understand as a result of discussion with NHS England and providers that from 1 
August, it is anticipated University Hospitals of North Midlands NHS Trust are likely 
to agree to be the main provider for complex and aortic cases from North Wales 
throughout August, from the Royal Stoke University Hospital, who already provide 
major trauma services for North Wales patients. We understand that is due to be a 
final meeting today to confirm these arrangements and ensure all necessary 
supporting arrangements are in place such as the requirement for prolonged 
ambulance transfers. Further meetings will take place to agree longer term 
arrangement, from September onwards but BCU are hopeful these will be hub and 
spoke arrangements with Stoke. 
 







A public board meeting is scheduled to take place next Thursday (4 August) and 
vascular issues will be discussed within the agenda, the vascular board paper will 
not be published until BCU make a public statement. We also anticipate a further 
paper highlighting the regulatory issues and longer term plans may be presented in 
the private section. 
 
I have also attached a draft written statement for your consideration which we would 
like to issue to Members of the Senedd to update them, we are looking to coincide 
the timings of this with the announcements from BCU and NHS England. 
 
Officials continue to meet with the health board to discuss vascular service on a 
fortnightly basis, with additional meetings as required including meeting with the 
health board again on Monday morning and further updates will be provided if there 
is any further changes required or when a more long term solution has been agreed. 
 
Please can you confirm you are content with the contents of the written statement 
and for it be released on late on Monday or Tuesday to coincide with the timings of 
the public statements by BCU/NHS England. 
 
Many thanks 
 
REDACTED 
 
REDACTED 
Rhagenwau: hi - Pronouns: she/her 
Tîm Cyflyrau a Llwybrau Clinigol - Clinical Conditions and Pathways Team 
Cyfarwyddiaeth Ansawdd a Nyrsio - Quality and Nursing Directorate 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED  
e-bost - e-mail: REDACTED 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED (HSS - Population Health - Major Health Conditions)  
Sent: 22 July 2022 16:39 
To: PS Minister Health & Social Services REDACTED> 
Cc: Paget, Judith (HSS - Health & Social Services) REDACTED; Atherton, Frank (HSS - Population 
Health - Health Policy) REDACTED; REDACTED (HSS - Population Health - Healthcare Quality) 
REDACTED; REDACTED (HSS - Population Health - Major Health Conditions) REDACTED>; 
REDACTED (HSS - NHS Wales Performance) REDACTED; REDACTED (OFM - Special Advisers) 
REDACTED; HSS - Press Team REDACTED; REDACTED (HSS - NHS Workforce & Operations - 
Communications) REDACTED; PS Minister Health & Social Services REDACTED; PS Minister for Rural 
Affairs and North Wales, and Trefnydd REDACTED; REDACTED (HSS - Health & Social Services) 
REDACTED 
Subject: Official sensitive - Vascular services in BCU 
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Please can you make the Minister aware of some further temporary staffing 
difficulties with the vascular service in BCUHB. 
 
Following a number of vascular consultants going off on sick leave this week and 
with existing vacancies and resignations the vascular consultant workforce is 
significantly depleted with only 3 consultants available. This means that currently the 
health board are unable to provide cover out of hours which affects emergency 
vascular procedures over the weekend. 
 
CMO and DCMO held discussions with NHS England and BCU in the last two days 
and there is a willingness from NHS England to help support the service.  
 
Tonight and over the weekend, to ensure there is emergency provision Liverpool 
have agreed to provide cover and any emergency aortic and other complex 
procedures will be transferred. 
 
Next week, further discussions with take place with NHS England regional directors 
and NHS Trusts in the North West and Midlands about a make safe plan to provide 
support during August and whilst further discussions are held about a more medium 
to long term sustainable approach to service provision. 
 
We will provide a further update on the service next week, at which point we can also 
provide a draft written statement to issue to MS to provide an update and assurance 
should you wish. 
 
In the meantime, should you require any further information please let us know 
 
Many thanks 
 
REDACTED 
 


REDACTED 
Rhagenwau: hi - Pronouns: she/her 
Uwch Reolwr Polisi – Senior Policy Manager 
Tîm Cyflyrau a Llwybrau Clinigol - Clinical Conditions and Pathways Team 
Cyfarwyddiaeth Ansawdd a Nyrsio - Quality and Nursing Directorate 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Llywodraeth Cymru - Welsh Government  
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
www.llyw.cymru - www.gov.wales   



mailto:PopulationHealthcare@gov.wales

mailto:PopulationHealthcare@gov.wales

mailto:PopulationHealthcare@gov.wales

mailto:PopulationHealthcare@gov.wales

mailto:PopulationHealthcare@gov.wales

https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.llyw.cymru%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ca16ad2dbdf4f476ca45c08db3d0b9535%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170892165623888%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qes6hLsdTuznPyYiVHomAmjKeLdLDLc5puQ6dD40ND8%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.gov.wales%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ca16ad2dbdf4f476ca45c08db3d0b9535%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170892165623888%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=GGxZGSvRUbe5Jkkv3VqcZ26pgiv8%2B%2F4U9HQcyaeJHQc%3D&reserved=0




_1745218643/20220422 - HIW Quality Check Summary - Betsi Cadwaladr Univerity Health Board - 22 April 2022(ONLINE).pdf


 


 


 


  


 


 


 


 


 


 


 


 


 


Quality Check Summary 


Betsi Cadwaladr University Health 


Board - 21101 


Activity date: 28 February 2022  


 


Publication date: 22 April 2022 







Digital ISBN 978-1-80364-092-1 


© Crown copyright 2022 


 


 


 


 


 


 


 


 


 


 


 


 


This publication and other HIW information can be provided in alternative formats or 


languages on request. There will be a short delay as alternative languages and 


formats are produced when requested to meet individual needs. Please contact us for 


assistance. 


 


Copies of all reports, when published, will be available on our website or by 


contacting us:  


 


In writing: 


Communications Manager 


Healthcare Inspectorate Wales  


Welsh Government 


Rhydycar Business Park 


Merthyr Tydfil 


CF48 1UZ 


Or via 


Phone: 0300 062 8163 


Email: hiw@gov.wales 


Website:  www.hiw.org.uk  
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Quality Check Summary 


Our approach 


Healthcare Inspectorate Wales (HIW) undertook a remote quality check within Betsi 


Cadwaladr University Health Board as part of its programme of assurance work. The setting 


is an eight bedded learning disability ward, located within Betsi Cadwaladr University Health 


Board.  


 


HIW’s quality checks form part of a new tailored approach to assurance and are one of a 


number of ways in which it examines how healthcare services are meeting the Health and 


Care Standards 2015. 


 


Feedback is made available to service representatives at the end of the quality check, in a 


way which supports learning, development and improvement at both operational and 


strategic levels.  


 


Quality checks are a snapshot of the standards of care within healthcare services.  They are 


conducted entirely offsite and focus on three key areas; infection prevention and control, 


governance (specifically around staffing) and the environment of care. The work explores 


arrangements put in place to protect staff and patients from COVID 19, enabling us provide 


fast and supportive improvement advice on the safe operation of services during the 


pandemic. More information on our approach to assurance and inspections can be found here. 


 


We spoke to members of the ward staff on 28/02/2022 who provided us with information and 


evidence about their service. We used the following key lines of enquiry: 


 


 How is the risk of infection assessed and managed to keep patients, visitors and 
staff safe? 


 How do you identify and effectively manage COVID-19 outbreaks / nosocomial 
transmission? 


 How are you ensuring that the environment is safe and suitable for the needs of 
patients at this time? What changes, if any, have been made as a result of COVID-
19 to the following: 


o Physical environment 
o Routines, visiting arrangements and contact with loved ones 
o Behaviour management 
o Patient access to community/leave, activities and social networks 


(including formal leave where the Mental Health Act applies)? 


 How do you meet the needs of Welsh speaking patients when accessing 
healthcare services in the medium of Welsh? 


 How are you ensuring that there are sufficient numbers of appropriately trained 
staff to meet patients’ needs, with access to wider health and care professionals 
where needed? 



https://hiw.org.uk/covid-19-response-and-our-approach-assurance-and-inspection
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 How do you ensure that equality and a rights based approach are embedded 
across the service? 


 What arrangements are in place to ensure Do Not Attempt Cardio Pulmonary 
Resuscitation (DNACPR) discussion and decision making is undertaken 
appropriately and sensitively? 


 Considering the impact of COVID-19, how are you discharging your duty of care 
against the Mental Health Act and DOLS legislation, and how are patients’ rights 
being safeguarded? 


 


Environment 


During the quality check, we considered how the service has responded to the challenges 


presented by COVID-19 and how the service has designed and managed the environment of 


care to keep it as safe as possible for patients, staff and visitors.  


 


The key documents we reviewed included:  


 


 Most recent environmental risk assessment/audit 


 Monthly incident theme review - last 6 months 


 Monthly use of restraint and seclusion review (please specify types of restraint used: 


physical/mechanical/use of medication) - last 6 months 


 Risk assessment for mechanical restraint 


 


 


We also questioned the service representatives on the changes they have made to make sure 


patients continue to receive care and treatment according to their needs. 


  


The following positive evidence was received: 


 


We asked staff about the changes that had been made to the ward environment as a result 


of COVID- 19. They informed us that additional cleaning has been implemented, with staff 


members responsible for keeping designated areas clean whilst on shift.  In addition, all flyers 


on the patient noticeboard have all been laminated to make them easy to clean.  


 


Staff informed us that most of the off- site therapeutic support services were suspended due 


to COVID. As a result, many activities were introduced on the ward for patients including 


cooking, gardening, board games and a projection screen for films.  


 


We were also told that most visiting was stopped as a result of COVID, and was only permitted 


for end of life patients. Such visits were 20 minutes long and those visiting would enter 


through a back entrance, wearing full personal protective equipment (PPE). Due to the 


limited understanding of patients on the ward, some took longer to adjust to family members 


not being able to visit. Staff informed us that they used video call as much as possible, in 
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order to maintain contact between patients and their families. Staff have since been able to 


support patients to have visits off site in their family’s homes. They also have use of a room 


in a different part of the hospital, where socially distanced visits can take place, depending 


on individual’s risk assessments. Staff told us they have also ordered a gazebo to allow for 


visits in the garden in the summer months.  


 


Staff told us that, even though they make every effort to socially distance from each other, 


patients find this difficult. Some will use touch to communicate, such as holding a staff 


member’s hand. However, we were told that most patients don’t generally interact with each 


other and naturally distance from each other. Also, during meal times, chairs are placed at 


two metre distances at either end of the tables and staff are in the process of swapping the 


sofas in communal areas to chairs, in order to improve social distancing.  


 


We were informed that most ward staff have had active support training. Each patient has 


an individual support plan which includes all likes and dislikes of food and activities. Staff 


highlighted the important of finding what motivates each patient as part of their assessment 


process. They encourage patients to participate in activities and personal care as much as 


possible so to help them prepare to leave the ward and go back out into the community. Also, 


patients are encouraged to do their own shopping. This allows staff to complete capacity and 


financial assessments of the patients.  


 


We asked staff how staff and patients are kept safe from COVID-19 risks while using transport. 


They informed us that all three vehicles have their own risk assessments and each patient is 


also individually risk assessed to use the transport. Masks are to be worn in the vehicles and 


we were told that one of the vehicles does allow for social distancing. Each vehicle is cleaned 


after every use and there is also a first aid kit and a level two PPE kit in each. 


 


Staff informed us that positive behaviour support (PBS) plans are used to support patients 


with challenging behaviour. If restraint is needed, staff will use a less restrictive technique, 


which staff described as a no pain technique. Staff undertake Violence and Aggression 


training as part of the training for physical restraint, however we were told that some staff 


have had problems locating the relevant training on their online system. Senior staff are 


currently working to resolve this issue.  


 


We were also told that compliance around practical restraint training is low at present due 


to the training being suspended during the pandemic. This has now been reinstated and new 


staff are being prioritised, however it is still a slow process due to only six people being able 


to do the training at a time, in order to maintain social distancing. Staff did also inform us 


that they have internal trainers for physical intervention training and staff are all compliant 


with this, having had refresher training last year, and will have it scheduled again this year 


when due.  


 


We were told that one patient on the ward is currently risk assessed for use of a mechanical 


restraint. This is to prevent self-harm. According to staff, the use of this restraint has reduced 
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since the patient has been on the ward, due to them finding alternative ways to show 


frustrations. Staff informed us that the risk assessment for this patient is reviewed regularly.  


 


Staff informed us that all best interest decisions are made by a multidisciplinary team (MDT), 


the family members of the patient and the patient themselves, if they are able. Meetings 


with the MDT and family members occur monthly, however the psychiatrist or psychologist 


can call additional meetings with the family to discuss diagnosis and care plans. Staff will 


also ensure family members receive minutes from any meetings they are unable to attend. 


Families can also contact the ward and ask staff to raise issues at meetings if they are unable 


to attend.  


 


We were told that some staff are Welsh speakers and they wear relevant badges to indicate 


this. They are aware of courses available for any other staff wishing to learn Welsh and, due 


there being small numbers on the wards, patients know which staff members they can go to 


if they wish to converse in Welsh. Staff also keep a list of all Welsh radio channels for any 


patients who wish to listen to them. The ward also have access to a translation service, should 


they require it.  


 


 


The following areas for improvement were identified:  


 


We saw evidence of a risk assessment for the use of mechanical restraint. Although the risk 


assessment is detailed and regularly reviewed, we require the following information to be 


added:  


 The rationale use of the mechanical restraint should be included in the introduction. 


It should also include information relating to the risk if the restraint is not used.  


 risk ratings should also be completed through the risk assessment in order to confirm 
or determine the level of risk 


 The risk assessment should also state who the individual decision makers were and 


should be read and signed off by all staff.   


 


 


 
 


Infection prevention and control 


During the quality check, we considered how the service has responded to the challenges 


presented by COVID-19, and how well it manages and controls the risk of infection to help 


keep patients, visitors and staff safe.  


 


The key documents we reviewed included 


 


 Generic infection control policy and COVID-19 specific policy 
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 Most recent infection control risk assessment/audit 


 


The following positive evidence was received: 


 


We saw evidence of the infection prevention and control (IPC) policy and COVID-19 specific 


policy for the ward, as well as the most recent infection control risk assessment. All were 


complete and up to date.  


 


Staff informed us of the changes implemented as a result of COVID–19. Changes have included 


minimalizing the ward environment, hand sanitizer dispensers placed throughout the ward, 


cleaning all areas of the ward at the start and end of each shift and cleaning the shower after 


each use. We were also told that there are donning and doffing champions on the ward and 


regular hand washing audits are completed.  


 


Staff wear PPE masks at all times but will increase PPE if there is a COVID positive patient on 


the ward. There is also the option for them to wear sensitive masks to help prevent skin 


irritation. All staff have completed donning and doffing training and will also change into 


their uniform on the ward, and change back at the end of their shift before leaving. 


 


We were informed by staff that all patients have individual risk assessments regarding PPE, 


however none of them will wear masks on the ward as it can hinder their ability to 


communicate.  


 


Patients all undertake bi-weekly PCR testing, except for one patients who has two weekly 


PCR tests and daily LFT tests due to being a transplant patient. Staff must also have a 


negative LFD test before coming onto shift. 


 


We were told that staff increased discussions with patients around germs and keeping people 


safe. They also produced easy-to-read documents for patients to help them understand what 


was going on during the pandemic and how to keep themselves and others safe. Staff also 


told us that, due to them constantly wearing masks, patients have struggled to read facial 


expressions. Staff have relied more heavily on Makaton to communicate and have increased 


their use of pictures and symbols.  


 


Staff told us about the process used during the last COVID positive case on the ward. The 


patients isolated between their room and a lounge only used by them. Staff wore increased 


PPE and a specific risk assessment was completed. We were also informed that, at the 


beginning of each shift, nominated staff members were identified to solely work with this 


individual in order to prevent cross contamination. Also, this patient was nursed in gowns 


whilst positive to allow for deep cleaning and to prevent the need for laundry from this 


patient to be taken to the laundry room.  


 


When asked about how lessons learned are shared, staff informed us that clinical supervisions 


are often used to share such information. During the first lockdown, staff had socially 
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distanced group supervisions so they could discuss information updates and how they could 


learn. Lessons learned are also communicated through ‘putting things right’ meetings, where 


minutes from specialist service meetings are also shared.  


 


No areas for improvements were identified. 


 


Governance / Staffing 


As part of this standard, HIW questioned the service representatives about how, in the light 


of the impact of COVID-19, they have adapted their service. We explored whether 


management arrangements ensure there are sufficient numbers of appropriately trained staff 


to meet patients’ needs, with access to wider mental health professionals where needed. 


 


The key documents we reviewed included: 


 


 Brief description of the model of care for LD services including details of any residential 


provision 


 Details on the speciality of the ward/service including number of beds and current 


occupancy 


 Management structure (showing reporting lines from setting manager upwards) 


 Number of admissions and discharges (3 months) 


 "Number of patients subject to DOLS or MHA (list the actual sections patients are 


detained under)  


 Compliance with hospital passport/health profile reviews being in place (any tool that 


would be passed to secondary care in case of an admission) 


 Compliance with Annual Health Checks 


 Current staff vacancies (listed by role) 


 Current staff sickness (listed by role) 


 Monthly staff agency use (3 months) 


 Monthly bank staff use (3 months) 


 Current percentage completion rates of mandatory training, including patient specific 


essential training, (listed by individual subject) 


 Patient Voice data for the last 3 months 


 Escalation policy 


 The corporate policy/process to ensure preparedness for future pandemic emergency 


 


 


The following positive evidence was received: 


 


We saw evidence of detailed staff vacancies and staff sickness listed by role We also saw a 


comprehensive escalation policy and a policy to prepare for a future pandemic emergency. 


Both were complete and in date. 
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We were told that staffing levels are assessed and reviewed regularly to ensure safe staffing. 


Staff also informed us that bank staff are often used to help cover staff sickness and the need 


for bank staff increased when 15 members of staff were off sick due to COVID-19.  


 


Staff told us that senior managers can review the online training system and chase up low 


compliance for mandatory training. In cases of low compliance, ward staff are asked to provide 


rationale for this. We were also informed that the levels of staff sickness and new staff are 


currently affecting compliance figures. 


 


When asked about admissions and discharge, staff confirmed that they are still following the 


health board’s COVID-19 policy around this. We were also told that all patients are referred 


for advocacy and meetings with advocates often take place over MS Teams, due to most 


working from home. Staff also informed us that the ward has support from the local GP who 


visits the ward weekly, but will also attend at additional times if needed. They will push to 


get hospital appointments for patients if needed and are very responsive in replying to emails 


and phone calls throughout the week.  


 


We asked staff about how ethical dilemmas around individual patient care are considered and 


how support is sought. Staff gave us the example of the initial ethical dilemma around the 


decision to use soft restraint for one of the patients. They told us of the good MDT working 


around this case and that communication was clear between family and staff, resulting in 


everyone agreeing to the required outcome. In this case the patient didn’t have capacity to 


be involved in the decision, therefore the MDT (including family members) had in depth 


conversations around best interest in order make the best decision for the individual.  


 


Staff informed us that the deprivation of liberty authorisations (DOLs) are reviewed regularly 


and dates of such renewals are included in ward rounds. We were told that all renewals sent 


to Betsi Cadwaladr health board have been completed in a timely manner. Only delay was one 


that had to be sent to Sussex for renewal.  


 


 


No areas for improvements were identified. 
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What next? 
 


Where we have identified areas for improvements during our quality check and require the 


service to tell us about the actions taken to address these, an improvement plan providing 


details will be provided at the end of this quality check summary.  


 


Where an improvement plan is required, it should: 


 


 Ensure actions taken in response to the issues identified are specific, measurable, 


achievable, realistic and timed 


 Include enough detail to provide HIW and the public with assurance that the areas for 


improvements identified will be sufficiently addressed 


 Ensure required evidence against stated actions is provided to HIW within three 


months of the quality check. 


 


As a result of the findings from this quality check, the service should: 


 Ensure that the areas for improvements are not systemic across other areas within 


the wider organisation 


 Provide HIW with updates where actions remain outstanding and/or in progress, to 


confirm when these have been addressed. 


