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Sefyllfa / Situation

This SBAR provides an update on implementation of the framework for determining the fragility
of a clinical service provided by Hywel Dda University Health Board (HDUHB). The Quality,
Safety and Experience Committee (QSEC) are asked to discuss the framework which measures
the criterion for assessing the fragility of services.

Cefndir /| Background

A paper to QSEC in June 2023 presented a definition of what is meant by fragility (in the context
of services delivered by HDUHB) together with a set of criterion/triggers that could be used to
enable the organisation to identify and prioritise services that are classified as fragile. The aim
was to articulate the level of risk each service holds so that the Board can be adequately sighted.

Underpinning this framework is the HDUHB Risk matrix.docx (sharepoint.com) and quality
management system (QMS) strategic framework  Quality Management  System
(sharepoint.com), also the Health and Social Care (Quality and Engagement) (Wales) Act 2020
and the Framework for Safe, Reliable, and Effective Care A Framework for Safe, Reliable, and
Effective Care | Institute for Healthcare Improvement (ihi.org).

In January 2024 the Deputy Chief Executive NHS Wales, as part of the work programme of the
clinical variation and service configuration workstream, and the implementation of the National
Clinical Framework, commissioned a national project of work aligned to the degree of fragility of
services across Wales and the opportunities for consolidation/regionalisation to aid service
sustainability.

The NHS Wales oversight and escalation framework, sets out the process by which Welsh
Government maintains oversight of NHS bodies and gains assurance across systems. It
describes the escalation, de-escalation and intervention process, the five levels of escalation
and the domains against which each Health Board will be assessed. Under the domain of
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https://nhswales365.sharepoint.com/:w:/r/sites/HDD_Corporate_Governance/_layouts/15/Doc.aspx?sourcedoc=%7BBEB331EF-AD97-4297-899E-8886A2AD4C61%7D&file=Risk%20matrix.docx&action=default&mobileredirect=true&CID=56EE7CBE-5CA0-4E5C-A3AB-9432D02BB30F&wdLOR=cC4E728B4-6CEF-426F-9D8B-57BEEBBD70A7
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-Management-System.aspx
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-Management-System.aspx
https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care
https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care

‘Fragile services’ there is a requirement to demonstrate there is an effective process to
recognise and respond to services that are at risk of becoming fragile.

In progressing this work consideration has also been the work of the HDUHB Clinical Services
Plan (CSP) Phase 1.

Asesiad / Assessment

In April 2024 the number of risks on the HDUHB risk Register citing fragility was 252 as
summarised in Table 1:

Table 1: Fragile services identified on the Risk Register

Fragile Services themed risk register summary Apr-24
Directorate level Service level Total
TOTAL NUMBER OF RISKS 84 168 252
34 32 66
HIGH (AMBER) RISKS (based on 'Current Risk Score’) 44 117 161
MODERATE (YELLOW) RISKS (based on ‘Current Risk Score’) 6 18 24
LOW (GREEN) RISKS (based on ‘Current Risk Score”) 0 1 1

In addition to the services currently included in the CSP i.e. Endoscopy, Critical Care,
Anaesthetics, Urology, Orthopaedics, Ophthalmology, Emergency General Surgery,
Dermatology and Radiology; the 10 risks with the highest risk scores have also been exported
from DATIX and are presented in Table 2.

Table 2: Top 10 risks citing Fragility of Service

Current
Date Risk Risk Level Risk Level
E R - _ e -_ . ‘
1528

USC: GGH 01082022 Risk of overspend against site buvgei due to increasing

n S n 0
operational pressures and costs F' 1ance inc. claims Sustainable Resources Committee

Operational Quality, Safety and

Risk of safe nursing staffing levels not being met due to
1692  Ceredigion 231062023 Experience Sub Commitiee

changes in contractual arrangements

~
>

Moderate  Safety - Patient, Staff or Public

Qperational Quality, Safety and

1 Women and Children: Midwifery and Risk of non-adherence to national guidance on
1557 0510912022 Experience Sub Committee

Maternity ultrasound scanning requirements during pregnancy

~
>

Moderate  Safety - Patient, Staff or Public

1517 Therapies and Health Science: 3110872022 Risk of patient harm due to lack of workforce resulting in
Physiotherapy 0 escalating routine Physiotherapy waiting times

Operational Quality, Safety and
Experience Sub Committee

~
>

Moderate  Quality/Complaints/Audit

Qperational Quality, Safety and

ek of av " N Rtk A
1082 Scheduled Care: Trauma 01/092020 Risk of avoidable patient harm due to a lack of Major Exverience Sub Conmites

Trauma weekend theatre sessions, GGH

[
(=3

Moderate  Safety - Patient, Staff or Public

Operational Quality, Safety and
Experience Sub Committee

T T Operational Quality, Safety and
- Quality/Complaints/Audit Experience Sub Committee

