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	Summary of Quality and Safety issues since last report to the Committee 
(Reporting period: 1st October – 31st December 2023 )

	
Serious Incident Position 

The reporting of Serious Incidents within the Mental Health and Learning Disabilities Service Group via DATIX is initially inputted by the Service Group staff when alerted of the incident (death). However for the majority of cases the Service Group and alerted via the Coroner. This process can cause a variation in the numbers reported per month. We have seen this particularly of late and have reported across July, August and September a trend of a lower number of reported deaths. However in October the Coroner’s office have alerted the Service Group on a number of cases where cause of death had been recently identified There were 27 reported in October, which is a significant increase however the dates of death are spread across this whole reporting period.  

	
	OCT
	NOV
	DEC

	Adult Mental Health 
	13
	2
	0

	Older Peoples MH 
	2
	0
	0

	CDAT
	5
	2
	1

	LD
	6
	5
	1

	Prison
	1
	0
	0

	TOTAL 
	27
	7
	2



This would therefore give an average of just under 12 deaths per month which is not outside of the usual trend or expected range for the Service Group of between 8 – 15 deaths usually reported on per month. 

Serious Incident Strategy meetings have been chaired by one of the Service Group Heads of Nursing throughout this period for all incidents resulting in significant harm or above. 

During this reporting period there were 26 strategy meetings held.
The purpose of the Strategy meeting is to ensure that:
· immediate risks are identified and resolved
· staff supports are put in place if needed 
· the type and level of review is identified 
· the scope and terms of reference of the review and necessary resources are clarified and prioritised

The current position for the Service Group can be viewed in the graph below: 



Overall Current Position 
At the end of December there were 6 cases overdue (as shown in red), however to note all of these cases have been subjected to a Strategy meeting, where any immediate risks have been identified and actioned. All are under investigation and are planning to be tabled for the Serious Incident Group for scrutiny and sign off by the Service Group. 

Inquests
During this reporting period the Service Group has faced a number of challenging inquests, however in all but one case in period the coroner has felt assured of the learning and improvements that the Service Group have presented. 
In period one Regulation 28 (prevention of future deaths order) has been issued to the HB in relation to the care of a patient with a learning disability at Morriston Hospital. Although most of the detail relating to this order were being responded to by Morriston Service Group, the areas of concern and issues relating to our Service Group also needed addressing. Work on the LD liaison service is ongoing. 











Complaints Position 
The current position for compliance against the 30 working day target is shown in the graph below.  
The Graph shows the number of complaints for the Service Group during this reporting period with complaint closed month in brackets: 



There are currently 20 complaints from the period that are overdue and have breached the 30-day response deadline. However in all of these cases the patient or the patient’s family have been contacted to discuss progress. Each overdue case has action points agreed as to how the complaint will be managed going forwards.  

Regular meetings take place with the lead complaints handlers within the divisions to ensure that all complaints are being resolved appropriately and there is an increase in the number of patients who are offered a face to face meeting to discuss the concerns. 

The Quality and Safety Team are currently working to improve the process by which assurance is provided that the complaint has been triaged and immediate risks are identified and actioned. In addition the identification of learning is being prioritised so that the Datix system has a fuller record of the learning identified in the complaints responses and a record of actions taken. 


	ID
	ISSUE
	INITIAL ACTION
	POSITION
	OUTCOME

	5108
	Concerns about discharge from outpatients
	Ombudsman investigation
	Actions to close
	1 action remains open

	4536
	Concern about discharge from secondary care
	Further information requested under investigation by ombudsman
	Awaiting outcome
	Waiting ombudsman outcome more notes requested

	16179
	Concern about outpatient appointment
	Information is already been shared
	Awaiting response
	Awaiting response

	14932
	Concerns with regards to mothers care from OPMHS whilst in a care home
	Renew complaint response to answer questions indicated by ombudsman
	Closed
	Response sent.

	16363
	Delays in receiving SI report
	Update the family on the report
	Closed
	Report sent and meeting held with family to discuss.