 


The improvement plan, once agreed, will be published on HIW’s website. 


 


If no areas for improvement were identified during this quality check, an improvement plan 


will not be required, and only the quality check summary report will be published on HIW’s 


website. 
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Improvement plan 
 


Setting: 21101 – Betsi Cadwaladr 
University Health Board  
 


 


Date of activity:  28/02/2022 
 


The table below includes improvements identified during the Quality Check, where we require the service to complete an improvement plan telling 


us about the actions they are taking to address these areas. 


 


Please note, all actions are expected to be complete within three months of the Quality Check and the final version of the Improvement Plan is to 


be submitted via Objective Connect once complete.  


 


Reference 
Number 


Improvement needed 
Standard/ 
Regulation 


Service Action 
Responsible 


Officer 
Timescale 


1 We require the risk assessment for the 
mechanical restraint to include the 
following information:  


 The specific use of the 


mechanical restraint should be 


included in the introduction. It 


should also include information 


relating to the risk if the 


restraint is not used.  


 risk ratings should also be 
completed through the risk 
assessment in order to confirm 
or determine the level of risk 


 The risk assessment should also 


Standard 2.1 
Managing Risk 
and Promoting 
Health and 
Safety 


To review the risk assessment for 
the mechanical restraint, to 
include the requested 
information.  
 


Matron. 
Ward Manager.  


Completed.  
Risk 
assessment 
reviewed to 
include the 
required 
information 
on the 
29/03/2022. 
Signed by 
the full MDT.   
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state who the individual 


decision makers were and 


should be signed off by all 


staff.   


 


 
The following section must be completed by a representative of the service who has overall responsibility and accountability for ensuring the 
improvement plan is actioned.  
 


Name:  
 


William Haydn Williams  


Date: 30/03/2022 
 
 






_1745218644.pdf


Official   MA/EM/1942/22 


1 


 


  


From: REDACTED 


Delivery and Performance 


  


Cleared by: REDACTED 


Date: 31 May 2022 


  


 


 


MINISTERIAL ADVICE 


For decision by: Eluned Morgan MS 


Copied to:  


 


Subject Escalation Status of Betsi Cadwaladr UHB 


100 word 
summary 


This MA asks the Minister to agree the recommendation of 


the special meeting of the tripartite group held on 26 May to 


consider the escalation status of Betsi Cadwaladr University 


Health Board, approve a letter to the Chair of the Board 


outlining this decision and to provide an oral statement on 7 


June in the Senedd. 


Timing 
Urgent 


The letter to the Chair needs to be sent following the meeting 


on 1 June 2022 


The oral statement is scheduled for 7 June 


Recommendation The Minister is asked to agree: 


• that following the tripartite meeting held on 26 May, the 
recommendation of Welsh Government officials is to 
extend the Targeted Intervention status of Betsi 
Cadwaladr University Health Board to include Ysbyty 
Glan Clwyd, including vascular services and the 
emergency department; 


• the letter to the Chair of Betsi Cadwaladr UHB at doc 1; 


• the draft Oral Statement at doc 2. 


 


Decision report This decision does not require a Decision Report, due to the 
issuing of an Oral Statement. 
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ADVICE 


 
Background 
 
1. At the Tripartite meeting held in February 2022, a number of concerns were 


raised around Betsi Cadwaladr UHB, including vascular services following the 
publication of the Royal College of Surgeons report (part 2), the fact the health 
board does not have a clinical strategy, financial stability and performance. 


 
2. The health board was given three months to address the issues raised in the 


vascular services report and it was agreed that if no improvements were seen, an 
extra tripartite meeting would be convened. 


 
3. Over the three months since the February tripartite meeting, the Minister and 


officials have been receiving monthly progress reports from the Chair of the 
health board. 


 
4. Despite some progress being seen, a number of other issues have been raised, 


including the emergency department at Ysbyty Glan Clwyd (YGC) following a 
Healthcare Inspectorate Wales (HIW) quality check in February and an 
unannounced inspection in May. Welsh Government officials therefore held an 
extra tripartite meeting specifically to discuss Betsi Cadwaladr UHB.  This 
meeting took place on 26 May 2022. 


 
5. On the basis of the tripartite group discussion, the recommendation from Welsh 


Government officials is for the overall escalation of the health board to remain at 
targeted intervention, but for this to be extended to have a specific focus on 
services at YGC, including vascular services and the emergency department. 
 


6. This significant decision reflects serious and outstanding concerns about the 
leadership, governance and progress in YGC including the vascular service and 
the Emergency Department over some time. 
 


7. Officials are currently in the process of developing a package of support for the 
health board and will be commissioning Improvement Cymru to support the 
health board.  Lessons learned and areas of good practice in YGC will then be 
rolled out to other parts of the health board where appropriate. 
 


8. Bespoke support for the Emergency Department will be offered through national 
clinal leads. 
 


9. The work by Improvement Cymru will be time bound to 12 months.  Regular 
updates will be provided to the Minister on progress, and at during this period, 
further inspections by HIW will be carried out to ensure progress is being made. 
 


10. The Health Board must transform itself, into a self-improving organisation, 
sustained by committed clinical staff who have the right skills to practice 
continuous improvement in their daily work. This focus upon improvement needs 
to be evident right through the organisation, up to Board level. Leadership within 
the organisation should foster this improvement approach, supporting the 
practice of improvement in all services. 
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11. As a priority, the board needs to really connect with, and engage with its staff. 
There have been a series of concerns about workforce wellbeing, harassment, 
bullying and examples of staff feeling unable to speak out. The board must build 
on the work it has started in its organisational development and needs to do this 
at pace. 
 


12. The Board will be required to review the current maturity matrices that are in 
place to ensure they remain fit for purpose, and if not, they need to be updated 
by the end of July. 
 


13. The Minister, supported by the Chief Executive of NHS Wales is meeting the 
Chair and Chief Executive of the health board on 1 June. This meeting will allow 
the Minister to outline her concerns and the measures she intends to put in 
place. 
 


14. A letter to REDACTED is attached at doc 1. It is proposed that this letter is sent 
to the Chair, along with a letter from the Chief Executive of NHS Wales to the 
Chief Executive following that meeting.  
 


15. The draft oral statement is attached at doc 2 and a cleared version will need to 
be submitted to Government Business by midday on 7 June. 


 
Financial Implications 
 
16. This MA contains no new financial implications.   
 
Legal issues, powers and statutory duties  
 
17. There are no legal consequences from this advice. 
 
18. There are no trade consequences from this advice. 
 
Communication or media handling 
 
19. An Oral Statement has been prepared for you to deliver on 7 June. 
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Annex 1: ASSURANCE AND COPY RECIPIENTS 


 
CLEARANCE TRACKING 
 


Aspect  Tracking Yes No N/A 
Clearance 


no. 


Finance 


Financial implications over £50,000? ☐ ☐ ☒  


Cleared by Group Finance? ☐ ☐ ☒  


Cleared by Budget & Government 
Business Division? 


☐ ☐ ☒  


Cleared by Local Government Finance? ☐ ☐ ☒  


Legal 
Legal issues? ☐ ☐ ☒  


Cleared by relevant lawyers? ☐ ☐ ☒  


Governance 


Novel and contentious issues? ☐ ☐ ☒  


Cleared by Corporate Governance 
Centre of Excellence? 


☐ ☐ ☒  


 


DEPUTY DIRECTOR, STATEMENT OF ASSURANCE 
 
In clearing this MA, I confirm that I, REDACTED have quality assured this advice, 
ensuring it is provided on the basis of evidence, accurately presents the options and facts 
and I am accountable for the recommendations made 
 
I am satisfied that the recommended decision or action, if agreed, would be lawful, 
affordable and comply with all relevant statutory obligations. Welsh Government policy 
priorities and cross portfolio implications have been fully considered in line with delivery of 
the government objectives.   
 
I have fully considered the statement of assurance contained in the MA guidance to 
ensure all relevant considerations have been taken into account and that the actions and 
decisions take account of regularity, propriety and value for money. 


 
COPY LIST 
 
All mandatory copy recipients (as indicated in the guidance). Additional copy 
recipients specifically interested in this advice: 
 
REDACTED 
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Informal Ministerial Briefing 
 
 


Official Sensitive 


Healthcare Inspectorate Wales 


 Betsi Cadwaladr University Health Board Vascular Services – Service 


Requiring Significant Improvement 


 


This briefing is to advise the Minister that Healthcare Inspectorate Wales (HIW), in 


accordance with its escalation process, held a service of concern meeting on 21 


February 2022 to discuss the findings of the Royal College of Surgeons (RCS) 


Clinical Record Review of Vascular Services at Betsi Cadwaladr University Health 


Board (BCUHB). As a result, the service has subsequently been designated as a 


Service Requiring Significant Improvement. 


 


Background  


In November 2021, HIW introduced a Service of Concern process for the NHS, for 


use when HIW identifies significant singular service failures, or cumulative or 


systemic concerns regarding a service or setting. HIW’s intention in introducing this 


process is to support improvement and learning, both for the service in question, and 


across NHS services more broadly.  


This process enables HIW to highlight a Service Requiring Significant Improvement, 


enabling a range of stakeholders, including health boards to take the rapid action 


necessary to ensure safe and effective care can be provided to people.  


On 24 September 2020, BCUHB wrote to the RCS to request an invited service 


review including a clinical record review of fifty cases relating to vascular surgery. In 


particular, the request highlighted the need for the review to address the standard, 


quality and safety of care provided by the vascular surgery service under the model 


of the integrated Vascular Network. 


On 20 January 2022 the RCS published its Clinical Record Review Report. 


 


Summary 


On Monday 21 February 2022, in accordance with its escalation process HIW held a 


service of concern meeting to discuss the findings of the RCS report.  


 


At this meeting, in line with HIW’s NHS escalation process, BCUHB’s vascular 


service was considered and subsequently identified as a Service Requiring 


Significant Improvement. This is because the RCS report identified a number of 


concerns that indicate a risk to patients using the vascular service.  


 


These concerns relate to: 


 Poor Multi-Disciplinary Team (MDT) working  


 Poor documentation and record keeping  



https://bcuhb.nhs.wales/news/updates-and-developments/updates/vascular-services/vascular-services/clinical-vascular-report-january-2022-pdf/
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 The quality of clinical care. 


 


HIW believes that these concerns pose a risk to patient safety and outcomes. 


Furthermore, as a consequence of the findings of the RCS report, HIW has concerns 


over quality governance arrangements within vascular services. 


 


The Service Requiring Significant Improvement designation also enables HIW to 


plan and deliver any future activities necessary to gain assurance about the quality 


and safety of care in that service. HIW will then consider whether the service can be 


de-escalated and removed from this process. 


 


HIW is holding a Service Meeting with executive members of BCUHB on Monday 7 


March 2022 to discuss the findings of the RCS report and to seek assurance on the 


health board response. Welsh Government officials will also be in attendance. It is 


HIW’s intention to communicate the Service Requiring Significant Improvement 


designation, under embargo, to key stakeholders on March 8 2022, the day before 


publication on our website.  


 


Communication and Media Activity  


The status of Betsi Cadwaladr University Health Board Vascular Services as a 


Service Requiring Significant Improvement will be published on HIW’s website at 


8:30am on Wednesday 9 March 2022.  


 


There will be no proactive media work carried out ahead of this and HIW will not 


draw attention to it via Social Media. We are providing this briefing as it is possible 


that our determination will attract media attention due to the issues found and the 


existing media and public interest in Betsi Cadwaladr vascular services. HIW will be 


preparing reactive lines only. We will / we will not be considering interview bids.  


 


 


Alun Jones  


Interim Chief Executive  


Healthcare Inspectorate Wales  


4 March 2022 
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From: REDACTED (HSS - DPH - Population Healthcare) REDACTED>  
Sent: 31 January 2022 20:46 
To: REDACTED (HSS - DPH - Population Healthcare) REDACTED> 
Subject: FW: Official Sensitive : informal briefing on Second RCS report on vascular services in BCU 
Importance: High 
 


REDACTED 
 
For ishare please 
 
REDACTED 
 
 
REDACTED 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED (HSS - DPH - Population Healthcare)  
Sent: 31 January 2022 20:43 
To: PS Minister Health & Social Services REDACTED; PS FirstMinister (Ministerial) REDACTED; PS 
Minister for Rural Affairs and North Wales, and Trefnydd REDACTED > 
Cc: Paget, Judith (HSS - DG - NHS Wales Chief Executive) REDACTED; Atherton, Frank (HSS - Chief 
Medical Officer) REDACTED; REDACTED (HSS - DPH - Population Healthcare) REDACTED; REDACTED 
(OFM - Special Adviser) REDACTED; REDACTED (HSS - Delivery & Performance) REDACTED; 
REDACTED (HSS - DPH - Population Healthcare) REDACTED; REDACTED(HSS - Communications) 
REDACTED 
Subject: Official Sensitive : informal briefing on Second RCS report on vascular services in BCU 
Importance: High 
 


Please find attached a briefing note on the second RCS report on vascular services 
in BCU. This report is currently on a restricted circulation list but is due to be 
published on Thursday afternoon. Officials are available tomorrow should any 
Minister wish to discuss the contents of this email in more detail. 
 
Background 


• To ensure sustainable services for the future and better outcomes for 
patients, Betsi Cadwaladr University Health Board centralised major vascular 
services on the Ysbyty Glan Clwyd (YGC) site from 8 April 2019.  


• Service is a hub and spoke network model, where specialist services are 
carried out in one major centre (YGC), with the provision of other, more 
routine services at the spoke sites at Ysbyty Gwynedd and Wrexham Maelor 
Hospital.  







• Process has been highly controversial in North Wales because people 
objected to the removal and/or change in certain services from Ysbyty 
Gwynedd in Bangor and there was some clinical reluctance was a few 
individuals. 


• Health Board undertook its own internal review after the first 12 months of 
operation (summary attached) which concluded the new vascular service 
model saw multiple challenges that contributed to concerns raised and made 
a number of recommendations where further work was required and following 
engagement events held by the Community Health Council, agreed to invite 
the RCS to carry out an external invited two-part review.  


• First part of the RCS review into the service organisation, was published on 
14 May 2021, made 22 recommendations and in conclusion the final review 
essentially endorsed the service model with no suggestion that the previous 
model should be reintroduced. However, there is more to do to improve the 
service - this includes addressing working relationships and health board 
organisation and the negative public commentary which has the potential to 
undermine the more effective service configuration. A briefing note providing 
further details in attached for information. 


• Health Board established a Task and Finish group to oversee implementation 
of the recommendations from their own review which was subsequently 
reviewed and updated in light of the RCS recommendations.  


• Part two of the RCS review, which is an independent review of 44 sets of 
patient notes, has recently been received by the health board in draft and is 
expected to be published shortly. The board have discussed at a close 
session within the last few days and will be discussed at the public board 
meeting on 10 March. 


• In addition, the Vascular Registry Audit Report, published in November 2021, 
highlighted poor outcomes for some procedures which is disappointing and 
concerning. The health board have confirmed data accuracy and validation 
appears to be a significant problem and so their medical director, Dr Nick 
Lyons is also doing some benchmarking work in an attempt to get a true 
picture of patient outcomes.  


 
RCS Second report findings and recommendations 


• Review was supposed to cover 50 sets of patient notes but BCU were unable 
to provide notes for six cases, for others the entire patient record had not 
been provided for review and there appeared to be an absence of expected 
documentation. 


• Review team identified cause for concern in the majority of records reviewed 
including in some cases no summary of the patient’s clinical history included 
in the patient’s record 


• Review team were strongly of the opinion that the majority of the surgical 
notes and supporting correspondence, results and reports were disorganised, 
illegible and incomplete. 


• Review team highlighted their concerns regarding aneurysm patients 
reviewed, in terms of the complications, mortality, prolonged procedures and 
high volumes of blood transfusion. 


• Effectiveness of clinical pathways in providing optimal clinical care (diabetic 
foot pathways): 







o 22 cases where review team’s view that the patients’ clinical 
assessments and diagnosis were satisfactory and the treatments 
provided to patients were considered reasonable 


o In most of the cases reviewed, there were certain areas of the patient’s 
care which were not completely documented this included: 


▪ Not documenting discussion or decision relating to treatment 
▪ Failure to document treatment or cause of death 
▪ Lack of documentation post procedure  
▪ Poor or lack of recording of imaging/diagnostic assessments 


and tests 
▪ Lack of post-operative discharge or care planning 
▪ Potential unnecessary and futile procedures where palliation 


and conservative therapy should have been considered instead. 
▪ No documentation of clinical events leading to the patient’s 


hospital admission 
▪ Lack of documentation of initial assessment in clinic or pre-


operative care 
▪ Significant delays between decision to treat and operation on 


urgent procedures 


• Effectiveness of the multidisciplinary team (MDT) in ensuring continuous and 
optimal patient care 


o Review team noted that, in most cases, there were either no MDT 
reports included in the patient records, or MDT discussions were 
described to have taken place but no decisions were documented. 


o Review term concerned in a number of cases about apparent lack of 
consideration of alternative procedures or treatment 


• Clinical outcomes 
o review team considered that the treatment and outcome for 3 cases 


were satisfactory and showed competence of those involved in the 
patients’ care. The patients’ clinical record entries were accurate and 
documented appropriately, indicating good clinical management. 


o Instances where record of care did not include patient outcomes and 7 
instances where no follow-up care was documented 


o Number of instances where reviewers queried some poor or prolonged 
practice/procedures 


• Behaviours, communications and team-working 
o Some good liaison with other clinical specialities was noted in particular 


critical care 


• Communications with patients and other health professionals 
o 3 instances documented with good communication with patients or 


their families relating to consent 
o 8 instances where communication with patients or families relating to 


consent was not documented 
o Number of instances where risks/benefits, alternative options or 


procedures, potential complications, mortality risk where either not 
discussed or documented as being discussed with patients and their 
families including ceilings of care, conservative or palliative options 


• Report makes 9 recommendations – 5 urgent recommendations to address 
patient safety risks and 4 related to service improvement. 


o Patient safety recommendations include: 







▪ Review and provide further follow-up to patients where required 
▪ Review care of patients where review team were unable to 


determine outcome and document outcome 
▪ Review and determine if the patient records contain the 


information they would expect for the patient episode(s) as set 
out in best practice. 


▪ Review the MDT and clinical pathway arrangements for those 
undergoing vascular surgery to ensure that there is appropriate 
MDT input into decision making for every patient. 


▪ Review the consent-taking practices within the Vascular surgery 
service to ensure appropriate discussion of risks, benefits and 
alternatives of treatment takes place and is legibly documented. 


o Service improvement recommendation include: 
▪ Audit of standard of clinical documentation 
▪ Improvements in the quality of clinical record keeping 
▪ Liverpool University Hospitals NHS Foundation Trust (or other 


centre the Health Board currently works with) having oversight 
of the aneurysm pathways at BCUHB. In the opinion of the 
review team, the aneurysm service would benefit from oversight 
by an external independent clinician or unit 


▪ A member of the Liverpool Trust’s (or another centre) MDT team 
to attend the BCUHB’s MDT, in person or remotely for a period 
of three months, to provide feedback on the process. 


 
Next Steps 


• Officials met with Medical Director and other BCU representatives earlier 
today to discuss the contents of the report, handling and next steps. 


o BCU are planning to publish the report on Thursday afternoon likely to 
be 2 or 3pm, timing still to be confirmed. 


o BCU have confirmed they will provide by Wednesday morning a copy 
of their outline response, handling/communications plan and updated 
on immediate actions. 


o Given the sensitivities within the service the health board have not 
shared the plan with the service or stakeholders prior to the publication. 


o BCU are working to understand the time period covered and selection 
process for those notes reviewed, it is believe a proportion pre-date the 
reorganisation 


o There are some concerns about whether the consent and issues with 
patient notes are more wide spread and the health board are 
undertaking some rapid work. 


o We understand the current clinical lead has stood aside and an interim 
lead has been appointed. 


o BCU are developing a memorandum of understanding with Liverpool to 
support the service in the interim in line with the RCS 
recommendations 


o BCU have indicated they have considered whether it is safe for the 
service to continue providing services and concluded it is appropriate 
to continue providing services with the support outlined above and 
rapid improvement work is being taken forward. 







o Discussions are taking place within the health board about Governance 
and wider implications and what resources will be required  


o BCU board are aware of the report, but executive directors are 
planning on briefing independent members, staff and stakeholders on 
Thursday morning, plus there are plans to pre-record an interview with 
the BBC. 