1661 Therapies and Health Science: 1810572023 Risk of waiting time breaches due to demand for adult

Dietetics and Nutrition weight management services outstripping capacity Moderate  Quality/Complaints/Audt

1576  Scheduled Care: ENT 05/0012022 g::ctgact;rltee'ndoscopclarfngea: biopsy for head and

>

. — ate Inability to deliver intravenous analgesia to surgical and e " : Operational Quality, Safety and
1522 Scheduled Care: Pain 21102022 o) ima natients across the Health Board 16 Moderate  Safety - Patient, Staff or Public £ oon o &b Committee
1404 1 . 7 Risk of slips, falls and injury due to leaking roof in Red a i i 1 Operational Quality, Safety and
1401 Scheduled Care: OPD 2710472022 Conservatory Main Entrance. BGH - 16 Safety - Patient, Staff or Public £/ oion~a Sub Committee

Operational Quality, Safety and

834 USC: Pathology 06/0212020 Service resilience within the Clinical Haematology sub Y ey oy

specialty

>

Moderate  Safety - Patient, Staff or Public

>

To identify and prioritise services that are classified as fragile the methodology presented to
QSEC in June 2023 built on the traditional risk management (5x5 risk matrix: likelihood x impact)
approach. The criterion/triggers included in the methodology were identified/themed following a
thorough review of the existing risks in DATIX citing fragility of service as illustrated in Table 2.
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Table 2: Criterion/Triggers contributing to fragile services:

_ —

*  Imminency of service cessation. NB: Will need to consider immediacy versus an impact that is already happening, compared to
something which we predict may happen 3 months down the line / 6 months down the line etc.

Workforce challenges (recruitment, retention, roster stability, reliance on temporary staffing, skill mix, wellbeing).

Environmental factors (accommodation, estate, equipment, rurality, capital resource)

1-5
. Demand / Capacity (system waits) 1-5

A small working group tested the triggers/criterion in Diabetes, Endoscopy and Ophthalmology.

Example: Risk 1609: Medical Diabetes Service at Withybush General Hospital (risk score of 20)
was reviewed with the Diabetes Team and additional trigger/criterion scored = 14. Total risk score
of 30.

Risk Title Service Risk Imminency | Workfor | Environm | Finance Demand Overall

Score of ce ent

cessation

Score

1609

Risk
avoidable

for

USC;
Diabetes

1

&

3

N

30

harm due to
fragile
Medical
Diabetes
Service at
Withybush
Hospital

The purpose of the tiggers/criterion, in addition to the risk score, was to facilitate prioritisation of
risks and enable teams to develop a shared vision of the risks that exist, and to inform the
controls/mitigating actions thus building on traditional risk management approaches. However,
since the presentation in June 2023, a further review of the literature has identified criterion
taken from the work of Rafa Bengoa relating to reconfiguration of services which is being
adopted in Northern Ireland and now reflected in the National Clinical Framework as criterion
by which by which services may be identified as ‘fragile’ and potentially being stabilised by
reconfiguration Transformation Programme | Department of Health (health-ni.gov.uk). As
follows:

One or more of the following criterion can be demonstrated:

Criterion 1: There is evidence that the outcomes for people are significantly below
comparator providers or there are significant patient safety concerns.

Criterion 2: There is no viable prospect of the service meeting professional standards
and/or recommended minimum volumes of activity to maintain high standards of care.

Criterion 3: The workforce required to safely and sustainably deliver the service is not
available because it cannot be recruited, developed, or retained - or can only be
delivered by a dependency on agency or locum staff.

Criterion 4: There is professional consensus on the merits of reconfiguring services to
deliver an enhanced pathway or a new service model.
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https://www.health-ni.gov.uk/topics/transformation-programme

Criterion 5: There is significant public support or democratic mandate to change a
service model.

Thus, the group is currently reflecting on the requirement for scoring the additional
triggers/criterion and instead developing and implementing a flow chart for fragile services as
illustrated in Appendix 1. This approach will enable inclusion of other governance processes,
including external reviews, Directorate Improving Together sessions and performance reports to
identify services that may not yet be captured via the Risk Register on DATIX. It also utilises a
combination of criterion developed from the Rafa Bengoa work and the themed analysis of the
HDUHB Risk Register and sets out 5 criterion under the headings of Quality, Safety, Patient
Experience and Performance, Workforce and Culture, Environmental and Financial Stability.