	14200
	Concern about discharge form learning disabilities services.
	Information sent
	closed
	Decision not to investigate

	6905
	Access to therapies and network supports
	Requested to meet patient and respond to her concerns
	Closed
	Resolved

	6539
	Concerns about Lithium clinic
	Actions identified
	Closed
	Actions completed

	4607
	Concerns about discharge from secondary care and transfer to alternate services.
	Ombudsman investigation
	Closed
	Actions completed

	18653
	Concerns over ongoing treatment
	Information sent to ombudsman
	Closed
	Decision not to investigate

	7458
	Concerns around the circumstances of his father’s fall
	Ombudsman investigation the concerns
	Closed.
	Actions completed

	CTM 9845
	Cwm Taff learning disabilities
	Ombudsman identified learning
	Actions needed to close
	1 action remains


Ombudsman referrals 


In period the Service Group has closed:
2 cases by completing the complaints process both in relation to the serious incident process
3 cases by providing additional information to the ombudsman preventing progression to a full investigation 
1 case by early resolution 

The Service Group have 1 open ombudsman investigations which are waiting for the required improvements to be completed so the evidence can be provided. 

Welsh Risk Pool cases
The Service Group have 1 Learning From Events Reports (LfER) case open, which is currently differed awaiting further information to be provided.   



	Challenges, Risks, Mitigation and Action being taken relating to Quality and Safety issues noted above (what, by when, by who and expected impact)
 

	Quality Assurance and Nurse Director Unannounced Reviews 
Quality assurance remains a key focus for the Service Group, and the MHLD Service Group Quality Assurance Framework sets out the infrastructure for monitoring, assurance and governance. Part of this framework sets out the role of the Nurse Director’s Unannounced Reviews. These reviews are co-ordinated by the Nurse Director’s office with a review team of clinicians, senior leaders and relevant specialists who carry out an unannounced review on a clinical area or team per month. 

18 reviews have been completed since April 2022. Findings and learning reports have been provided to the Directorate/Divisional leads in all areas reviewed and action plans produced. These are reported through and monitored by the Service Group Quality and Safety Committee.   
 
The table below shows the reviews that have been carried out during this reporting period:
	Date of Review 
	MHLD Division
	Directorate 
	Ward/Team
	Report provided/ sent

	30/10/23
	LD
	LD Swansea
	Neath CLDT
	

	20/11/23
	MH
	Adult 
	Clyne Ward 
	

	13/12/23
	LD
	
	Cancelled
	




External Reviews:

The most recent joint HIW/CIW visit to the Community Learning Disabilities Teams in the CTM directorate has been included. Positive feedback was received however awaiting the report to be shared. 
	Service
	Date of inspection
	Current status
	Actions remaining and dates
	Date for completion

	HIW/CIW: CLDTs within CTM area 
	13-15th February 2024
	Awaiting Report 
	
	

	HIW: Caswell Clinic 
Forensic Division 
	11th – 13th September 
	Accuracy Document and Improvement plan sent to HIW 
	Waiting for publication 
	Update presented to Q&S 

	HIW: Ward F 
	22nd to 24th May 2023
	Improvement plan accepted by HIW
	Actions to be monitored and updated bi-monthly by Q&S Committee 
	Update presented to Q&S 

	Tawe Clinic 
	March 2022
	Last updated December 2022
	Actions to be completed and closed
	Update presented to Q&S 

	HIW: Learning Disabilities: Bryn Afon 
	24th & 25th January 2023
	Improvement plan accepted by HIW
	Actions to be monitored and updated bi-monthly by Q&S Committee
	Update received September 2023
Next Due February 2024

	HIW: Learning Disabilities: Hafod Y Wennol 
	18th April 2023 
	Improvement plan accepted by HIW
	Actions to be monitored and updated bi-monthly by Q&S Committee
	Update received September 2023
Next Due February 2024

	HIW: Discharge report from Adult MH Wards 
	NA
	Action plan in progress  
	Actions to be monitored and updated bi-monthly by Q&S Committee
	Update received August 2023
Next Due March 2024




Implementation of Duty of Candour 

From April 2023 to December 2023 the Mental Health and Learning Disability Service Group has confirmed 9 incidents in Datix Cymru as having triggered the Duty of Candour regulation. 

Active Duty of Candour 
OPMHS 
5 Incidents are closed but DOC not completed regarding fractures and NOF fracture. There are also a further 2 incidents of DOC underway regarding fractured NOF & Pelvic Rami fracture.
Learning Disabilities 
2 Open Incidents with DOC not completed regarding an absconsion in which public video behaviours and a patient who had pressure area damage.
Forensic Services
1 incident triggered DOC which is Awaiting Closure

Actions are agreed to close all current DOC cases 
The Q&S Team meet with the directorates on a monthly basis to review complaints, these meetings now include all aspects of governance and quality and safety going forward i.e. Open Datix Cases, Complaints, Duty of Candour cases, Inquests and Court of Protection Cases.  