• Officials propose the following actions: 
o Draft a written statement for Minister for Health and Social Services to 


issue to Senedd members to coincide with the report’s publication 
o Draft letter to chair from Minister for Health and Social Services 
o Ask HIW to undertake an independent assurance review looking at 


vascular and wider implications for other speciality services  
o Discussion to place at the tri-patriate review scheduled next week to 


recommend the vascular service is escalated 
 
Thanks 
 
REDACTED 
 


REDACTED 
Uwch Reolwr Polisi – Senior Policy Manager 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Llywodraeth Cymru - Welsh Government  
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED  
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
www.llyw.cymru - www.gov.wales   
 


Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  
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Briefing note on part one of RCS vascular review in North Wales – April 2021 


Background 


1. The Minister will recall previous briefings about the reconfiguration of vascular 


services at Betsi Cadwaladr University Health Board (BCUHB), the 


implementation of which had attracted considerable criticism locally. The health 


board initially carried out an internal review, and one of the actions was to seek 


external, independent clinical advice and an assessment of the reconfigured 


service. The Royal College of Surgeons (RCS) was invited to undertake the 


review and it is being carried out in two phases:  


• The first phase is the report from an invited service review, which was 


carried out virtually on 11-13 January 2021, and 


• The second phase will be a review of 50 clinical records which will take 


place separately. 


 


2. This briefing summarises the report from the first phase.  


What a good service should look like 


3. Guidance from the Vascular Society on the provision of services for patients 


with vascular disease, highlights that the provision of effective, safe and good 


quality vascular care through an integrated network hub and spoke model 


should be underpinned by certain key principles of clinical provision, i.e.  


• That the hub site provides specific arterial and complex vascular 


interventions and  


• The spoke sites providing (i) the pre and post-procedure care related to 


these interventions, and (ii) less complex interventions. 


 
4. The RCS review team looked at the BCUHB service provision in the context of 


these principles.  
 
The vascular service at BCUHB - key conclusions from the review team 
 
5. In the RCS review team’s opinion, the focus underlying these key principles of 


clinical care, appeared to have been somewhat lost for a number of reasons 


before, during and after the centralisation of the service to a hub and spoke 


model. These included but were not limited to:  


• The apparent limited involvement of all key clinical professionals involved 


in discussions about centralisation; 


• Communication between senior management and key clinical 


professionals involved in the vascular service;  


• Perceptions of loss of services in spoke sites and the relative isolation felt 


for some clinical groups of professionals. It appeared that this had 


improved in recent months at the Wrexham Maelor spoke site following 


the relatively new appointment of a consultant vascular surgeon and 


• A lack of shared clarity regarding the pathways and ways of working.  


 







Some further detail on the report findings 


6. More could be done to capitalise on the internal review commitments: 
From the evidence provided by the health board’s own internal review, the RCS 
review team commented that whilst there appeared to be a collaborative 
approach in place, including an action plan, regular meetings and a progress 
tracker, it was not clear how the different elements of the processes in place 
connected together. It was also not clear if all the relevant clinicians were 
represented at the meetings in order to enable consultation, collaboration and 
translation of agreed actions to working practices.  


 
7. Better use of MDT expertise: The RCS review team concluded that there was 


a framework of valuable clinical MDT expertise in both the hub and the spoke 
sites to support the integrated vascular network model. In the review team’s 
view, this has the potential to be developed to allow the expertise to be integral 
to the entire vascular network. There was also an overwhelming commitment 
reported from those interviewed to address the challenges identified and 
continue to develop and improve the service. In the review team’s opinion, this 
was an excellent foundation from which to unite all the relevant teams and staff 
going forward. The review team concluded that the vascular MDT provided a 
framework which enabled constructive discussion, supported collaborative 
clinical decision making and the listing of patients for theatre for the following 
week under a pooled patient model but made a number of specific observations 
in respect of the functioning of the MDT meeting and its effectiveness in 
supporting and enabling shared decision making. Whilst the nurse-led pre-
operative assessment across the vascular network was widely reported as 
good, there appeared to have been challenges in coordinating pre-operative 
work up across hub and spoke sites, particularly in involving consultant 
anaesthetists.  


 
8. Better use of clinical resources: The RCS review team considered that the 


potential for the broader team at the spoke sites to function with an appropriate 
mix of available clinicians had not been fully realised or built upon following 
centralisation of the service. They further concluded that that the elective 
dedicated theatre capacity at the time of the review was insufficient to meet 
demand. This had reportedly led to routine and frequent cancellations and 
necessitated the listing of complex vascular cases to the emergency theatre. A 
number of other factors, in addition to the demand for elective theatre capacity 
appeared to have contributed to the reported high incidence of cancellations, 
including elective lists starting late; insufficient time allocated to each case and 
insufficient availability of critical care beds. 


9. Clinical pathways need to be strengthened: The clinical pathways were 
reportedly underpinned by the principle of transfer of patients presenting at 
spoke sites to the hub. The RCS review team concluded that for patients 
requiring emergency and complex elective vascular intervention this was in line 
with what would be expected for a vascular surgery service provided through 
an integrated network hub and spoke model. The review team did not identify 
concerns regarding the treatment provided for emergency and complex elective 
vascular interventions at the hub site. However, the RCS review team identified 
concerns regarding some aspects of, and gaps in, the vascular pathways and 







the potential impact of these on the quality and safety of patient care provided 
for patients requiring emergency and complex elective vascular intervention, 
including those for diabetic foot cases. The RCS review team was concerned 
that there was not a pathway (or mechanism within an existing pathway) for 
non-complex vascular activity to be undertaken at the spoke sites.  


 
10. Organisational structures of BCUHB may be a barrier: In the RCS review 


team’s view, the health board’s own structures appeared to present a challenge 
to configuring staffing resources to meet the needs of an integrated network 
vascular service and the associated pathways. This was because in some 
instances, the clinical specialties involved were under different directorates. It 
was the opinion of the RCS review team that the absence of a clear repatriation 
protocol (including timescales) for patient admission to hub and transfer to 
spoke sites, underpinned the communication difficulties identified in respect of 
discharge. 


 
11. Complaints and concerns: The RCS review team concluded that there 


appeared to be a number of routes from which concerns, incidents and patient 
complaints could enter the clinical governance stream. There appeared to be 
mixed views regarding the effectiveness of the M&M meetings in discussing 
cases as part of a learning process. The review team concluded that there was 
a systematic process in place to consider concerns raised through incident 
reporting and assess the most appropriate path to address these. However, 
they did have some concerns in respect of the reporting of incidents and the 
effectiveness in enabling shared learning and changes in clinical practice.  


 
12. Outcomes, complications and mortality: The RCS review team felt that 


these measures were within the parameters of accepted national and 
international standards/norms. The review team did state that there did not 
appear to be any red flags in the NVR data for BCUHB in respect of mortality, 
readmissions and length of stays.  


 


13. The effect of negative reporting: The RCS review team noted the relatively 
extensive and ongoing press and social media reports associated with the 
centralisation of the vascular surgery service. In their view, this had the 
potential to both overshadow positive responses to changes in service 
provision and also to impact team morale, which, in turn, may negatively affect 
team working and, ultimately, patient care.  


14. Conclusion: It was the opinion of the review team that there was consistent 
and widespread commitment amongst clinicians working in and supporting the 
vascular surgery service to identify and address areas for improvement to 
enable the vascular service to be the best that it can for the North Wales 
community. This commitment appeared to be mirrored by the Health Board 
management and the North Wales Community Health Council. However the 
transition appeared to have been challenging given the legacy of the well-
respected and established services under the previous model of care and the 
need for interim two site model arrangements whilst the hub site was being 
developed. 


 







Recommendations 


15. The report makes 22 recommendations including nine to address urgent patient 
safety issues, ten recommendations around service improvement and three 
additional recommendations for consideration. 


Recommendations in relation to patient safety: 


• Agreement of a pathway for timely and effective treatment at the hub sites 


• Adequate vascular bed capacity and associated nursing resources to allow 
timely transfer from spoke to hub site 


• More effective use of the hybrid theatre 


• Vascular consultant presence to enable patient review within 24 hours at spoke 
sites 


• Finalise pathway for management of patients post major arterial vascular 
surgery to ensure timely rehabilitation and repatriation 


• Development of non-arterial diabetic foot pathway 


• Finalisation of three other pathways currently in draft 


• Confirmation of a pathway for non-complex/low risk vascular interventions at 
spoke sites 


• Improvements in the effectiveness of clinical governance processes 


Other recommendations include: 


• Putting in place of a clear action plan (as phase 2 of centralisation) to enable 


the return of spoke services within accepted guidelines 


• Improvement in communication, team-working, clinical leadership and 


effectiveness of MDT and M&M meetings 


• In order to support diabetic foot pathway – an additional diabetes consultant in 


YG, provision of a diabetic foot clinic in each site, appointment of a vascular 


podiatric surgeon or an orthopaedic surgeon with vascular interest and a lead 


vascular surgeon for foot salvage 


• Regular vascular nurse meeting with protected time 


• Additional Deanery and non-training grade vascular surgeons  


• Maintenance and development of relationships between vascular surgery and 


interventional radiology (IR) at spoke sites to ensure timely intervention for 


lower limb ischaemia 


• Service expansion plan for the vascular nursing outreach team at YG spoke 


site should be re-visited.  


• Including vascular surgical trainees in the vascular on-call to enable exposure 


to more complex procedures.  


• Agreed guidelines for the length of tenure of clinical leadership/management 


roles to facilitate rotation of the roles  


• Development of an action plan designed to maintain stability and attract further 


clinicians, given the relatively rapid turnover of vascular surgeons within the 


service  
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From: REDACTED (HSS - DPH - Population Healthcare) REDACTED  
Sent: 01 February 2022 16:33 
To: PS Minister Health & Social Services REDACTED; Paget, Judith (HSS - DG - NHS Wales Chief 
Executive) REDACTED; REDACTED(OFM - Special Adviser) REDACTED 
Cc: REDACTED (HSS - Chief Medical Officer) REDACTED; REDACTED(HSS - DPH - Population 
Healthcare) REDACTED; REDACTED (HSS - Delivery & Performance) REDACTED; REDACTED(HSS - 
Communications) REDACTED; PS FirstMinister (Ministerial) REDACTED; REDACTED(HSS - DPH - 
Population Healthcare) REDACTED; PS Minister for Rural Affairs and North Wales, and Trefnydd 
REDACTED 
Subject: RE: Official Sensitive : informal briefing on Second RCS report on vascular services in BCU 
 


Dear REDACTED, 
 
Further to REDACTED’s briefing of yesterday we now attach a draft Written 
Statement and letter to the Chair of BCUHB for consideration. It is proposed that 
these would be issued on Thursday to coincide with the publication of the RCS 
report. 
 
We understand that invitations have been sent to North Wales Senedd Members and 
Members of Parliament, to meet with the health board on Friday to discuss the 
report. 
 
Copying to the FM’s office and to the MRANWT’s office for info. 
 
Kind regards, 
 
REDACTED 
 
From: REDACTED (HSS - DPH - Population Healthcare) REDACTED >  
Sent: 31 January 2022 20:43 
To: PS Minister Health & Social Services REDACTED; PS FirstMinister (Ministerial) REDACTED; PS 
Minister for Rural Affairs and North Wales, and Trefnydd REDACTED 
 
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Chief Medical 
Officer) REDACTED; REDACTED(HSS - DPH - Population Healthcare) REDACTED; REDACTED(OFM - 
Special Adviser) REDACTED; REDACTED(HSS - Delivery & Performance) REDACTED; REDACTED(HSS - 
DPH - Population Healthcare) REDACTED; REDACTED(HSS - Communications) REDACTED 
Subject: Official Sensitive : informal briefing on Second RCS report on vascular services in BCU 
Importance: High 
 


Please find attached a briefing note on the second RCS report on vascular services 
in BCU. This report is currently on a restricted circulation list but is due to be 
published on Thursday afternoon. Officials are available tomorrow should any 
Minister wish to discuss the contents of this email in more detail. 
 
Background 


• To ensure sustainable services for the future and better outcomes for 
patients, Betsi Cadwaladr University Health Board centralised major vascular 
services on the Ysbyty Glan Clwyd (YGC) site from 8 April 2019.  







• Service is a hub and spoke network model, where specialist services are 
carried out in one major centre (YGC), with the provision of other, more 
routine services at the spoke sites at Ysbyty Gwynedd and Wrexham Maelor 
Hospital.  


• Process has been highly controversial in North Wales because people 
objected to the removal and/or change in certain services from Ysbyty 
Gwynedd in Bangor and there was some clinical reluctance was a few 
individuals. 


• Health Board undertook its own internal review after the first 12 months of 
operation (summary attached) which concluded the new vascular service 
model saw multiple challenges that contributed to concerns raised and made 
a number of recommendations where further work was required and following 
engagement events held by the Community Health Council, agreed to invite 
the RCS to carry out an external invited two-part review.  


• First part of the RCS review into the service organisation, was published on 
14 May 2021, made 22 recommendations and in conclusion the final review 
essentially endorsed the service model with no suggestion that the previous 
model should be reintroduced. However, there is more to do to improve the 
service - this includes addressing working relationships and health board 
organisation and the negative public commentary which has the potential to 
undermine the more effective service configuration. A briefing note providing 
further details in attached for information. 


• Health Board established a Task and Finish group to oversee implementation 
of the recommendations from their own review which was subsequently 
reviewed and updated in light of the RCS recommendations.  


• Part two of the RCS review, which is an independent review of 44 sets of 
patient notes, has recently been received by the health board in draft and is 
expected to be published shortly. The board have discussed at a close 
session within the last few days and will be discussed at the public board 
meeting on 10 March. 


• In addition, the Vascular Registry Audit Report, published in November 2021, 
highlighted poor outcomes for some procedures which is disappointing and 
concerning. The health board have confirmed data accuracy and validation 
appears to be a significant problem and so their medical director, Dr Nick 
Lyons is also doing some benchmarking work in an attempt to get a true 
picture of patient outcomes.  


 
RCS Second report findings and recommendations 


• Review was supposed to cover 50 sets of patient notes but BCU were unable 
to provide notes for six cases, for others the entire patient record had not 
been provided for review and there appeared to be an absence of expected 
documentation. 


• Review team identified cause for concern in the majority of records reviewed 
including in some cases no summary of the patient’s clinical history included 
in the patient’s record 


• Review team were strongly of the opinion that the majority of the surgical 
notes and supporting correspondence, results and reports were disorganised, 
illegible and incomplete. 







• Review team highlighted their concerns regarding aneurysm patients 
reviewed, in terms of the complications, mortality, prolonged procedures and 
high volumes of blood transfusion. 


• Effectiveness of clinical pathways in providing optimal clinical care (diabetic 
foot pathways): 


o 22 cases where review team’s view that the patients’ clinical 
assessments and diagnosis were satisfactory and the treatments 
provided to patients were considered reasonable 


o In most of the cases reviewed, there were certain areas of the patient’s 
care which were not completely documented this included: 


▪ Not documenting discussion or decision relating to treatment 
▪ Failure to document treatment or cause of death 
▪ Lack of documentation post procedure  
▪ Poor or lack of recording of imaging/diagnostic assessments 


and tests 
▪ Lack of post-operative discharge or care planning 
▪ Potential unnecessary and futile procedures where palliation 


and conservative therapy should have been considered instead. 
▪ No documentation of clinical events leading to the patient’s 


hospital admission 
▪ Lack of documentation of initial assessment in clinic or pre-


operative care 
▪ Significant delays between decision to treat and operation on 


urgent procedures 


• Effectiveness of the multidisciplinary team (MDT) in ensuring continuous and 
optimal patient care 


o Review team noted that, in most cases, there were either no MDT 
reports included in the patient records, or MDT discussions were 
described to have taken place but no decisions were documented. 


o Review term concerned in a number of cases about apparent lack of 
consideration of alternative procedures or treatment 


• Clinical outcomes 
o review team considered that the treatment and outcome for 3 cases 


were satisfactory and showed competence of those involved in the 
patients’ care. The patients’ clinical record entries were accurate and 
documented appropriately, indicating good clinical management. 


o Instances where record of care did not include patient outcomes and 7 
instances where no follow-up care was documented 


o Number of instances where reviewers queried some poor or prolonged 
practice/procedures 


• Behaviours, communications and team-working 
o Some good liaison with other clinical specialities was noted in particular 


critical care 


• Communications with patients and other health professionals 
o 3 instances documented with good communication with patients or 


their families relating to consent 
o 8 instances where communication with patients or families relating to 


consent was not documented 
o Number of instances where risks/benefits, alternative options or 


procedures, potential complications, mortality risk where either not 







discussed or documented as being discussed with patients and their 
families including ceilings of care, conservative or palliative options 


• Report makes 9 recommendations – 5 urgent recommendations to address 
patient safety risks and 4 related to service improvement. 


o Patient safety recommendations include: 
▪ Review and provide further follow-up to patients where required 
▪ Review care of patients where review team were unable to 


determine outcome and document outcome 
▪ Review and determine if the patient records contain the 


information they would expect for the patient episode(s) as set 
out in best practice. 


▪ Review the MDT and clinical pathway arrangements for those 
undergoing vascular surgery to ensure that there is appropriate 
MDT input into decision making for every patient. 


▪ Review the consent-taking practices within the Vascular surgery 
service to ensure appropriate discussion of risks, benefits and 
alternatives of treatment takes place and is legibly documented. 


o Service improvement recommendation include: 
▪ Audit of standard of clinical documentation 
▪ Improvements in the quality of clinical record keeping 
▪ Liverpool University Hospitals NHS Foundation Trust (or other 


centre the Health Board currently works with) having oversight 
of the aneurysm pathways at BCUHB. In the opinion of the 
review team, the aneurysm service would benefit from oversight 
by an external independent clinician or unit 


▪ A member of the Liverpool Trust’s (or another centre) MDT team 
to attend the BCUHB’s MDT, in person or remotely for a period 
of three months, to provide feedback on the process. 


 
Next Steps 


• Officials met with Medical Director and other BCU representatives earlier 
today to discuss the contents of the report, handling and next steps. 


o BCU are planning to publish the report on Thursday afternoon likely to 
be 2 or 3pm, timing still to be confirmed. 


o BCU have confirmed they will provide by Wednesday morning a copy 
of their outline response, handling/communications plan and updated 
on immediate actions. 


o Given the sensitivities within the service the health board have not 
shared the plan with the service or stakeholders prior to the publication. 


o BCU are working to understand the time period covered and selection 
process for those notes reviewed, it is believe a proportion pre-date the 
reorganisation 


o There are some concerns about whether the consent and issues with 
patient notes are more wide spread and the health board are 
undertaking some rapid work. 


o We understand the current clinical lead has stood aside and an interim 
lead has been appointed. 


o BCU are developing a memorandum of understanding with Liverpool to 
support the service in the interim in line with the RCS 
recommendations 







o BCU have indicated they have considered whether it is safe for the 
service to continue providing services and concluded it is appropriate 
to continue providing services with the support outlined above and 
rapid improvement work is being taken forward. 


o Discussions are taking place within the health board about Governance 
and wider implications and what resources will be required  


o BCU board are aware of the report, but executive directors are 
planning on briefing independent members, staff and stakeholders on 
Thursday morning, plus there are plans to pre-record an interview with 
the BBC. 