To support Steps 2 and 3 of the flow chart, the HDUHB Patient Safety Leadership Team
(PSLT), created as part of the Safer Care Collaborative, is working with the teams listed in
Table 2 to complete a self-assessment of Culture and Learning Systems utilising the
Framework for Safe Reliable and Effective Care as illustrated in Figure 1. This self-
assessment will inform where the organisation invests time, skills, and funds to empower at-
risk services, helping them to better absorb challenges, or adapt/transform so that they can
effectively mitigate risks.

Figure 1: Framework for Safe Reliable and Effective Care (FSREC)

Next Steps:

* PSLT to work with Teams to conduct Self-
Assessment

* Feed into Phase 2 of the CSP process

Leadership

Transparency

Reliability Continuous
Improvemen Learning

&

Measurement

Thus, developing:

e ashared view of the risk faced.

e an understanding of the broader system.

e an analysis of how the risk landscape affects the key components of the well-being
system, which components are resilient, which are not, and why.

e a shared understanding of team dynamics, and the level of psychological safety,
accountability, teamwork and communication and leadership capacity that exists to
determine how this helps or hinders people’s ability to absorb, adapt or transform (Figure
2)

e a shared vision of what needs to be done to boost resilience in the system, and how to
integrate these aspects into policies, strategies, and development efforts at every layer of
the organisation.
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Figure 2: Example of Self-Assessment against FSREC
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Early feedback from the PSLT members supporting each risk indicate that the process is
enabling teams to consider more effective mitigation e.g.:

e 1609: Risk of avoidable harm due to fragile Medical Diabetes Service at Withybush
Hospital: Recent recruitment has reduced the Risk Score to 16 and the team are currenity
drafting a new risk.

e 1557: Risk of non-adherence to national guidance on ultrasound scanning requirements
during pregnancy: The team are considering demand management opportunities by
reviewing “Grow 2.0 and the pathway for low gestational age” to further mitigate this
risk. A presentation is planned for QSEC in August 2024.

By adopting this approach, the HDUHB will be better placed to demonstrate that there is an
effective process to recognise and respond to services that are at risk of becoming fragile and,
through robust articulation of risks, inform future phases of the CSP.

Argymbhelliad / Recommendation

QSEC is asked to discuss the work that has progressed in relation to fragile services and
consider whether the revised methodology represents an effective process to recognise and
respond to services deemed at risk of being or becoming fragile. Also, to consider whether the
process has the ability to influence organisational culture and learning systems and improve risk
mitigation.

Objectives: (must be completed)
Committee ToR Reference:
Cyfeirnod Cylch Gorchwyl y Pwyligor:
Cyfeirnod Cofrestr Risg Datix a Sgor | As identified in the body of the paper
Cyfredol:
Datix Risk Register Reference and
Score:

Parthau Ansawdd: 7. All apply
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6. All Apply

All Strategic Objectives are applicable

6a Clinical services plan

2c Workforce and OD strategy

3a Transforming Urgent and Emergency Care
programme

5b Research and innovation

2. Develop a skilled and flexible workforce to meet the
changing needs of the modern NHS

5. Offer a diverse range of employment opportunities
which support people to fulfill their potential

8. Transform our communities through collaboration with
people, communities and partners

6. Contribute to global well-being through developing
international networks and sharing of expertise

Gwybodaeth Ychwanegol:

Further Information:

A Framework for Safe, Reliable, and Effective Care |
Institute for Healthcare Improvement (ihi.org).

Quality Management System (sharepoint.com)

Contained within the body of the report.

Contained within the body of the report.

Not Applicable

Contained within the body of the report.
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https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx
https://hduhb.nhs.wales/about-us/governance-arrangements/the-well-being-of-future-generations-wales-act/well-being-of-future-generations-act-links-and-documents/wfga-annual-report-2021-22/
https://hduhb.nhs.wales/about-us/governance-arrangements/the-well-being-of-future-generations-wales-act/well-being-of-future-generations-act-links-and-documents/wfga-annual-report-2021-22/
https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care
https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-Management-System.aspx

Not Applicable

Contained within the body of the report.

Not Applicable

Contained within the body of the report.
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Flowchart for Fragile Services

Risk register

Step 5:
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External through DITS
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Service Clinical
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Performance
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retention
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retention
support

Capital /
estates priority

Criterion 1: Quality and safety - there is evidence that the outcomes for patients are signficantly below comparator providers; or there are significant patient safety concerns; or service does
not meet minimum volumes of activity to maintain high standards

Criterion 2: Patient experience and performance - there is no viable prospect of the service meeting professional standards, including delivery of timely services
Criterion 3: Workforce and culture - the workforce required to safely and sustainably deliver the service is not available because it cannot be recruited, developed, or retained - or can only be
delivered by a dependency on agency or locum staff

Criterion 4: Environmental - the equipment and estate is not fit for purpose or at risk of imminent failure

Criterion 5: Finanical sustainability - the service operates at significantly higher costs than comparator providers