• Officials propose the following actions: 
o Draft a written statement for Minister for Health and Social Services to 


issue to Senedd members to coincide with the report’s publication 
o Draft letter to chair from Minister for Health and Social Services 
o Ask HIW to undertake an independent assurance review looking at 


vascular and wider implications for other speciality services  
o Discussion to place at the tri-patriate review scheduled next week to 


recommend the vascular service is escalated 
 
Thanks 
 
REDACTED 
 


REDACTED 
Uwch Reolwr Polisi – Senior Policy Manager 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Llywodraeth Cymru - Welsh Government  
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail REDACTED 
e-bost - e-mail: REDACTED 
www.llyw.cymru - www.gov.wales   
 


Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  
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Briefing note on BCU internal review report – May 2020 


The principle objective of the review was to assess the impact of the vascular services 


provided across the North Wales network and incorporates the following:  


a)  A review of the current provision and delivery of vascular surgery services in the North 


Wales following the implementation of a centralised service in April 2019.  


b) The safety and accessibility of vascular services for all patients in the North Wales 


Vascular Network.  


c) The risk management and clinical governance arrangements of the North Wales 


Vascular Network.  


d) To identify lessons that can be learnt from these events: both examples of good practice 


and areas where improvement is required  


e) Clear recommendations for the consideration of the Health Board as to possible courses 


of action which may be taken to address any specific areas of concern which have been 


identified.  


 


Since its launch, the network experienced difficulties in maintaining junior doctor presence 


at Ysbyty Gwynedd and subsequent utilisation of the identified bed base at that site. This 


has resulted in more patients requiring transfer. Resignation of the consultant leading the 


lower limb service has exposed the fragility of the service provided and reinforced the Royal 


College of Surgeons and the Vascular Society comments regarding the sustainability and 


depth of service and the urgent need for this investment in both staff and facilities to create 


a centralised tertiary unit. An engagement/rapid improvement event in December 2019 also 


highlighted the need to further develop this service.  


 


The review considers the first 6 months of implementation from a delivery perspective and 


up to the end of February 2020 from a quality and patient safety aspect. All reported 


incidents and concerns have been considered within this timeframe. Overall reporting of 


incidents has increased, quality of reviews has improved with better identification of lessons 


learnt. The review did not identify evidence that would suggest that abandoning the current 


service model would infer greater benefit to the population of North Wales.  


 


It is clear that the reconfiguration of services has caused a degree of distress, particularly in 


the North West area. The review has looked in detail at serious incidents, concerns and 


patient experience, these are fully detailed in the report. It found: 


• Prior to centralisation from 2013, there were 5 catastrophic, 18 major serious 


incidents 


• Since centralisation April 2019 onwards, there were 2 catastrophic, 6 major serious 


incidents 


• Concerns received April-October 2018 were 6 


• Concerns received April-October 2019 were 21, The majority of the concerns relate 


to waiting times for outpatient appointments (7), cancellation of appointment / 


surgery (3) and concerns regarding the treatment and care received (3). 


• The overwhelming feedback has been positive with patients recognising the 


pressures on nursing staff 


 


The number of vascular deaths has remained the same following the centralisation of 


arterial vascular services and all have been reviewed and learning point identified. 


 


Recent external visits from Public Health Wales and meetings with the All Wales Renal 


Network provided positive feedback regarding the significant progress made in 


implementing a safe, sustainable service. 







 


The review was shared with REDACTED, as the external vascular advisor, who was 


complimentary of the work undertaken and advised that we request formal feedback of the 


review from the Vascular Society. The Health Board was congratulated on the 


thoroughness of the review and progress made to date with the recommendations. In 


particular it was highlighted the need to further develop the diabetic foot pathway and 


continue to focus on ensuring effective communication and engagement.  


The review identified that implementation of the new vascular service model saw multiple 


challenges that contributed to concerns raised and made a number of recommendations 


where further work is required in the following areas:  


• Alignment of vascular inpatient bed base - The bed modelling prior to centralisation 


indicated that 33 vascular inpatient beds were required for the vascular service. This 


included work to support management of diabetic foot disease and the intention to 


deliver a lower limb service at YG. Following the resignation of the clinical lead for 


this service, further work is required to ensure clinical pathways are consistent and 


meet national standards. The network must be able to access all funded vascular 


beds with consideration of re-allocation of beds to YGC if access to beds at YG is 


not possible due to junior doctor restrictions.  


• Pathways of care - There are areas for improvement particularly with regard to the 


pathway for managing patients with diabetic foot problems. The vascular network 


should clearly define how it can support this area of work through vascular 


assessment and provision of revascularisation and where needed, amputation. 


Further work is required on a wider multidisciplinary team basis to ensure that the 


management of diabetic foot disease meets national standards with the creation of 


a North Wales foot service.  


• Engagement and communication - An agreed communication strategy should be 


implemented which includes continued events to promote pan BCU working, 


sharing of good practice, lessons learnt and address concerns. This should include 


a further stakeholder analysis and engagement with external organisations including 


the Community Health Council. Support from the communications team is 


recommended.  


• Quality and Safety - There has been an improvement in the clinical governance 


structure within the service, with regular governance and M&M meetings in place. 


All risks are registered on the Datix system and reviewed regularly with the team 


during governance meetings. All incidents will continue to be reviewed and 


investigated and learning identified and shared to improve the service. It is 


recommended that a separate report for the vascular network is shared via the 


secondary care structure directly to the Quality and Safety Group for future 


assurance.  


• Access to the service - While there is evidence of improvement in some areas of 


service eg. Vascular access surgery, further work is required to reduce waiting 


times and manage the follow up backlog. This will be partly addressed with the 


improved utilisation of consultant sessions as all consultants contribute to the on-


call rota. Recovery plans will continue to require monitoring to ensure improvement. 


It is recommended that the vascular activity is separated from general surgery for 


reporting purposes and a separate report is shared via secondary to the Planned 


Care Improvement Group for future assurance.  
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From: REDACTED (HSS-DPH-Population Healthcare) REDACTED >  
Sent: 01 March 2021 11:37 
To: PS Minister Health & Social Services REDACTED 
Cc: Goodall, Andrew (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Office of 
the DG - NHS Wales Chief Executive) REDACTED; Atherton, Frank (HSS - Chief Medical Officer) 
REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS-DPH-Population 
Healthcare) REDACTED; REDACTED(HSS - Delivery & Performance) REDACTED>; REDACTED(HSS - 
Communications) REDACTED; HSS - Press Team REDACTED; REDACTED(HSS-DPH-Population 
Healthcare) REDACTED 
Subject: Informal Briefing - Update on Vascular Services in BCU 
 


You may wish to see the update on vascular services on Betsi Cadwaladr UHB 
below and the lines provided for the First Minister’s Questions. 
 
Background 
The vascular service in Betsi Cadwaladr University Health Board was reconfigured 
with the centralisation of the major arterial vascular service in April 2019. The health 
board undertook a review assessing the impact of the vascular services provided 
across the North Wales Vascular Network in the post implementation period, with 
expert clinical input which was discussed at its Board meeting on 23 July alongside 
the feedback it has received from the Community Health Council. The meeting was 
recorded and is available together with a summary of the discussions as well as their 
board paper which includes the service review and North Wales Community Health 
Council (NWCHC) report. These can be found at 
https://bcuhb.nhs.wales/news/health-board-news/update-from-betsi-cadwaladr-
university-health-board-meeting/. 
 
The board accepted the internal service review report and the recommendations. A 
key recommendation was the establishment of a Vascular Task and Finish Group, 
chaired by the health board’s Medical Director, and this met on 16 June and 17 July. 
It will meet monthly and report to the Quality, Safety and Experience Committee to 
provide assurance on progress. There has been joint work with the NWCHC to agree 
terms of reference for an external invited review from the Royal College of Surgeons. 
 
The health board established a Task and Finish Group to oversee the 
implementation of the vascular services review recommendations/action plan 
including:  


• Alignment of vascular inpatient bed base  


• Pathways of care  


• Engagement and communication  


• Quality and Safety  


• Access to the service  
 
National Vascular Registry Report 
The National Vascular Registry (NVR) Annual Report was published in November 2020. 
The NVR records index vascular procedures and the annual report presented analysis of 
data submitted from 2017-2019. The group received an update of the data from the 
Vascular Network in November, followed by an additional update in February, detailing 



https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fnews%2Fhealth-board-news%2Fupdate-from-betsi-cadwaladr-university-health-board-meeting%2F&data=04%7C01%7CKim.Nicholls%40gov.wales%7Ca67cb250432844dad38e08d8dca64a30%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C637501954045744932%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=aO2Lfj%2Fj6loW1HbcpZPuWx1DjM4hUx6v3Ri5K3tudew%3D&reserved=0
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the recommendations of the report and the actions being taken to deliver the 
recommendations. It was noted in February that an error had been made in the reporting 
of the proceedings of the November Vascular Task and Finish Group to CHC members 
by a CHC representative. The error was the reference to a “16% mortality” rate following 
elective Abdominal Aortic Aneurysm (AAA) repair, which in fact is the NVR mortality rate 
for 30-day mortality after amputations. Any outlier data and all mortality in the service 
has undergone internal multidisciplinary review as part of the routine clinical governance 
process. In addition, for further assurance, the Royal College of Surgeons external 
review panel, has also been asked to independently scrutinise the outcomes.  
 
External invited review of the vascular service  
As part of the agreed programme of work of the Vascular Task and Finish group, the 
Royal College of Surgeons (RCS) of England commenced an external, independent 
multi-disciplinary review of the vascular service in January 2021. The Terms of 
Reference for the review were agreed in collaboration with the CHC, and the formal 
report is expected in the next few weeks.  
The initial feedback provided by the RCS was positive about the service post-
reconfiguration, and noted the degree of enthusiasm and positive comments at both hub 
[Ysbyty Glan Clwyd] and spoke sites (Wrexham Maelor Hospital and Ysbyty Gwynedd). 
The review team supported that the model of care being delivered was the right one. 
The Health Board is committed towards improving this model further and will await the 
formal RCS report to further guide that improvement process. 
 
Lines to take: 


• We were pleased the health board undertook a review of the vascular network 
service, established in April 2019, and noted the recommendations. The 
Welsh Government has continued to monitor the actions being taken by the 
health board to implement the report’s recommendations including the 
external invited review which the Royal College of Surgeons is currently 
undertaking. 
 


• Whilst the report clearly identified there is more work to do to ensure the 
service is properly embedded and its population has full confidence, the report 
and the establishment of the Task and Finish group to oversee 
implementation of the recommendations was an important step forward. 
 


• Betsi Cadwaladr University Health Board have taken the issues raised by the 
CHC seriously and continues to engage with the CHC regularly on this issue.  
 


• Betsi Cadwaladr University Health Board have taken appropriate action in 
considering and responding to the findings in the National Vascular Registry 
report. I understand the Royal College of Surgeons have also been asked to 
independently scrutinise the outcomes as part of their External Invited 
Review. 
 


• We expect the health board to have appropriate referral pathways in place so 
that all patients, including those who have had a limb amputated, can access 
appropriate treatment and support. 


 







We will provide a further update once the RCS report has been received. The health 
board have been providing updates on progress and Chris Jones and I met with the 
Chief Executive/Medical Director recently.  


 
Many Thanks 
 
REDACTED 
 
REDACTED 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  
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1. Introduction and background  


  


On 24 September 2020, Dr Kate Clark, Medical Director for Secondary Care of Betsi Cadwaladr  


University Health Board (referred to hereafter as “BCUHB”), wrote to the Chair of the Invited 
Review Mechanism (IRM) to request an invited service review including a clinical record review of 
fifty cases relating to vascular surgery. In particular, the request highlighted the need for the review 
to address the standard, quality and safety of care provided by the vascular surgery service under 
the model of the integrated Vascular Network, since it was established in April 2019. The review 
would feed into and inform a wider process to improve the service and to enable greater assurance 
of its safety and quality. This request was considered by the Chair of The Royal College of 
Surgeons of England (RCS Eng) IRM and a representative of the Vascular Society of Great Britain 
and Ireland (VSGBI), and it was agreed that an invited service review would take place on 11-13 
January 2021. It was originally intended that the clinical record review of 50 cases would be 
incorporated in the service review, however it was not possible for BCUHB to provide the fifty sets 
of clinical records in advance of the service review and, therefore, it was agreed that a subsequent, 
standalone clinical record review would take place.  


The clinical reviewers (referred to hereafter as “the review team”) who carried out the invited 
service review were appointed to review the cases and a site visit took place on 19 July 2021. The 
review team considered the care provided to the fifty patients put forward by BCUHB. This included 
the review of the clinical records, and supporting information, provided to the review team by the 
Health Board.   
  


The appendices to this report list the members of the review team and supplementary information 
provided to the review team. This clinical record review was carried out with the purpose of 
meeting the terms of reference outlined in section two, and drew conclusions from the information 
provided in relation to the clinical record review only.   
  


The review team’s conclusions are based on the information provided to them, which are outlined 
in section three. The notes made by the clinical reviewers with regard to the individual cases are 
detailed in Appendix A. These represent their initial views on each case while looking at them 
individually and do not necessarily reflect their final conclusions. The conclusions section of this 
report contains the review team’s views on the care provided to these patients, and 
recommendations based on these conclusions are outlined in section four.   
  


1.1. Background1  
  


In January 2013, following public consultation, BCUHB announced that the provision of services 
for major and complex in-patient arterial surgery and emergency vascular surgery would be 
centralised onto a single site at Ysbyty Glan Clwyd (YGC). The transition to centralisation was to 
involve an interim arrangement of provision services at two sites; Ysbyty Gwynedd (YG) and 
Wrexham Maelor (WM). The implementation of centralisation was delayed due to renovation of 
the YGC site and concerns raised by some clinicians and external stakeholders. To address this, 
in 2015, an external invited service review was commissioned from the RCS England.  


This invited service review concluded that patient safety was being compromised with the 
provision under a two site model and that BCUHB should not delay the decision to centralise the 
provision of major and complex arterial surgery and emergency vascular surgery as part of 
delivering the vascular surgery service by an integrated network hub and spoke model2. This 


                                                
1 Background information provided by BCUHB as part of the invited review request.  


  


2 High quality urgent vascular care is best delivered by integrated vascular networks [also the central recommendation by 


the 2018 “Getting it right first time” (GIRFT) review of vascular services. Under this model, the arterial centre (hub) provides 
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integrated vascular network service model was informed and supported by the Vascular Society 
of Great Britain and Ireland (VSGBI), RCS England, Public Health Wales through the Welsh 
Abdominal Aortic Aneurysm Screening Programme (WAAASP) and Welsh Government.  It was 
also supported by the North Wales Local Medical Committee (LMC), the majority of clinicians and 
the North Wales Community Health Council (NWCHC).  


Prior to the request in September 2020 for an RCS England invited review, an internal review was 
undertaken of the vascular services provided by the integrated vascular network model 
established in April 2019, following concerns raised by patients, carers and staff. These concerns 
were included in a report by the North Wales Community Health Council, which was presented to 
the BCUHB in May 20203.  


  


1.2. Overview of healthcare organisation and department4  
  


The integrated vascular network for the provision of vascular services through a hub and spoke 
model of patient care was established in April 2019. This consisted of (and was still the 
arrangement at the time of the review), a centralised acute hub service at the YGC site and two 
spoke sites at YG and WM.   
  


The vascular surgery service provided by BCUHB is a specialty focusing on the diagnosis and 
surgical treatment of disorders of the blood vessels, excluding the heart, lungs and brain. It 
provides emergency and elective treatment for patients for conditions including life-threatening 
emergencies such as aortic aneurysms (an abnormal dilation or ballooning of an artery caused by 
the pressure of blood flowing through the area) and less severe conditions such as varicose veins. 
Many vascular conditions are treated in a less invasive manner, using interventional radiology. 
Patients can be referred to the vascular service by their GP5.   


There were, at the time of the review, eight consultant surgeons within the vascular surgery service 
and a further three consultant general surgeons within the wider team. There were also the 
following non-consultant grade doctors supporting the service6:  
  


• At the hub site (YGC), three specialist surgical registrar (SpR) doctors and one grade 3 
specialty surgical registrar (StR3) doctor. The SpR post at YG was vacant and there was a 
SpR due to start at WM in January 2021.   


  


• At the hub site (YGC), one F1 and two SHO7 doctors. At YGC spoke site, a core training 
doctor (CT1) at YG. The SHO post at WM spoke site was vacant and interviews were 
reportedly being arranged.    


  


The 1:8 on-call arrangement was that the consultant vascular surgeon of the week commenced 
Friday evening, covered that weekend and the following week (in hours), and handed over on 
Friday. The surgical registrar on call of 1:11 was provided by the general surgery team.  
  


There was understood to be a vascular clinical nurse specialist (CNS) at each of the three sites and 
an advanced nurse practitioner (ANP) at the hub site8.  


The vascular clinical facilities available at YGC hub site included:  


  


                               


                                                
arterial surgery and complex endovascular interventions with the related pre and post procedure care, delivered where 


possible at the local non-arterial (spoke) sites. Day case peripheral angioplasty and stenting can also be performed at 


spoke sites. All hospitals in the network continue to provide clinical support (vascular clinics, diagnostics, some specific  
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interventions, review of inpatient vascular referrals and rehabilitation)]. “The provision of services for patients with vascular 


disease 2018 Vascular Society of Great Britain and Ireland (VSGBI). (Review date 2021).       
3 There was understood to have been a delay in this report being presented to BCUHB due to the COVID-19 pandemic.  


  
4 Background information provided by BCUHB as part of the invited review request and the Service Overview information.  


5 https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/  
6 RCS England has published general information on “who’s who in the surgical team.”  
  
7 The term Senior House Officer (SHO) has been replaced with specialist trainees years 1 & 2 (ST1/ST2)  


  
8 During interviews, CNS and ANP appeared to be referred to, at times, synonymously. Therefore, in the report, CNS/ANP 


is used where either of the terms was used.    


• Eighteen service dedicated ward beds (ward 3).3  


• Eight level three intensive care unit (ICU) beds and five level two high dependency unit (HDU).  


• Ten major theatre sessions plus access to shared 24/7 emergency theatre.  


• One and a half theatre sessions for elective day cases.  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


   


                                                
3 The fifteen ward beds at YG were suspended in September 2019.   


  



https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://bcuhb.nhs.wales/health-services/health-services1/services1/services/vascular-surgery/

https://www.rcseng.ac.uk/patient-care/surgical-staff-and-regulation/whos-who-in-the-surgical-team/

https://www.rcseng.ac.uk/patient-care/surgical-staff-and-regulation/whos-who-in-the-surgical-team/
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2. Terms of reference for the review  


  


The following terms of reference for this review were agreed prior to the review being undertaken 
between the RCS England, the review team and Betsi Cadwaladr University Health Board 
(BCUHB).  
  


The review will involve:  


  
• Consideration of background documentation regarding the vascular surgery service.  


  


• A clinical records review of 504 specific cases put forward by BCUHB5.  


  


Terms of Reference  
  


In conducting the review, the review team will consider the standard, safety and quality of care 
provided by the vascular surgery service under the current integrated vascular network, including 
with specific reference to:  
  


1. Both established and developing clinical pathways in providing optimal clinical care, including 
consideration of:  
  


(i) The effectiveness of referral pathways in enabling timely access for patients to 
effective interventions.  


  


(ii) The effectiveness of the “diabetic foot pathway,” in the management of diabetic foot 
disease in line with national standards.    


  


(iii) Clinical decision making.  


  


2. The effectiveness of the multidisciplinary team (MDT) in ensuring continuous and optimal 
patient care.  
  


3. Clinical governance, including the effectiveness of:  


  


(i) Mortality and Morbidity (M&M) in discussing cases as part of learning and taking 
forward actions.  


  


(ii) The processes in place for concerns and incidents to be reported and addressed.   


  


(iii) The appropriate communication of outcomes following reported concerns and 
incidents.   


  


4. Clinical outcomes, complications and mortality for both the service and individual surgeons in 
the context of accepted national and international standards/norms.  


  


                                                
4 The review was originally to include 50 cases; this was revised to 49 cases. 44 cases were provided for review 


during the review visit and this is what has been reported on.  


  
5 During the planning phase of the service review, it was not possible for BCUHB to provide the fifty sets of clinical records 
in advance of the review. A review of the clinical records, therefore, was to take place on site after the service review and a 
separate report to be provided.  
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5. The adequacy of the medical staffing and clinical facilities for the volume and type of clinical 
activity undertaken.   
  


6. Behaviours, communication and team working, including specific reference to:  


  


(i) The team of consultant vascular surgeons.  


  


(ii) The wider vascular surgery service.  


  


(iii) The multi-disciplinary team (MDT).  


  


(iv) Engagement and communication between the vascular surgery service and:  


• The spoke sites,  


• The relevant community services.  


  


7. Communication with patients and other health professionals, with specific reference to:  


  


(i) The effectiveness of providing information to patients in supporting and enabling 
shared decision-making.  


  


(ii) The adequacy of the provision of patient clinical information to the appropriate  
primary and community health care teams   


  


Conclusions and recommendations  
  


The review team will, where appropriate:  


  


• Form conclusions as to the standard of care provided by the vascular surgery service 
including whether there is a basis for concern in light of the findings of the review.  
   


• Make recommendations for the consideration of the Medical Director for secondary care of 
the Betsi Cadwaladr University Health Board as to courses of action which may be taken to 
address any specific areas of concern which have been identified or otherwise improve 
patient care.  


  


  


The above terms of reference were agreed by the College, the healthcare organisation and the 
review team on 14th December 2020.   
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3. Conclusions  


  


The following conclusions are based on the information provided to the review team from the 
clinical records reviewed and any other supplementary information provided. These are overall 
conclusions based on the cases provided and focused on highlighting areas of concern or 
improvement.  
  


The review team highlighted that it appeared that there were cases where the entire patient record 
had not been provided for review. Where there appeared to be an absence of expected 
documentation, they have made a note of this in the clinical records notes in Appendix A. There 
were no clinical records available for the review team to assess regarding six cases6.   
  


There was cause for concern identified by the review team in the sample of cases reviewed. The 
review team noted that in the majority of the clinical records, some or many entries were illegible 
and paperwork was frequently not filed in any form of order, which made it difficult to provide a 
thorough assessment for each case. In some cases7, there was no summary of the patient’s 
clinical history included in the patient’s record. This meant that there were instances where they 
were unable to draw conclusions on all domains of care as required by the Terms of Reference. 
The review team were strongly of the opinion that the majority of the surgical notes and supporting 
correspondence, results and reports were disorganised, illegible and incomplete.  


The review team would like to highlight their concerns regarding the aneurysm patients reviewed, 
in terms of the complications, mortality, prolonged procedures and high volumes of blood 
transfusion. The Health Board should review these comments, alongside the local information it 
holds, and determine if the patient records contain the information they would expect for the patient 
episodes of care.  


3.1. The effectiveness of clinical pathways in providing optimal 


clinical care  


This section considers both the effectiveness of clinical pathways (including referral and discharge) 
generally and, more specifically, in relation to diabetic foot pathways.  


In the review team’s opinion, the patients’ clinical assessments, investigations, and in some cases, 
podiatry care, appeared reasonable and appropriate in cases A5, A6, A20, A26, A28, A32, A38, 
A42, A44, A46 and A48. In these cases the review team considered that the procedures were 
undertaken in a timely manner and correctly administered.  


In cases A10, A12, A13, A14, A16, A17, A22, A25, A28, A37 and A39, it was the review team’s 
view that the patients’ clinical assessments and diagnosis were satisfactory and the treatments 
provided to patients were considered reasonable.  


The review team considered that, in most of the cases reviewed, there were certain areas of the 
patient’s care which were not completely documented. These are highlighted below:  


In case A1, the review team noted that the information provided indicated that the patient had a 
likely infected graft which appeared to not have been treated. The review team did not find any 
documented discussions or communications regarding the decisions made regarding the 
management of this patient.  


                                                
6 A23, A27, A31, A35, A41 and A50  


  


7 A4 and A9  


  







 


9  
  


case A2, it was not clear to the review team what treatment occurred in 2019 and information  


on the patient’s final stay and cause of death was also not included in their record.  


In case A3, The review team noted that there was limited information available regarding imaging, 
especially the MRI8 scans in the early stages of treatment. The clinical records provided did not 
include the final outcome for this patient and there was no information about patient treatment from 
2018.  
  


In case A11, the review team found poor documentation of the details of the patient’s presentation 
included in the clinical notes, and although MDT was described as taking place for some decisions, 
these were not recorded. The review team noted that there was a lack of documented post 
operation graft imaging even when the surgery was suspected to have failed.  


In case A13, the review team noted that there were no imaging reports available and no 
preoperative echocardiography 9  undertaken. The review team observed that there was no 
postoperation discharge planning or care plan identified in the patient’s clinical record. There was 
also no documentation of safety assessment and home needs included in the patient’s notes.  


In case A18, the review team considered that the decision to offer amputation appeared to be 
inappropriate and in the review team’s view, palliation and conservative therapy should have been 
considered instead. The review team concluded that the risk from major amputation was extremely 
high due to the patient’s age, preoperative hyponatraemia and history of vomiting. The review 
team considered that the surgery was likely unnecessary and futile in this case.  


In case A22, the review team noted that there was no documentation of clinical events leading to 
the patient’s hospital admission and no information recorded on the decisions made as an inpatient 
or plans for treatment.  


In case A25, the review team considered that although the decision making appeared to be 
acceptable, it was not documented adequately in the patient’s clinical record. This is particularly 
important for an iatrogenic injury.  


In case A29, the review team noted that there was no information included regarding the 
assessment undertaken on the patient’s first admission in hospital. The review team considered 
that the patient’s clinical notes were all out of sequence and it was unclear to the review team why 
the decision to do a bypass was subsequently changed to amputation. The review team 
considered that the documentation of initial assessment in the clinic was inadequate.  


The review team were extremely concerned about case A34. They were critical of the patient’s 
pathway where there was a five day wait for an MDT decision, whilst the patient was an inpatient. 
The review team were also concerned by the decision to amputate the foot rather than proceed to 
a below the knee (BKA) amputation as the primary procedure. The review team also noted that 
the patient had been discharged without a care plan and that the patient’s wife was having to ‘carry 
him to the toilet’.  


The review team noted that in case A39, there was a complete absence of pre-operative clinical 
documentation regarding the planned surgery. They were deeply concerned about the apparent 
MDT decision to proceed on the same admission to open aneurysm repair, despite there being a 


                                                
8 Magnetic resonance imaging (MRI) is a type of scan that uses strong magnetic fields and radio waves to produce 


detailed images of the inside of the body. https://www.nhs.uk/conditions/mri-scan/   
9 Pre-operative echocardiography has been utilised in perioperative period in patients with active cardiac conditions 


scheduled for non-cardiac surgery to aid in risk stratification. Echocardiography enables direct visualization of the various 


chambers of the heart, valves, adjacent structures and major connecting vessels like pulmonary artery and aorta.  


   



https://www.nhs.uk/conditions/mri-scan/

https://www.nhs.uk/conditions/mri-scan/

https://www.nhs.uk/conditions/mri-scan/

https://www.nhs.uk/conditions/mri-scan/





 


10  
  


documented high risk. The review team also was very critical of the management of the final 
theatre episode, for the reasons listed in this case’s summary in Appendix A.  


case A40, it was the review team’s view that there was a significant interval between the 
decision to operate and the procedure which should have been analysed against the 
VSGBI10/NAAASP11 standards.  


The review team noted that in case A44, the decision to offer the patient open surgery instead of 
the planned endovascular aneurysm repair (EVAR)12 was not explained in their clinical notes.  
  


The review team noted that in case A45, the patient diagnosis of operative threshold for abdominal 
aortic aneurysm (AAA) was made from the surveillance programme in January 2020, but there 
was no documentation provided prior to the March outpatient review which was already two 
months post their CT scan. The patient waited a further eight months for surgery which was not 
explained in their clinical notes, although the review team noted it may have been as a result of 
COVID-19 service changes.  
  


In case A47, the review team found no information relating to the workup for abdominal aortic 
aneurysm (AAA) repair, in particular MDT review. In the review team’s view, given the absence of 
an electronic patient record (EPR), there should be more frequent recording in the notes of key 
consultations and test results, including blood tests (e.g. renal function and Hb13) relevant to a 
patient with renal dysfunction post major surgery..  


In case A48, the review team noted that two other consultants were called in to assist with an AAA 
open repair surgery. In the review team’s opinion there should already be two consultants present 
for an open case procedure - as this is standard practice in many units - and especially in the case 
of a difficult aortic aneurysm neck/anatomy surgery.    


From the MDT records provided in case A49, it appeared to the review team that a decision for 


open aneurysm repair had been solely based on the imaging. In the review team’s view there 


should have been consideration of the option of endovascular surgery in this case. The review 


team therefore concluded that the clinicians were possibly working outside the limits of their 


competence.    


3.2. The effectiveness of the multidisciplinary team (MDT) in ensuring 


continuous and optimal patient care  


The terms of reference requested that the review team draw conclusions on the effectiveness of 
the multidisciplinary team in ensuring continuous and optimal patient care.  


The review team noted that, in most cases, there were either no MDT reports included in the 
patient records, or MDT discussions were described to have taken place but no decisions were 
documented.  


In cases A1, A3, A4, A5, A6, A7, A8, A9, A11, A13, A14, A17, A21, A22, A29, A40, A45 and 
A48, there were little or no records of any MDT discussions or input and it was the review team’s 
view that the patients’ treatment should have been discussed and documented more thoroughly 
to ensure better patient care and clinical pathways.  
  


                                                
10 Vascular Society of Great Britain and Ireland  


11 National Abdominal Aortic Aneurysm Screening Programme  
12 Procedure commonly used as treatment of thoracic and abdominal aortic aneurysms.  


13 Hemoglobin  
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In case A7, it was the review team’s view that amputation should have been discussed with the 
patient earlier in their clinical treatment and that there should have been better MDT working 
shown in this case.   


case A8, the review team were extremely concerned that this patient’s record lacked 
documentation on MDT, post operation care, discharge planning and care, and follow up 
management.  


In case A10, the review team were concerned that there was no documentation of any MDT 
discussions at any stage of the patient management between 2016 and 2021.  


In case A17, there was no information provided to the review team to confirm whether a palliative 
approach was considered for this patient as no documentation relating to MDT working was 
included in the patient’s notes.  


Although MDT discussions and decision were recorded in case A18, the review team noted that 
the consultant who was familiar with the patient should have considered palliation.  


In case A29, MDT discussions appeared to have taken place, however, no official documentation 
was identified by the review team.  


In case A40, there were no documented discussions at MDT available to the review team. In the 
review team’s opinion the inpatient surgical notes were vague.   


  


In case A43, the decision was made in MDT to proceed to open repair surgery. The review team 
were concerned that there was no consideration of complex endovascular repair apparent in the 
patient’s clinical notes. The review team also found it concerning that there was no documentation 
taken by the vascular team included in the patient’s clinical record.  


In case A44, the review team considered that there was adequate MDT working and 
communication during the pre and post operations, although there was lack of documentation of 
MDT before the operation.  


The review team noted that in case A47, there was no information of MDT and/or consultation and 
communication with colleagues relating to the merits of surgery given the patient’s health status.   


In case A48, there was also an absence of documentation relating to MDT and/or consultation 
and communication with colleagues having taken place, apart from a note of a discussion that the 
patient “was…not suitable for endovascular aneurysm repair [EVAR]”.   


3.3. Clinical Governance  


This term of reference was addressed in the invited service review report dated 15 March 2021.   


3.4. Clinical Outcomes  


The review team considered that the treatment and outcome for cases A12, A13 and A15 were 
satisfactory and showed competence of those involved in the patients’ care. The patients’ clinical 
record entries were accurate and documented appropriately, indicating good clinical management.  


The review team noted that there were instances where the clinical records did not include patient 
outcomes, which meant that the review team could not draw conclusions on the overall quality of 
care. The review team recommended that the Health Board reviews the following seven patients’ 
care to ensure they have received appropriate follow-up. It is important that the Health Board 
confirm that cases A1, A3, A4, A11, A22, A45 and A47 had received appropriate clinical followup.  
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In case A3, the clinical record provided did not include the final outcome for this patient and there 
was no information about patient treatment from 2018 for the review team to review.  
  


case A4, the review team concluded that multiple procedures were performed without any 
durable result. Alternatives to bypass were not recorded but should have been discussed 
especially if the patient decided against it. The limb remained viable at discharge but with ongoing 
ulceration and pain, the presenting symptoms.  
  


In the review team’s view, in case A11, it was hard to assess if inserting a long segment SFA14 
stent for the patient’s left heel ulcer was appropriate, rather than undertaking bypass surgery, 
because of the lack of imaging provided. It was also unclear to the review team what the likelihood 
of graft failure was. The review team considered that bilateral amputation was a poor outcome for 
this patient and there was no documentation to support the need for AKA15 revision. In the review 
team’s opinion a further internal clinical review may be required due to lack of information 
regarding the patient’s complex treatment.  


In case A20, the review team considered it to be poor practice to have missed the femoral nail at 
AKA as, in their opinion, it would have been evident on pre-operation imaging. The review team 
were concerned that there was no frailty or sarcopenia scoring included in the patient’s notes that 
would have helped identify patients for whom delaying surgery was likely to be a major issue.  


In case A22, the review team noted that the outcome was not recorded in the patient’s record, 
therefore the review team were unable to form any conclusions on the outcomes and complications 
regarding this patient.  


In case A25, the review team considered that the decision to close the patient’s wound at the third 
procedure rather than use vacuum assisted closure16 (VAC) should be reviewed by the clinical 
team.  


In case A30, the review team found that details of the post operation procedure was missing from 
the clinical notes and there was no information on the outcome documented.  


In case A43, the review team questioned why an aneurysm repair took over seven hours when 
there were no specific problems identified in theatre and no reason recorded for the lengthy 
procedure in the patient’s operation notes.  


In case A44, the review team considered that the outcome was poor, with the patient dying from 
complications of open AAA surgery. There appeared to be significant intraoperative complications, 
yet there was no evidence of review in a morbidity/mortality meeting.  
  


Case A45 was an open AAA with a prolonged operative procedure without explanation; the 
operation note described a straightforward tube graft operation requiring around six hours. The 
review team considered that the appropriate operation was undertaken and noted that the patient 
made excellent recovery following surgery.   
  


In case A47, an inflammatory AAA appeared to have been undertaken by a single surgeon, with 
a four hour procedure and prolonged suprarenal cross-clamp.  


                                                
14 superficial femoral artery  


  


15 above the knee amputation  


  


16 Vacuum-assisted closure (VAC) is a simple but effective method to promote rapid wound-healing. In recent years it 


has been shown to be an effective therapy for the management of large, complex, acute wounds as well as chronic wounds 


that have failed to heal by conventional methods.  
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3.5. Medical staffing and clinical facilities available for the volume and 


type of clinical activity undertaken  


This term of reference was addressed in the invited service review report dated 15 March 2021.  


3.6. Behaviours, communication and team working  


The terms of reference requested that the review team draw conclusions on behaviours, 
communication and team working within the vascular surgery service.  


In case A14, the review team considered that the patient’s care to treat a recurrent ischaemia 
appeared to have been appropriately managed prior to patient transfer by performing angioplasty 
and toe surgery locally at the Bangor site.  


In case A15, it was the review team’s view that there was good liaison between clinical colleagues 
in medicine, anaesthesia and the intensive therapy unit (ITU).  


In case A22, the review team considered that the patient was assessed adequately by the 
Vascular Team and it was a reasonable decision to transfer the patient to the hub site where they 
received good ITU care and there was adequate involvement of relevant specialties.  


In case A26, the review team noted that there was appropriate contact with the vascular team 
during the patient’s treatment and the decision to manage the patient locally was correct and 
proved to be successful. In the review team’s view, there was good liaison with the vascular hub 
which was adequately documented in the patient’s record.  


In the review team’s opinion, there was good liaison with colorectal and COTE teams documented 
in case A28.  


The review team concluded that there was poor management in case A34, compounded by 
insufficient record-keeping and a lack of communication with the patient pre- and post-surgery.  


3.7. Communication with patients and other health professionals  
  


The terms of reference requested that the review team draw conclusions relating to communication 
with patients, their family and their GP, including patient consent.  


The review team considered that in cases A26 and A28, patient consent was undertaken and 
clearly documented in the patients’ clinical record.  


The review team noted that in case A28, the communication with the patient’s family was 
outstanding and detailed in their clinical record.  


In cases A2, A4, A5, A8, A9, A17, A22 and A40, the review team noted that communication with 
the patient regarding their care and, in some cases, including informed consent, was not 
documented. The review team were of the strong opinion that there should be detailed recording 
of patient discussions which should include risks and benefits to treatment.  


In case A4, the review team concluded that amputation should have been considered and 
discussed with the patient at an early stage when repeated grafts failed and the patient’s pain 
continued. There was no information available to the review team to confirm if the options were 
discussed with the patient.  
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In case A13, the review team considered that there should have been an earlier communication 
with the patient about amputation, or even palliation and pain management as part of their 
treatment plan. In the review team’s opinion a palliative approach should at least have been 
discussed and documented due to the patient’s age and severe COPD17.   


In case A18, the review team were of the opinion that patient communication should have included 
discussions about futile surgery and palliative options. The review team also noted that there 
appeared to have been no significant discussion with the patient’s family about palliation and 
amputation appeared to have been decided as the only option for this patient.  
  


In case A21, the review team noted the patient communication that was documented did not 
include any discussion to consider early ceiling of care with the patient and their family in view of 
the patient’s comorbidities.  


In case A29, the review team found minimal discussion with the patient regarding decision making 
and subsequent change from planned bypass to AKA.    


The review team highlighted in case A30 that there was no discussion with the patient and/or their 
relatives documented, regarding the pros and cons of a conservative approach despite the 
patient’s dementia and comorbidities.  


The review team were concerned with the consent process in relation to case A34, as there was 
no information of discussions with the patient prior to surgery and the only documentation provided 
described that the consent was ‘taken on table’ which the review team found to be unacceptable.  


In case A36, the review team concluded that primary and elective amputation should have been 
discussed with the patient and/or their family, along with a conservative/palliative approach.   


The review team considered that there could have been better documentation regarding the 
communication with the patient and the patient’s family in case A37, as the clinical records detailed 
that the patient’s family wished to speak with the consultant but there was no information 
documented that this had taken place.  


In case A40, it was concerning to the review team that there was no information of discussions 
with the patient prior to surgery where the risk and benefits of surgery, endovascular approach 
and conservative approach should have been discussed. The review team noted that the consent 
form also did not mention the risk of open repair surgery and death.  
  


In case A43, in the review team’s opinion, communication with the patient and their family fell 
below the expected standard as a result of a lack of documentation of patient and family 
discussions about the risks of surgery and the potential role of complex endovascular repair. It 
was unclear to the review team whether the patient knew the risk and complexity of the planned 
surgery and whether a discussion with the neighbouring tertiary referral centre took place.  
  


In case A44, it was the review team’s view that there was good ITU communication with the 
patient’s family.  


  


The review team considered that there was excellent communication with the patient in case A45 
where treatment options were provided and the patient was allowed to choose. The review team 
also noted that consent was included in the patient’s notes.  


Case 47 had no preoperative documentation of discussion regarding the value of surgery in a 
patient with known dementia, or the increased risks of surgery on an inflammatory aneurysm. 


                                                
17 Chronic obstructive pulmonary disease (COPD) is the name for a collection of lung diseases including chronic 


bronchitis, emphysema and chronic obstructive airways disease.  
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However, there was good communication between the ITU and the next of kin during a prolonged 
postoperative stay, and a well-documented discussion with the patient and next of kin prior to 
discharge.  


In case A48, the review team were concerned that there was no information that a discussion had 
taken place with the patient as to benefits and drawbacks of open surgery versus endovascular 
treatment (fenestrated approach). The review team also noted that there was inadequate 
counselling with the patient regarding the risks of surgery.  


The review team were concerned that in case A49, information showed that the detailed risks 


were explained to the patient, however, there was no mention of the mortality risk (national 


average 4% for open repair). In the review team’s view there should have been discussion with 


the patient about other options, especially EVAR (an iliac aneurysm is easily treated 


endovascularly and is standard practice in most units) given the patient’s cardiac history and 


previous laparotomy.  
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4. Recommendations   


  


4.1. Urgent recommendations to address patient safety risks  


The recommendations below are considered to be highly important actions for the healthcare 
organisation to take to ensure patient safety is protected.  
  


1. The Health Board should consider the conclusions of this report, as well as the other 
information it holds, and on this basis provide further follow-up of any patients for which it 
considers this to be required. This should protect patient safety and ensure that patients or 
their families have received communication in line with the responsibilities set out in the 
Health and Social Care Act 2008 (Regulated activities) Regulations 2014, Regulation 2018.  


  


2. The review team were unable to determine the outcome for a number of the patients. The 
Health Board should review the care of these patients19 to ensure the Health Board are 
aware of the outcomes and that the Health Board has met its ethical and legal obligations, 
including those outlined in recommendation 1.  


  


3. The Health Board should review the comments made in this report, alongside the local 


information it holds, and determine if the patient records contain the information they would 


expect for the patient episode(s). The Health Board should ensure that the current practice 


meet the agreed standards as set out in the RCS England good practice guide20.   


  


4. The Health Board should review the MDT and clinical pathway arrangements for those 


undergoing vascular surgery to ensure that there is appropriate MDT input into 


decisionmaking for every patient. All MDT decisions and communication should be 


adequately documented in each patient’s record.  


  


5. The Health Board should review the consent-taking practices within the Vascular surgery 


service to ensure appropriate discussion of risks, benefits and alternatives of treatment takes 


place and is legibly documented. Clinical records should clearly detail the giving of 


information and the decisions made by the patient. It should ensure that consent practices 


are compliant with the Montgomery ruling21.   


  


The RCS England good practice guide22 may be of assistance in this process.   


  


4.2. Recommendations for service improvement  


The following recommendations are considered important actions to be taken by the healthcare 
organisation to improve the service.  
  


                                                
18 The Health and Social Care Act 2008 (Regulated Activities)  


Regulations, 2014: http://www.legislation.gov.uk/uksi/2014/2936/contents/made  
  


19 As highlighted in section three  


  


20  https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/surgical-care-
teamguidance/  


  


21 The 2015 Supreme Court decision on Montgomery vs NHS Lanarkshire  


22 https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/good-practice-guides/consent/  



http://www.legislation.gov.uk/uksi/2014/2936/contents/made

http://www.legislation.gov.uk/uksi/2014/2936/contents/made

https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/surgical-care-team-guidance/

https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/surgical-care-team-guidance/

https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/surgical-care-team-guidance/

https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/surgical-care-team-guidance/

https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/surgical-care-team-guidance/
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6. The Health Board should audit the standard of clinical documentation to ensure there are 
contemporaneous and comprehensive notes of patient care at each stage of the surgical 
pathway.   


7. The Health Board should improve the quality of record keeping in clinical records. This 
should include but is not limited to:  


(i) Information about patient admissions;  


  


(ii) Descriptions of imaging investigations and reports during pre and post operations;  


  


(iii) More detail in clinic notes and letters, which should document the reasoning and 
evidence for clinical decisions. This should include details of MDT discussions;   


  


(iv) Descriptions of discussions with patients regarding diagnosis, options for treatment, 
risks of treatments and of non-treatment;  


(v) More detailed information in operation notes, which should include diagrams to 
ensure completeness;  


  


(vi) Information on final patient outcomes;  


  


(vii) Details of discharge planning and care plans;  


  


(viii) Details of the involvement of other health care professionals;  


  


(ix) Clinical correspondence, radiology reports and investigation results;  


  


(x) The filing process, which should reflect chronological events.   


  


8. The Health Board should consider Liverpool University Hospitals NHS Foundation Trust (or 
other centre the Health Board currently works with) having oversight of the aneurysm 
pathways at BCUHB. In the opinion of the review team, the aneurysm service would benefit 
from oversight by an external independent clinician or unit, such as Liverpool University 
Hospitals NHS Foundation Trust, where the vascular unit already has an informal network 
relationship.   
  


The review team recommend that the Health Board has an automatic referral to Liverpool 
Trust’s (or other centre the Health Board currently works with) MDT, for review of their 
decisions in any case that could not be treated with a standard EVAR.   
  


9. The Health Board make arrangements for a member of the Liverpool Trust’s (or another 
centre) MDT team to attend the BCUHB’s MDT, in person or remotely for a period of three 
months, to provide feedback on the process.  
  


This could be formalised to involve the Liverpool Trust’s unit (or another centre) having 
closer involvement in BCUHB’s MDT and governance processes around the aneurysm 
pathway and to provide more active clinical support.  
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5. Guidance for the healthcare organisation  


  


5.1. Responsibilities in relation to this report  


This report has been prepared by The Royal College of Surgeons of England and the Vascular 
Society of Great Britain and Ireland under the IRM for submission to the healthcare organisation 
which commissioned the invited review.  It is an advisory document and it is for the healthcare 
organisation concerned to consider any conclusions and recommendations reached and to 
determine subsequent action.  


It is also the responsibility of the healthcare organisation to review the content of this report and in 
the light of these contents take any action that is considered appropriate to protect patient safety 
and ensure that patients have received communication in line with the responsibilities set out in 
the Health and Social Care Act 2008 (Regulated activities) Regulations 2014, Regulation 20.23  


5.2. Further contact with the Royal College of Surgeons of England  


Where recommendations have been made that relate to patient safety issues, the Royal College 
of Surgeons of England will follow up with the healthcare organisation to request confirmation that 
timely action has been taken to address these recommendations.  


If further support is required the College may be able to facilitate this. Additionally, if it is considered 
that a further review would help to assess improvements that have been made the College’s 
Invited Review service may be able to undertake this.  


                                                
23 The Health and Social Care Act 2008 (Regulated Activities)  


Regulations, 2014: http://www.legislation.gov.uk/uksi/2014/2936/contents/made  



http://www.legislation.gov.uk/uksi/2014/2936/contents/made

http://www.legislation.gov.uk/uksi/2014/2936/contents/made
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From: REDACTED (HSS-DPH-Population Healthcare) REDACTED  
Sent: 23 April 2021 09:54 
To: PS Minister Health & Social Services REDACTED 
Cc: PS FirstMinister REDACTED >; REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED (HSS 
- Chief Medical Officer) REDACTED ;REDACTED (HSS-DPH-Population Healthcare) REDACTED (HSS-
DPH-Population Healthcare) REDACTED (HSS - Communications) REDACTED (HSS - Government and 
Corporate Business Team) REDACTED (OFM - Special Adviser) REDACTED >; REDACTED ; REDACTED 
(HSS - Government Business Team) REDACTED ; REDACTED (HSS - Communications) ; REDACTED 
(HSS-DPH-Population Healthcare) REDACTED; (OFM - Communications) REDACTED ; REDACTED (HSS-
DPH-Population Healthcare) REDACTED (HSS-DPH-Population Healthcare) REDACTED ; REDACTED 
(HSS-DPH-Population Healthcare) REDACTED ; REDACTED (HSS-DPH-Population Healthcare) 
REDACTED (HSS - Office of the Chief Nursing Officer) REDACTED ; REDACTED (HSS - Delivery & 
Performance) REDACTED > 
Subject: Official Sensitive: Informal Briefing: Vascular services in BCU - update on external review 
 


You may wish to draw the briefing below to the Minister’s attention. 
 
Background 
 


1. The Minister will recall previous briefings about the reconfiguration of vascular 


services at Betsi Cadwaladr University Health Board (BCUHB), the 


implementation of which had attracted considerable criticism locally. The 


health board initially carried out an internal review, and one of the actions was 


to seek external, independent clinical advice and an assessment of the 


reconfigured service. The Royal College of Surgeons (RCS) was invited to 


undertake the review and it is being carried out in two phases:  


 


• The first phase is the report from an invited service review, which 


was carried out virtually on 11-13 January 2021, and 


• The second phase will be a review of 50 clinical records which will 


take place separately. 


 


2. This briefing summarises the report from the first phase.  


 
What a good service should look like 
 


3. Guidance from the Vascular Society on the provision of services for patients 


with vascular disease, highlights that the provision of effective, safe and good 


quality vascular care through an integrated network hub and spoke model 


should be underpinned by certain key principles of clinical provision, i.e.  


 


• That the hub site provides specific arterial and complex vascular 


interventions and  


• The spoke sites providing (i) the pre and post-procedure care related to 


these interventions, and (ii) less complex interventions. 


 







4. The RCS review team looked at the BCUHB service provision in the context 
of these principles.  


 
 
The vascular service at BCUHB - key conclusions from the review team 
 


5. In the RCS review team’s opinion, the focus underlying these key principles of 


clinical care, appeared to have been somewhat lost for a number of reasons 


before, during and after the centralisation of the service to a hub and spoke 


model. These included but were not limited to:  


 


• The apparent limited involvement of all key clinical professionals 


involved in discussions about centralisation; 


• Communication between senior management and key clinical 


professionals involved in the vascular service;  


• Perceptions of loss of services in spoke sites and the relative isolation 


felt for some clinical groups of professionals. It appeared that this had 


improved in recent months at the Wrexham Maelor spoke site following 


the relatively new appointment of a consultant vascular surgeon and 


• A lack of shared clarity regarding the pathways and ways of working.  


 
Some further detail on the report findings 
 


6. More could be done to capitalise on the internal review commitments: 
From the evidence provided by the health board’s own internal review, the 
RCS review team commented that whilst there appeared to be a collaborative 
approach in place, including an action plan, regular meetings and a progress 
tracker, it was not clear how the different elements of the processes in place 
connected together. It was also not clear if all the relevant clinicians were 
represented at the meetings in order to enable consultation, collaboration and 
translation of agreed actions to working practices.  


 
7. Better use of MDT expertise: The RCS review team concluded that there 


was a framework of valuable clinical MDT expertise in both the hub and the 
spoke sites to support the integrated vascular network model. In the review 
team’s view, this has the potential to be developed to allow the expertise to be 
integral to the entire vascular network. There was also an overwhelming 
commitment reported from those interviewed to address the challenges 
identified and continue to develop and improve the service. In the review 
team’s opinion, this was an excellent foundation from which to unite all the 
relevant teams and staff going forward. The review team concluded that the 
vascular MDT provided a framework which enabled constructive discussion, 
supported collaborative clinical decision making and the listing of patients for 
theatre for the following week under a pooled patient model but made a 
number of specific observations in respect of the functioning of the MDT 
meeting and its effectiveness in supporting and enabling shared decision 
making. Whilst the nurse-led pre-operative assessment across the vascular 
network was widely reported as good, there appeared to have been 







challenges in coordinating pre-operative work up across hub and spoke sites, 
particularly in involving consultant anaesthetists.  
 


8. Better use of clinical resources: The RCS review team considered that the 
potential for the broader team at the spoke sites to function with an 
appropriate mix of available clinicians had not been fully realised or built upon 
following centralisation of the service. They further concluded that that the 
elective dedicated theatre capacity at the time of the review was insufficient to 
meet demand. This had reportedly led to routine and frequent cancellations 
and necessitated the listing of complex vascular cases to the emergency 
theatre. A number of other factors, in addition to the demand for elective 
theatre capacity appeared to have contributed to the reported high incidence 
of cancellations, including elective lists starting late; insufficient time allocated 
to each case and insufficient availability of critical care beds. 


9. Clinical pathways need to be strengthened: The clinical pathways were 
reportedly underpinned by the principle of transfer of patients presenting at 
spoke sites to the hub. The RCS review team concluded that for patients 
requiring emergency and complex elective vascular intervention this was in 
line with what would be expected for a vascular surgery service provided 
through an integrated network hub and spoke model. The review team did not 
identify concerns regarding the treatment provided for emergency and 
complex elective vascular interventions at the hub site. However, the RCS 
review team identified concerns regarding some aspects of, and gaps in, the 
vascular pathways and the potential impact of these on the quality and safety 
of patient care provided for patients requiring emergency and complex 
elective vascular intervention, including those for diabetic foot cases. The 
RCS review team was concerned that there was not a pathway (or 
mechanism within an existing pathway) for non-complex vascular activity to 
be undertaken at the spoke sites.  


 
10. Organisational structures of BCUHB may be a barrier: In the RCS review 


team’s view, the health board’s own structures appeared to present a 
challenge to configuring staffing resources to meet the needs of an integrated 
network vascular service and the associated pathways. This was because in 
some instances, the clinical specialties involved were under different 
directorates. It was the opinion of the RCS review team that the absence of a 
clear repatriation protocol (including timescales) for patient admission to hub 
and transfer to spoke sites, underpinned the communication difficulties 
identified in respect of discharge. 
 


11. Complaints and concerns: The RCS review team concluded that there 
appeared to be a number of routes from which concerns, incidents and patient 
complaints could enter the clinical governance stream. There appeared to be 
mixed views regarding the effectiveness of the M&M meetings in discussing 
cases as part of a learning process. The review team concluded that there 
was a systematic process in place to consider concerns raised through 
incident reporting and assess the most appropriate path to address these. 
However, they did have some concerns in respect of the reporting of incidents 







and the effectiveness in enabling shared learning and changes in clinical 
practice.  
 


12. Outcomes, complications and mortality: The RCS review team felt that 
these measures were within the parameters of accepted national and 
international standards/norms. The review team did state that there did not 
appear to be any red flags in the NVR data for BCUHB in respect of mortality, 
readmissions and length of stays.  
 


13. The effect of negative reporting: The RCS review team noted the relatively 
extensive and ongoing press and social media reports associated with the 
centralisation of the vascular surgery service. In their view, this had the 
potential to both overshadow positive responses to changes in service 
provision and also to impact team morale, which, in turn, may negatively affect 
team working and, ultimately, patient care.  


14. Conclusion: It was the opinion of the review team that there was consistent 
and widespread commitment amongst clinicians working in and supporting the 
vascular surgery service to identify and address areas for improvement to 
enable the vascular service to be the best that it can for the North Wales 
community. This commitment appeared to be mirrored by the Health Board 
management and the North Wales Community Health Council. However the 
transition appeared to have been challenging given the legacy of the well-
respected and established services under the previous model of care and the 
need for interim two site model arrangements whilst the hub site was being 
developed. 


 
Recommendations 
 


15. The report makes 22 recommendations including nine to address urgent 


patient safety issues, ten recommendations around service improvement and 


three additional recommendations for consideration. 


Recommendations in relation to patient safety: 
 


• Agreement of a pathway for timely and effective treatment at the hub 
sites 


• Adequate vascular bed capacity and associated nursing resources to 
allow timely transfer from spoke to hub site 


• More effective use of the hybrid theatre 


• Vascular consultant presence to enable patient review within 24 hours 
at spoke sites 


• Finalise pathway for management of patients post major arterial 
vascular surgery to ensure timely rehabilitation and repatriation 


• Development of non-arterial diabetic foot pathway 


• Finalisation of three other pathways currently in draft 


• Confirmation of a pathway for non-complex/low risk vascular 
interventions at spoke sites 


• Improvements in the effectiveness of clinical governance processes 


Other recommendations include: 







 


• Putting in place of a clear action plan (as phase 2 of centralisation) to 


enable the return of spoke services within accepted guidelines 


• Improvement in communication, team-working, clinical leadership and 


effectiveness of MDT and M&M meetings 


• In order to support diabetic foot pathway – an additional diabetes 


consultant in YG, provision of a diabetic foot clinic in each site, 


appointment of a vascular podiatric surgeon or an orthopaedic surgeon 


with vascular interest and a lead vascular surgeon for foot salvage 


• Regular vascular nurse meeting with protected time 


• Additional Deanery and non-training grade vascular surgeons  


• Maintenance and development of relationships between vascular 


surgery and interventional radiology (IR) at spoke sites to ensure timely 


intervention for lower limb ischaemia 


• Service expansion plan for the vascular nursing outreach team at YG 


spoke site should be re-visited.  


• Including vascular surgical trainees in the vascular on-call to enable 


exposure to more complex procedures.  


• Agreed guidelines for the length of tenure of clinical 


leadership/management roles to facilitate rotation of the roles  


• Development of an action plan designed to maintain stability and 


attract further clinicians, given the relatively rapid turnover of vascular 


surgeons within the service  


Publication and response 


16. In conclusion: 


• The service change is essentially endorsed with no suggestion that the 
previous model should be reintroduced 


• Patient outcomes are good and in line with expected standards  


• There is more to do to improve the service - this includes addressing 
working relationships and health board organisation. 


• The negative public commentary has the potential to undermine the more 


effective service configuration 


 


17. BCUHB has put in place actions to address the urgent patient safety 


recommendations which they anticipate will be complete by the end of June 


2021. 


 
18. We understand the contents report is now in the public domain following a 


meeting the board had with the community health council. 
https://bcuhb.nhs.wales/about-us/health-board-meetings-and-members/health-board-


meetings/joint-health-board-and-north-wales-community-health-council-


meetings/agenda-bundle-b2b-chc-22-4-21-v1-0-english-pdf/ 


Many thanks 
 



https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fabout-us%2Fhealth-board-meetings-and-members%2Fhealth-board-meetings%2Fjoint-health-board-and-north-wales-community-health-council-meetings%2Fagenda-bundle-b2b-chc-22-4-21-v1-0-english-pdf%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246469582%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=j%2FwpU0tWGi0EiCtSz0gxsymS1aQeYup9jl6cuRM43L4%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fabout-us%2Fhealth-board-meetings-and-members%2Fhealth-board-meetings%2Fjoint-health-board-and-north-wales-community-health-council-meetings%2Fagenda-bundle-b2b-chc-22-4-21-v1-0-english-pdf%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246469582%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=j%2FwpU0tWGi0EiCtSz0gxsymS1aQeYup9jl6cuRM43L4%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fabout-us%2Fhealth-board-meetings-and-members%2Fhealth-board-meetings%2Fjoint-health-board-and-north-wales-community-health-council-meetings%2Fagenda-bundle-b2b-chc-22-4-21-v1-0-english-pdf%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246469582%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=j%2FwpU0tWGi0EiCtSz0gxsymS1aQeYup9jl6cuRM43L4%3D&reserved=0





REDACTED  
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED  
e-bost - e-mail: REDACTED  
e-bost - e-mail: REDACTED  
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED (HSS-DPH-Population Healthcare)  
Sent: 13 May 2020 14:59 
To: PS Minister Health & Social Services REDACTED > 
Cc: PS FirstMinister REDACTED ; REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; 
REDACTED (HSS - Chief Medical Officer) REDACTED ; REDACTED (HSS-DPH-Population Healthcare) 
REDACTED ; REDACTED (HSS-DPH-Population Healthcare) REDACTED ; REDACTED (HSS - 
Communications) REDACTED ; REDACTED (HSS - Mental Health, NHS Governance & Corporate Se 
REDACTED ; REDACTED (HSS - Government and Corporate Business Team) REDACTED ; REDACTED 
(OFM - Special Adviser) REDACTED ; REDACTED >; REDACTED; REDACTED (HSS - Government 
Business Team) REDACTED ; REDACTED(HSS - Communications) REDACTED; PS FirstMinister 
REDACTED; REDACTED (HSS-DPH-Population Healthcare) REDACTED; REDACTED(OFM - 
Communications) REDACTED; White, Jean (HSS - Chief Nursing Officer) REDACTED; REDACTED(HSS-
DPH-Population Healthcare) REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; 
REDACTED(HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS-DPH-Population Healthcare) 
REDACTED> 
Subject: Informal Briefing: Vascular services in BCU - update 
 


We have previously briefed you on concerns about vascular services in BCU and 
provided an overview of the interim CHC report. We have now received copies of the 
final draft of both the BCU health board review and the North Wales CHC report. We 
have previously seen significant interest in the publication of this report particularly 
from campaigners in North Wales, Plaid Cymru and the BBC. 
 
BCU were originally planning to discuss the review at their board meeting tomorrow 
but this has now been postponed to an extraordinary board meeting on 21 May due 
to concerns that insufficient time had been allowed the members to consider the 
report. However, the report itself including appendices without the covering paper 
and an action plan (which we are not sighted on) have been published on the health 
board’s website already and is generating media interest. They have also published 
as one of the appendices the North Wales CHC report which will be formally 
publishing bilingually on the CHC website on Monday 18 May, we have also ready 
had a press query on this prior to its publication and the BBC ran a story earlier this 
month (https://www.bbc.co.uk/news/uk-wales-52499099). A copy of both reports are 
attached for information. We understand BCUHB are planning place a notice on their 
website to inform of the change. 
 
BCU review report 



mailto:CriticalCare@gov.wales
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In January 2013, following public consultation, the health board announced that major and 
complex in-patient arterial surgery and emergency vascular surgery would move onto a 
single site at Ysbyty Glan Clwyd (YGC). Recognising that renovation of the site was 
required, a phased approach which temporarily supported two arterial centres: Ysbyty 
Gwynedd (YG) and Wrexham Maelor Hospital (YWM), was employed. The implementation 
of the centralised service commenced in April 2019. Based on activity prior to 
reconfiguration, a total of 300 complex cases per year, representing 20% of activity, would 
be delivered on a single site. The other 80% of activity that consisted of outpatient 
consultations, investigations, diagnostic procedures, renal dialysis access surgery, varicose 
vein treatments and day case surgeries would continue to be delivered at all three acute 
sites. The service model generated concern amongst some stakeholders and community 
representatives, particularly in the West. 
 
The principle objective of the review was to assess the impact of the vascular services 


provided across the North Wales network and incorporates the following:  


a) A review of the current provision and delivery of vascular surgery services in the North 


Wales following the implementation of a centralised service in April 2019.  


b) The safety and accessibility of vascular services for all patients in the North Wales 


Vascular Network.  


c) The risk management and clinical governance arrangements of the North Wales 


Vascular Network.  


d) To identify lessons that can be learnt from these events: both examples of good practice 


and areas where improvement is required  


e) Clear recommendations for the consideration of the Health Board as to possible courses 


of action which may be taken to address any specific areas of concern which have been 


identified.  


 


Since its launch, the network experienced difficulties in maintaining junior doctor presence 


at Ysbyty Gwynedd and subsequent utilisation of the identified bed base at that site. This 


has resulted in more patients requiring transfer. Resignation of the consultant leading the 


lower limb service has exposed the fragility of the service provided and reinforced the Royal 


College of Surgeons and the Vascular Society comments regarding the sustainability and 


depth of service and the urgent need for this investment in both staff and facilities to create 


a centralised tertiary unit. An engagement/rapid improvement event in December 2019 also 


highlighted the need to further develop this service.  


 


The review considers the first 6 months of implementation from a delivery perspective and 


up to the end of February 2020 from a quality and patient safety aspect. All reported 


incidents and concerns have been considered within this timeframe. Overall reporting of 


incidents has increased, quality of reviews has improved with better identification of lessons 


learnt. The review did not identify evidence that would suggest that abandoning the current 


service model would infer greater benefit to the population of North Wales.  


 


It is clear that the reconfiguration of services has caused a degree of distress, particularly in 


the North West area. The review has looked in detail at serious incidents, concerns and 


patient experience, these are fully detailed in the report. It found: 


• Prior to centralisation from 2013, there were 5 catastrophic, 18 major serious 


incidents 


• Since centralisation April 2019 onwards, there were 2 catastrophic, 6 major serious 


incidents 


• Concerns received April-October 2018 were 6 







• Concerns received April-October 2019 were 21, The majority of the concerns relate 


to waiting times for outpatient appointments (7), cancellation of appointment / 


surgery (3) and concerns regarding the treatment and care received (3). 


• The overwhelming feedback has been positive with patients recognising the 


pressures on nursing staff 


 


The number of vascular deaths has remained the same following the centralisation of 


arterial vascular services and all have been reviewed and learning point identified. 


 


Recent external visits from Public Health Wales and meetings with the All Wales Renal 


Network provided positive feedback regarding the significant progress made in 


implementing a safe, sustainable service. 


 


The review was shared with REDACTED, as the external vascular advisor, who was 


complimentary of the work undertaken and advised that we request formal feedback of the 


review from the Vascular Society. The Health Board was congratulated on the 


thoroughness of the review and progress made to date with support of our 


recommendations. In particular it was highlighted the need to further develop the diabetic 


foot pathway and continue to focus on ensuring effective communication and engagement.  


 


The review identified that implementation of the new vascular service model saw multiple 


challenges that contributed to concerns raised and made a number of recommendations 


where further work is required in the following areas:  


• Alignment of vascular inpatient bed base - The bed modelling prior to centralisation 


indicated that 33 vascular inpatient beds were required for the vascular service. This 


included work to support management of diabetic foot disease and the intention to 


deliver a lower limb service at YG. Following the resignation of the clinical lead for 


this service, further work is required to ensure clinical pathways are consistent and 


meet national standards. The network must be able to access all funded vascular 


beds with consideration of re-allocation of beds to YGC if access to beds at YG is 


not possible due to junior doctor restrictions.  


• Pathways of care - There are areas for improvement particularly with regard to the 


pathway for managing patients with diabetic foot problems. The vascular network 


should clearly define how it can support this area of work through vascular 


assessment and provision of revascularisation and where needed, amputation. 


Further work is required on a wider multidisciplinary team basis to ensure that the 


management of diabetic foot disease meets national standards with the creation of 


a North Wales foot service.  


• Engagement and communication - An agreed communication strategy should be 


implemented which includes continued events to promote pan BCU working, 


sharing of good practice, lessons learnt and address concerns. This should include 


a further stakeholder analysis and engagement with external organisations including 


the Community Health Council. Support from the communications team is 


recommended.  


• Quality and Safety - There has been an improvement in the clinical governance 


structure within the service, with regular governance and M&M meetings in place. 


All risks are registered on the Datix system and reviewed regularly with the team 


during governance meetings. All incidents will continue to be reviewed and 


investigated and learning identified and shared to improve the service. It is 


recommended that a separate report for the vascular network is shared via the 


secondary care structure directly to the Quality and Safety Group for future 


assurance.  







• Access to the service - While there is evidence of improvement in some areas of 


service eg. Vascular access surgery, further work is required to reduce waiting 


times and manage the follow up backlog. This will be partly addressed with the 


improved utilisation of consultant sessions as all consultants contribute to the on-


call rota. Recovery plans will continue to require monitoring to ensure improvement. 


It is recommended that the vascular activity is separated from general surgery for 


reporting purposes and a separate report is shared via secondary to the Planned 


Care Improvement Group for future assurance.  


The vascular network has demonstrated strong clinical leadership and a proactive 


approach in response to the coronavirus pandemic; developing and implementing a joint 


vascular surgery and vascular imaging COVID-19 pathway in line with national guidance to 


ensure continuity of the service.  


 


The vascular service has recognised areas of improvement and a revised action plan was 


agreed following the rapid improvement event including nurse recruitment and education 


plan. 


 


The covering board paper which we have seen in draft also recommends: 


• External Review - Following this internal review of the service and its 


practices, risks and performance to achieve organisational objectives, the 


Health Board will invite an external review in the next 12 months to provide 


an independent clinical review and assessment of the service. 
 


Officials have considered the option of WG commissioning an external review 


instead of the health board but felt the health board report did not identify significant 


safety concerns, we were concerned it could undermine the Board’s position and 


escalate the issue disproportionally. We are of the view that whilst there have been 


some issues in relation to the running of the service during the first year, partly due 


to staff leaving, the health board was correct in looking to develop a more 


centralised model in line with the vascular society guidelines. It is suggested that 


policy officials but arrangements in place to regularly monitor the health boards 


progress implementing the recommendations. 


 


In the draft board paper the health board also note ‘the vascular network has 


demonstrated strong clinical leadership and a proactive approach in response to the 


coronavirus pandemic; developing and implementing a joint vascular surgery and vascular 


imaging COVID-19 pathway in line with national guidance to ensure continuity of the 


service.’ 


 


North Wales CHC report 
North Wales CHC believe the entire vascular service now being delivered in BCUHC is 


different to that which was consulted on and agreed in many key aspects including 


pathways and patient flows. North Wales CHC also report receiving many letters and 


emails from concerns patients and staff on a range of issues. The CHC took a decision to 







hold 15 engagement events across North Wales to discuss people’s experiences and 


concerns. The events were attended by 200 people, plus they also received an additional 


75 letters, emails or telephone messages. 


 


The compliments the CHC highlight appear to mainly relate to the limb service previously 


provided within Bangor. 


 


The CHC highlights concerns that staff who raised issues had been subject to disciplinary 


procedures and felt unable to used BCUHB whistle blowing procedures. They make a 


suggestion that CHC should be included as a named body in the BCUHB whistle blowing 


policy to help restore staff confidence. 


 


The CHC state they heard of poor experiences at the service in Ysbyty Glan Clwyd (YGC) 


and highlight the record of some surgeons, which you have previously been briefed about. 


They raise concerns about the health board failing to provide data to prove better 


outcomes. 


 


Concerns were also expressed that BCUHB had not listened to concerns about travel from 


the West when making the service change decision. 


 


The CHC express the view that the health board should have re-engaged with staff and 


patients, prior to the move to the new service, regarding the proposed changes this would 


have led to very different proposals and the implementation of the change would have 


been, in consequence, successful. 


 


The CHC state during their engagement events they consistently heard that patients are 


fearful of using the new service and have no confidence that their care will be safe and 


timely. Patients want reassurance about the performance and outcomes of the revised 


service and so far the health board has not provided this. 


 


They highlight on a positive note, no one felt the concept of a centre of excellence was 


unsound. They felt the problems had been related to the setting up and the deleterious 


effect on existing highly valued services. They say they have consistently heard the health 


board should address the limb salvage service and its primary/community links and the 


documented concerns of patients and staff in relation to the YGC service. 


 


Suggested lines to take: 


• We are pleased the health board have undertaken a review of the vascular 
network service, established in April 2019, and we note the 
recommendations. The Welsh Government will monitor the actions being 
taken by the health board to implement the report’s recommendations. 
 


• Whilst the report clearly identifies there is more work to do to ensure the 
service is properly embedded and its population has full confidence, this 
report is an important step forward. 
 


• Betsi Cadwaladr University Health Board have taken the issues raised by the 
CHC seriously and will respond to concerns raised in the report. The health 
board will continue to engage with the CHC regularly on this issue.  
 







• The health board have confirmed they have not refused to supply any data 
requested by the CHC’s. They were asked to compile a complex set of data 
which took time to gather.  
 


• We expect the health board to have appropriate referral pathways in place so 
that all patients, including those who have had a limb amputated, can access 
appropriate treatment and support. 
 


• The recruitment of consultants and other to staff vascular services is a matter 
for the health board. I would expect it to follow all appropriate processes.  


 


Many thanks 


 
REDACTED 
 
REDACTED 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED (HSS-DPH-Population Healthcare)  
Sent: 21 February 2020 12:09 
To: PS Minister Health & Social Services REDACTED> 
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Chief Medical 
Officer) REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS-DPH-
Population Healthcare) REDACTED; REDACTED(HSS - Communications) REDACTED; REDACTED(HSS - 
Mental Health, NHS Governance & Corporate Se REDACTED; Calnan, Dean (HSS - Government and 
Corporate Business Team) <REDACTED; REDACTED(OFM - Special Adviser) REDACTED; REDACTED; 
REDACTED; REDACTED(HSS - Government Business Team) REDACTED; REDACTED(HSS - 
Communications) REDACTED; PS FirstMinister ;REDACTED; REDACTED(HSS-DPH-Population 
Healthcare) REDACTED; REDACTED(HSS - Government Business Team) REDACTED>; REDACTED(HSS - 
Government and Corporate Business Team) REDACTED; REDACTED(OFM - Communications) 
REDACTED 
Subject: RE: Informal Briefing: Vascular services in BCU - update 
 


You may be aware of press coverage this week (https://www.bbc.co.uk/news/uk-
wales-51536377) in relation to vascular services in BCU and the publication of by 
North Wales CHC of an interim report on their engagement in relation to the service, 
a copy of the report is attached for information. There have been further calls on 
social media for independent review and/or judicial review. 
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https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.bbc.co.uk%2Fnews%2Fuk-wales-51536377&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246469582%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=0v6RfUQ%2BxJso9mW9FxTV8uQlmA5QnfDhSAsAl5%2F89wU%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.bbc.co.uk%2Fnews%2Fuk-wales-51536377&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246469582%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=0v6RfUQ%2BxJso9mW9FxTV8uQlmA5QnfDhSAsAl5%2F89wU%3D&reserved=0





The local CHC published an interim report on their recent engagement events in 
relation to the reorganisation of vascular services in North Wales. Concerns 
expressed include lower limb salvage, loss of key consultant staff, no improvement 
in outcomes, increased number of complaints/serious incidents, number of cases 
being transferred significantly above predicted levels, withdrawal of trainees by 
deanery and lack of trained nursing staff. They also made reference to the 
backgrounds of two of the surgeons. The report concludes that the patients had no 
confidence that their care in Glan Clwyd will be safe and timely. There have also 
been press reports/social media activity about people not being appropriately 
referred to artificial limb services following amputation. 
 
We understand that the interim chief executive, medical and nurse directors of the 
health board have met with the CHC on 14 February to discuss the contents of the 
report. The CHC are still planning further engagement events are expecting to 
published a final report in the next couple of months. The health board will ensure 
that all concerns raised by the CHC are fully understood and that any service 
improvements necessary will be made. 


 
The health board have confirmed they have not refused to supply any data 
requested as part of the CHC’s review. They have been asked to compile a complex 
set of data which they are in the process of gathering. This will be supplied to the 
CHC as soon as possible. 


We have asked BCU for further assurance in relation to the issues raised within the 
report and will provide further briefing once this has been received, if required. 
 
Updated lines to take: 


• It's too early to draw conclusions on the performance of the service, given there 


has not yet been had a full year operating under the new service model. 


However, the health board are confident that the evidence of improved 


governance and multi-disciplinary working will lead to improved outcomes for 


patients. 


• Betsi Cadwaladr University Health Board is currently undertaking a review of the 


vascular network service, established in April 2019, it is anticipated that the report 


will be discussed at their board meeting at the end of March. 


• The health board have confirmed they have not refused to supply any data 


requested as part of the CHC’s review. They have been asked to compile a 


complex set of data which they are in the process of gathering. This will be 


supplied to the CHC as soon as possible. 


• Betsi Cadwalladr University Health Board have taken the issues raised by the 


CHC seriously and will respond to the concerns raised in the interim report. They 







will ensure that all concerns raised by the CHC are fully understood and that any 


service improvements necessary will be made. 


• We note the publication of the interim report from the CHC. The health board met 


with the CHC on 14 February and has  undertaken to feed this feedback into a 


review of the service which is currently being undertaken.  


• We expect the health board to have appropriate referral pathways in place so that 


all patients, including those who have had a limb amputated, can access 


appropriate treatment and support. 


• The recruitment of consultants and other to staff vascular services is a matter for 


the health board. I would expect it to follow all appropriate processes.  


 
Many thanks 
 
REDACTED 
 
REDACTED 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED(HSS-DPH-Population Healthcare)  
Sent: 13 January 2020 12:00 
To: PS Minister Health & Social Services REDACTED> 
Cc: Goodall, Andrew (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Chief 
Medical Officer) REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; 
REDACTED(HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS - 
Communications);REDACTED; REDACTED (HSS - Mental Health, NHS Governance & Corporate Se 
REDACTED; REDACTED(HSS - Government and Corporate Business Team);REDACTED>; 
REDACTED(OFM - Special Adviser) REDACTED; HSS - Comms REDACTED; REDACTED; REDACTED(HSS - 
Government Business Team) REDACTED; REDACTED(HSS-DPH-Population Healthcare) ;REDACTED; 
REDACTED(HSS - Communications) REDACTED 
Subject: RE: Informal Briefing: Accusations about vascular surgeons in BCUHB - update 
 


Further to the update I provided to you last week, I committed to sending you a 
further update one we had received the responses from BCU to your letter and also 
the freedom of information requests. 
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In the responses received BCU confirm the following: 


• job plans has been reconfigured to enable the consultant staff to be available 


to support emergency work during normal working hours, ward rounds every 


day, and a non-resident out of hours on call.  


• they continue to deliver routine non-complex vascular care locally with 


outpatient consultations, investigations, diagnostic procedures, renal dialysis 


access surgery, varicose vein treatments and day case undertaken at all three 


acute sites. 


• they have recruited seven vascular consultants since moving forward with the 


change in service, with a total complement of eight consultants, and now have 


a sustainable on-call rota.  


• they have also successfully recruited an interventional radiologist, junior 


doctors, advanced nurse practitioner, MDT co-ordinator, ward manager and 


deputy ward managers and ward nursing and allied health professional staff. 


• over the first eight months of operation of the new service model, 185 major 


arterial surgical procedures have been performed in the central site which is 


consistent with the planning model which anticipated 280 such procedures per 


year. 


• full service review will be completed by March 2020. It will include feedback 


from executive meetings with the clinical team, CHC engagement events, 


external specialist expert clinical advice, refer to new national data sources 


and address the recently reported HIW concerns.  


• to-date, no serious incidents relating to the centralisation of vascular services 


have been reported. However, incidents in relation to clinical pathways and 


delays in transfer have been reported and actions taken. More comprehensive 


actions will be agreed as part of the service review to ensure any additional 


resources are identified and wider system learning can be achieved. 


• recent quality assurance visit from the Public Health Wales Welsh Abdominal 


Aortic Aneurysm Screening Programme team in November 2019 provided 


positive feedback regarding the significant progress made in the implementing 


a safe, sustainable service. 


• they were made aware of the allegations against one of the surgeons all 


information was shared with the Clinical Director, Executive Medical Director 


and panel prior to appointment, including the GMC outcome. 


• In relation to the recent conviction of another surgeon they confirmed cases of 


this nature would be subject to review under the Upholding Professional 


Standards Wales procedure. 


• There has been one occasion since April 2019 when the vascular on-call 


team have been called to attend to a patient in Ysbyty Gwynedd, however the 


vascular surgeon who was onsite already in Ysbyty Gwynedd responded to 


the request and therefore no travel was required. There is regular vascular 


consultant presence in the working week at Ysbyty Gwynedd. 


• There have been no occasions when the vascular team has been unavailable 


to attend Ysbyty Gwynedd. 


We will continue to monitor the situation and will provide further briefing once the 
health board review has been completed. 
 







Many thanks 
 
REDACTED 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED (HSS-DPH-Population Healthcare)  
Sent: 08 January 2020 18:45 
To: PS Minister Health & Social Services REDACTED > 
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) < REDACTED; REDACTED (HSS - Chief Medical 
Officer) REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS-DPH-
Population Healthcare) REDACTED; REDACTED(HSS - Communications);REDACTED; REDACTED (HSS - 
Mental Health, NHS Governance & Corporate Se REDACTED; REDACTED(HSS - Government and 
Corporate Business Team);REDACTED>; REDACTED(OFM - Special Adviser) REDACTED; HSS - Comms 
REDACTED; REDACTED ;REDACTED; REDACTED(HSS - Government Business Team) REDACTED; 
REDACTED(HSS-DPH-Population Healthcare) ;REDACTED; REDACTED(HSS - Communications) 
REDACTED 
 
Subject: RE: Informal Briefing: Accusations about vascular surgeons in BCUHB - update 
 


You may be aware that your ministerial twitter account has been tagged into a 
number of tweets in relation to the vascular service in North Wales. Betsi Cadwaladr 
health board have also been tagged in as have Plaid Cymru and we understand 
BCU have received press queries from the BBC. 
 
https://twitter.com/SaveOurVascula2/status/1214623283511005189 
 
We learnt today that the GMC has suspended from the register/practice, pending 
investigation, one of the consultants against whom the accusations were made. We 
understand he failed to declare that he was under investigation and subsequently 
convicted of a criminal offence and an internal disciplinary process is also taking 
place in Betsi Cadwaladr. 
 
As we have previously advised there is ongoing public concerns about the vascular 
service and accusations made in relation to two of the consultants which we have 
previously advised you of. You may also remember that the CHC has previously 
written to you calling for an independent review of the service. CHC have 
subsequently taken a decision to hold a series of public meetings with two events 
held so far and a further nine planned 
(http://www.wales.nhs.uk/sitesplus/900/page/100015) for staff, patients, carers and 
families to discuss specific issues concerning their experiences of Vascular Services 
across North Wales. 
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https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ftwitter.com%2FSaveOurVascula2%2Fstatus%2F1214623283511005189&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246469582%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=E83Ip%2FwAuyynHMgG2p8s2VVRej57ykAXbXkBBlucSJo%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.wales.nhs.uk%2Fsitesplus%2F900%2Fpage%2F100015&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246469582%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=GwBGZiqltkvDONO%2BclM097IBch7QvAVZX3Z%2FJYYBEc8%3D&reserved=0





 
You are still awaiting a response to your letter of 13 November to the chair of the 
health board seeking a number of clarifications, this has been chased, and in relation 
to the FOI which originally alerted us to the issue, a draft response is now with the 
Chair and Chief Executive for consideration so we expect this to be issued shortly, 
albeit, response should have been issued by the end of October. 
 
We have a number of concerns relating to the handling of this within BCU and are in 
the process of drafting a letter for REDACTED to send to REDACTED. 
 
We will provide further briefing on this once we are in receipt on the responses from 
Betsi Cadwaladr UHB. In the meantime if approached about this issue we would 
suggest the following lines are used: 
 


• We are unable to comment on any employment related issue as these are 


matters for the health board concerned.  


• We continue to seek assurances from the health board about vascular 


services and await the outcome of the review. 


• We understand the health board received an update on the service at its 
board meeting on 7 November and is currently undertaking a review of the 
service which will be complete by March 2020. 


 
Many Thanks 
 
REDACTED 
 
REDACTED 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED  
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: PS Minister Health & Social Services REDACTED  
Sent: 13 November 2019 18:20 
To: REDACTED (HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS - Communications) 
REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; PS Minister Health & Social 
Services  
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Chief Medical 
Officer) REDACTED; REDACTED (HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS-DPH-
Population Healthcare) <REDACTED; REDACTED(HSS - Communications) REDACTED; REDACTED(HSS - 
Mental Health, NHS Governance & Corporate Se REDACTED; REDACTED(HSS - Government and 
Corporate Business Team) REDACTED; REDACTED(OFM - Special Adviser) REDACTED 
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; Atherton, Frank (HSS - Chief 
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Medical Officer) REDACTED; REDACTED (HSS-DPH-Population Healthcare) REDACTED; 
REDACTED(HSS-DPH-Population Healthcare) <REDACTED; REDACTED(HSS - Communications) 
REDACTED; REDACTED(HSS - Mental Health, NHS Governance & Corporate Se REDACTED; 
REDACTED(HSS - Government and Corporate Business Team) REDACTED; REDACTED(OFM - Special 
Adviser) REDACTED 
Subject: RE: Informal Briefing: Accusations about vascular surgeons in BCUHB 
 


Thanks REDACTED, REDACTED,  


 
The Minister has cleared the letter and I will issue today.  
 
Regards, 
 
REDACTED 
 
From: REDACTED (HSS-DPH-Population Healthcare) REDACTED  
Sent: 07 November 2019 09:43 
To: REDACTED (HSS - Communications) REDACTED; REDACTED (HSS-DPH-Population Healthcare) 
REDACTED; PS Minister Health & Social Services REDACTED > 
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Chief Medical 
Officer) REDACTED; REDACTED (HSS-DPH-Population Healthcare) REDACTED; REDACTED(HSS-DPH-
Population Healthcare) <REDACTED; REDACTED(HSS - Communications) REDACTED; REDACTED(HSS - 
Mental Health, NHS Governance & Corporate Se REDACTED; REDACTED(HSS - Government and 
Corporate Business Team) REDACTED; REDACTED(OFM - Special Adviser) REDACTED 
Subject: RE: Informal Briefing: Accusations about vascular surgeons in BCUHB 
 


Link was recently updated by BCUHB. 
 
https://bcuhb.nhs.wales/about-us/health-board-meetings-and-members/health-
board-meetings/health-board-meetings/agenda-bundle-board-7-11-19-public-v2-0/  
 
Thanks 
 
REDACTED  


 
REDACTED  


Tîm Polisi Gofal Iechyd Seiliedig ar Werth/Value Based Healthcare Policy Team 
Ffôn/Tel: REDACTED 


 
From: REDACTED (HSS - Communications) REDACTED  
Sent: 07 November 2019 09:17 
To: REDACTED(HSS-DPH-Population Healthcare) REDACTED; PS Minister Health & Social Services 
REDACTED> 
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; Atherton, Frank (HSS - Chief 
Medical Officer) REDACTED; REDACTED (HSS-DPH-Population Healthcare) REDACTED; 
REDACTED(HSS-DPH-Population Healthcare) <REDACTED; REDACTED(HSS - Communications) 
REDACTED; REDACTED(HSS - Mental Health, NHS Governance & Corporate Se REDACTED; 
REDACTED(HSS - Government and Corporate Business Team) REDACTED; REDACTED(OFM - Special 
Adviser) REDACTED 
Subject: RE: Informal Briefing: Accusations about vascular surgeons in BCUHB 
 



https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fabout-us%2Fhealth-board-meetings-and-members%2Fhealth-board-meetings%2Fhealth-board-meetings%2Fagenda-bundle-board-7-11-19-public-v2-0%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=hTkVHyhac7KO4FWWQSmwQlBX98lW1%2FD8MBPpZ%2F7tUz4%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fabout-us%2Fhealth-board-meetings-and-members%2Fhealth-board-meetings%2Fhealth-board-meetings%2Fagenda-bundle-board-7-11-19-public-v2-0%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=hTkVHyhac7KO4FWWQSmwQlBX98lW1%2FD8MBPpZ%2F7tUz4%3D&reserved=0





Thanks REDACTED, just tried the link and it’s not working. 
 
From: REDACTED (HSS-DPH-Population Healthcare) REDACTED 
Sent: 06 November 2019 15:28 
To: PS Minister Health & Social Services REDACTED 
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Chief Medical 
Officer) REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; REDACTED (HSS-DPH-
Population Healthcare) REDACTED; REDACTED(HSS - Communications) REDACTED; REDACTED(HSS - 
Mental Health, NHS Governance & Corporate Se ;REDACTED; REDACTED (HSS-DPH-Population 
Healthcare) REDACTED; REDACTED(HSS - Government and Corporate Business Team) REDACTED; 
REDACTED(OFM - Special Adviser) REDACTED; REDACTED(HSS - Communications) REDACTED> 
Subject: FW: Informal Briefing: Accusations about vascular surgeons in BCUHB 
 


I thought it would be helpful to provide you with an update on vascular surgery. BCU 
have as yet not responded to the FOI but we are continuing to chase them for sight 
of the response once it has been sent. 
 
However, a paper is being taken to their board meeting on 7 November. Below is a 
summary of the key points from the paper (which can be found at page 567) of the 
board papers link attached for reference: 
https://bcuhb.nhs.wales/about-us/health-board-meetings-and-members/health-
board-meetings/health-board-meetings/agenda-bundle-board-7-11-19-public-v1-0/ 
 
The report to the board meeting on 7 November focuses on the incidents reported 
and new risks since the centralised vascular service was established in April 2019.  
 
To date, no serious incidents relating to the centralisation of vascular services have 
been reported. However, incidents in relation to clinical pathways and delays in 
transfer have been reported and actions taken. 
 
The analysis so far indicates that incident reporting has increased, compared to the 
same period last year, most incidents have resulted in negligible harm, and those 
incidents that have resulted in harm do not appear to be related to the service 
centralisation. There were 291 datix incidents reported across the service between 
April - September 2019. Of these there were 3 major incidents. The issues relate to: 


• A fall on the vascular ward (Ysbyty Glan Clwyd) 


• A patient who self-presented at Ysbyty Glan Clwyd with signs of acute limb 
ischaemia and there was a delay in alerting the surgical/vascular team 


• The transfer of a patient who presented with limb ischaemia to Wrexham 
Maelor Hospital who was found to have metastatic cancer 


 
At this point in time it is not possible to interpret changes in mortality rates because 
there is significant monthly variation and relatively very small numbers, but the crude 
mortality rate remains the same. 
 
The vascular network has reviewed the service performance and identified risks, 
summarised below. All of the risks are being reviewed as part of the service review 
and any new actions will be identified and completed following the review. 


• Alignment of vascular inpatient beds 


• General surgery staffing to cover out of hours and weekends for vascular 



https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fabout-us%2Fhealth-board-meetings-and-members%2Fhealth-board-meetings%2Fhealth-board-meetings%2Fagenda-bundle-board-7-11-19-public-v1-0%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=EjBlrkaZvqyZ%2FSeSMN9frip0lDmKrX%2F%2FWRsw4EQV5So%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbcuhb.nhs.wales%2Fabout-us%2Fhealth-board-meetings-and-members%2Fhealth-board-meetings%2Fhealth-board-meetings%2Fagenda-bundle-board-7-11-19-public-v1-0%2F&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=EjBlrkaZvqyZ%2FSeSMN9frip0lDmKrX%2F%2FWRsw4EQV5So%3D&reserved=0





• Waiting times for Renal Access Surgery 


• Junior doctor cover for the vascular service in hours 


• Delivering effective theatre utilisation 


• Delivering referral to treatment times 


• Clarity on the pathway and clear communication across sites 


• Impact of cover colleague on the service 


• Repatriating patients and clarity of the pathways for accessing beds in 
peripheral hospitals 


• Cancellation of vascular cases requiring HDU / ITU beds 


• Vascular consultant on call rota cover 
 
The service review is ongoing and further detailed analysis will be undertaken as 
part of that review over the next few months. Additional clinical assurance will also 
sought from a series of clinical summits within the heath board over the next three 
months to enable a ‘deep dive’ into the clinical service and allow the clinical teams to 
discuss the quality and safety of their service with the executive team. 
 
We understand that HIW wrote to the health board on 29 October 2019 to share 
concerns they had had raised with them and have requested details about the 
service review and timescales, they have categorised their concerns into 
governance, service model, implementation, service delivery and patient outcomes. 
 
Finally, an external specialist clinical view will be obtained to help develop actions 
arising from the service review. It is expected that the additional work will ensure a 
comprehensive service review is completed and it will presented to the Health Board 
by March 2020. 
 
In light of the above, our ongoing concerns and your request below, please find 
attached a draft letter to the Chair to seek assurances about the service. 
 
Many thanks 
 
REDACTED 
 
REDACTED 
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - Tel: REDACTED 
e-bost - e-mail: REDACTED 
e-bost - e-mail: REDACTED 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: REDACTED (OFM - Cabinet Division) REDACTEDOn Behalf Of PS Minister Health & Social 
Services 
Sent: 10 October 2019 09:57 



mailto:PopulationHealthcare@gov.wales





To: REDACTED(HSS-DPH-Population Healthcare) REDACTED; PS Minister Health & Social Services 
REDACTED> 
Cc: Goodall, Andrew (HSS - DG - NHS Wales Chief Executive) REDACTED; REDACTED (HSS - Chief 
Medical Officer) REDACTED; REDACTED(HSS-DPH-Population Healthcare) REDACTED; 
REDACTED(HSS-DPH-Population Healthcare) REDACTED; REDACTED (HSS - Communications) 
REDACTED; REDACTED(HSS - Mental Health, NHS Governance & Corporate Se REDACTED; REDACTED 
(HSS-DPH-Population Healthcare) REDACTED; REDACTED (HSS - Government and Corporate Business 
Team) REDACTED> 
Subject: RE: Informal Briefing: Accusations about vascular surgeons in BCUHB 
 


Many thanks, REDACTED 
 
The Minister has noted the informal briefing and would welcome a draft letter to the 
Chair of BCUHB as offered. 
 
Grateful if you could provide an appropriate draft letter for the Minister to consider. 
 
Regards, 
 


 


REDACTED 
 


Ysgrifennydd Preifat / Private Secretary i / to Vaughan 
Gething AC/AM 
Y Gweinidog Iechyd a Gwasanaethau Cymdeithasol / Minister 
for Health and Social Services 
Llywodraeth Cymru / Welsh Government 
 


Ffon / Tel: REDACTED 
E-bost / E-mail: REDACTED 
 


 


 
From: REDACTED (HSS-DPH-Population Healthcare) REDACTED  
Sent: 08 October 2019 10:37 
To: PS Minister Health & Social Services REDACTED  
Cc: REDACTED (HSS - DG - NHS Wales Chief Executive) REDACTED ; REDACTED (HSS - Chief Medical 
Officer) REDACTED ; REDACTED  (HSS-DPH-Population Healthcare) REDACTED >; REDACTED (HSS-
DPH-Population Healthcare) REDACTED ; REDACTED (HSS - Communications) REDACTED ; REDACTED  
(HSS - Mental Health, NHS Governance & Corporate Se REDACTED ; REDACTED  (HSS-DPH-Population 
Healthcare) REDACTED ; REDACTED (HSS - Government and Corporate Business Team) REDACTED > 
Subject: Informal Briefing: Accusations about vascular surgeons in BCUHB 
Importance: High 
 


The Minister may wish to note the attached correspondence in advance of FMQs 
 
Minister was a copy recipient to the attached letter, as was Sian Gwenllian AM, we 
anticipate she may well raise the allegations in the letter during questions in the 
Senedd this afternoon. To date, this has not been picked up by the Welsh media we 
anticipate they may once BCUHB responds to the FOI, but there was some national 
media coverage of the accusations against two of the surgeons at the time. 
 







In essence the councillor objects to the reorganisation of the vascular services, is 
upset about the resignation of one of the surgeons, REDACTED and concerned 
about the quality of the new service. In her letter she makes a number of accusations 
about the newly appointed surgeons, that a number lack experience, but more 
detailed accusations about two in particular. One relating to a speeding offence in 
2018, where he was apparently convicted of perverting the course of justice, and the 
other relating to an investigation/GMC suspension into stalking and pornographic 
material in 2008. Attached below are links to two of the media stories for reference. 
https://www.dailymail.co.uk/news/article-1085751/Married-surgeon-suspended-
stalking-secretary.html 
 
https://www.roadsafetysupport.co.uk/news/vascular-surgeon-convicted-perverting-
course-justice-after-lying-about-speeding-offence 
 
The Minister may wish to write to the chair of BCUHB to seek assurances, should he 
wish to we will provide a draft letter for him. 
 
We are in contact with BCUHB to seek assurances and discuss their handling of 
these accusations. 
 
We have provided the following lines in the FM Hot Issues brief: 


• The provision of vascular services is a matter for Betsi Cadwaladr University 


Health Board.   


• Glan Clwyd Hospital has become the arterial centre for the north Wales vascular 
network and provides emergency, elective arterial surgery and complex 
endovascular interventions. The acute hospitals, Wrexham Maelor, Glan Clwyd 
and Ysbyty Gwynedd will continue to have a consultant surgeon presence and 
will provide clinics, non-complex interventions and rehabilitation.  


• Each year around 300 patients in north Wales require very complex vascular 


surgery - around 6 cases per week.  There is strong clinical evidence that these 


patients have the most successful results when their surgery is carried out by a 


team that does these operations regularly in a specialist vascular unit. This is why 


in 2013, following public consultation, the Board decided to work towards 


performing these complex operations at Glan Clwyd Hospital, rather than spread 


out across three sites. 


• The previous situation involved an alternating basis of care between Wrexham 
Maelor and Gwynedd hospitals, which was not acceptable in terms of service 
quality and safety.  


• It is important to stress that these complex cases account for only 20% of their 


vascular activity. 80% of patients will continue to receive their vascular care and 


surgery at their local hospitals - Ysbyty Gwynedd and Wrexham Maelor, as well 


as at Glan Clwyd. 


• The new arrangements will provide a modern network, as set out by the Vascular 
Society and reinforced by the Royal College of Surgeons, offering local vascular 
services, as well as the highest quality outcomes for the most complex surgery.  


• Three substantive Vascular Consultants commenced in April 2019. They are 


supported by the recruitment of two NHS locums, with one due to start end of 


October and one who commenced in August 2019.  



https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dailymail.co.uk%2Fnews%2Farticle-1085751%2FMarried-surgeon-suspended-stalking-secretary.html&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=o3uHHxaovPbCYbE%2BivojO8ywWfX5NzY8j%2Fj6evucK%2Fc%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dailymail.co.uk%2Fnews%2Farticle-1085751%2FMarried-surgeon-suspended-stalking-secretary.html&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=o3uHHxaovPbCYbE%2BivojO8ywWfX5NzY8j%2Fj6evucK%2Fc%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.roadsafetysupport.co.uk%2Fnews%2Fvascular-surgeon-convicted-perverting-course-justice-after-lying-about-speeding-offence&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wCJUz4ZdSDqBkzt971mBnsh3VxPt4zAMdnbtcP82Z2E%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.roadsafetysupport.co.uk%2Fnews%2Fvascular-surgeon-convicted-perverting-course-justice-after-lying-about-speeding-offence&data=05%7C01%7COlivia.Shorrocks%40gov.wales%7Ccb429f94ee954761985108db3d0ae6ea%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638170889246625380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wCJUz4ZdSDqBkzt971mBnsh3VxPt4zAMdnbtcP82Z2E%3D&reserved=0





• The recruitment of consultants and other specialities to staff vascular services is 
a matter for the Health Board. I would expect it to follow all appropriate 
processes.  


 
Background: 
From 10 April 2019, Glan Clwyd Hospital became the 24/7 arterial centre for the 
north Wales vascular network and provides all emergency and elective arterial 
surgery and complex endovascular interventions. In order to support this, the Health 
Board has appointed clinical staff including extra surgeons, opened an additional 
ring-fenced arterial ward and, with Welsh Government support, installed a state of 
the art hybrid operating theatre. It previously ran from Ysbyty Gwynedd and 
Wrexham Maelor Hospital on an alternating basis. By locating the small number of 
emergency cases in one site, it means everyone has equal access to the best 
expertise, regardless of where in north Wales they live.  
 
The development follows guidance from, and is supported by, The Royal College of 
Surgeons, Vascular Society of Great Britain and Ireland, Welsh Abdominal Aortic 
Aneurysm Screening Programme, North Wales Community Health Council and 
North Wales LMC. 
 
Siân Gwenllian AM recently wrote to the Minister for Health and Social Services 
expressing concern about the resignation of one of the vascular consultants 
(REDACTED). Lately, the Minister was copied into a letter from a local councillor to 


Mark Polin OBE, Health Board Chair, outlining the correspondent’s concerns about 
the new service and allegations of improper consultant recruitment. This letter also 
requested a range of FOIs on subjects, including, but not limited to, staff recruitment, 
number of foot amputations, deaths and transfers, all focused around the new 
service.  
 
Happy to provide further information and a draft letter if required 
 
Thanks 
 
REDACTED  
 
REDACTED  
Tîm Polisi Gofal Iechyd Seiliedig ar Werth – Value Based Healthcare Policy Team 
Gofal Iechyd Poblogaethau – Population Healthcare 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Ffôn - REDACTED  
e-bost - e-mail: REDACTED  
e-bost - e-mail: PopulationHealthcare@gov.wales 
 
Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  


 
From: Correspondence mail - VG REDACTED  
Sent: 03 October 2019 08:57 



mailto:PopulationHealthcare@gov.wales





To: HSS - GBT - Correspondence & AQs/Gohebiaeth a CC REDACTED ; REDACTED  (HSS - Mental 
Health, NHS Governance & Corporate Se REDACTED  
Cc: Correspondence mail - VG REDACTED ; REDACTED (OFM - Special Adviser) REDACTED > 
Subject: FOR INFORMATION ONLY: Cllr Angela Russell re FOI Request iro Vascular Services and 
Surgeons at BCUHB 
 


Hi, please see attached copy correspondence for information. 
 
Thanks, 
 
 


 


REDACTED  
Ysgrifennydd Preifat Cynorthwyol / Assistant Private Secretary i / to Vaughan Gething AC/AM 
Y Gweinidog Iechyd a Gwasanaethau Cymdeithasol / Minister for Health and Social Services 
Llywodraeth Cymru / Welsh Government 
 


Ffon / Tel: REDACTED 


E-bost / E-mail: REDACTED 


 
 


 
 