Summary
The Service group Quality and Safety Team are working with the directorates to address issues in relation to the investigation and management of Duty of Candour cases. The anecdotal evidence suggests that the process for notifying service users/relatives is being completed but the compliance of recording this on DATIX is not evident. 
From DATIX the following has been recorded: 
3 in-person notifications have been completed and recorded in Datix Cymru (18%)
1 written notification has been completed and recorded in Datix Cymru (6%)
11 incidents have been CLOSED without the Duty of Candour fields being fully completed within Datix Cymru. 
1 incident is under investigation.

The Quality and Safety Team are meeting with the directorates on a monthly basis to explore Governance in general, this includes concerns, complaints, and incidents and have now added Duty of Candour to this, in order to monitor progress against the compliance of the regulation. 


	Progress Against Annual Plan Quality and Safety Priorities 2021/22 (as applicable)
Quality Priorities: reduction in healthcare acquired infections; improving end-of-life care; sepsis; suicide prevention; and reducing injurious falls.

	
Infection Prevention and Control 
· New Corporate Infection Prevention Control Lead identified for MHLD – Lisa Stone who will be linking in with our Quality Assurance Reviews
· IPC risk remains low within the Service Group, with no reported Health Care Acquired Infections reported during this period. 
· The IPC action plan continues to be progressed and focusing on how the MHLD Learning & Development team can work with the Corporate IPC Team on a train the trainer approach for the hotspot areas for hand hygiene. 


Falls 
During this reporting period the number of falls by locations, can be seen in the first graph and the location of incident and actual harm can be seen in the second graph below: 





MHLD Service Group Lead – Clare Taylor (Head of Nursing – Forensic Division) 
· L&D Team continue to progress with work around competency booklet and bespoke package for OPMH. 
· Continue to collaborate with medical staff from OPMH to focus on the potential implications of falls risks in relation to medication changes and other underlying physical health changes. 
· Quality improvements underway following the identified learning from incidents around use of footwear and capacity 
· Noticeable improvements in re-audits relating to the completion and updating of the multifactorial risk assessments. 

End of Life Care 
MHLD Service Group Lead – Marie Williams (Head of Nursing – Quality, Governance & Improvement) 
· Leads for the Quality Priority identify – Marie Williams (Lead) Dawn Griffin (Deputy), Dr Roy (Medical lead - MH) and Dr Catherine Walton (Medical lead - LD) 
· Medical examiner role now in situ across our OPMH areas 
SEPSIS 
MHLD Service Group Lead – Clare Taylor (Head of Nursing – Forensic Division) 
· A Service Group Lead and Deputy has be identified for the RADAR meetings 
· A SEPSIS scrutiny panel being developed to reflect on and learning from incidents of SEPSIS and use of SEPSIS screening tool where medical input is required 

Suicide Prevention 
MHLD Service Group Lead – Marie Williams (Head of Nursing – Quality, Governance & Improvement) 
· Ligature assessments and environmental risk assessments for all clinical area remain a focus and reported to the Ops team. All are currently in compliance with review dates 
· Training for the suicide awareness and prevention, react, time to change Wales, and MH Awareness for managers continue to be promoted across the service group and monitored via the Quality Priority Lead
· MHLD learning and development team, including our Practice Development Nurses support the facilitation of the training programmes 
· TRiM – given the nature of our work within the Service Group, TRiM processes have been instigated as required. It has been recognised the need to increase the resource to meet the demand and need for this approach. Reported that as a Service Group, evident that TRiM is being utilised where incidents occur to support the wellbeing of our staff. 

	Patient Experience Update

	Bespoke Mental Health and Learning Disability Feedback Survey 
Within MHLD Service Group we have a bespoke survey to capture feedback from Service Users and Carers.

	Type of Feedback
	Total number of feedback requests
	Referrals from Clinical Areas 
	Drop in session

	October
	41
	9
	32

	November
	75
	0
	33

	December
	43
	14
	25



Service users are responding well to giving feedback face to face, the team are planning to continue this across more areas within the Service Group, specifically areas where we receive low referral numbers. The team will now attend these sessions every Wednesday at various wards/units throughout the Service Group.
The team are developing a comment/feedback card for use within Caswell Clinic & Taith Newydd, along-side Jax Segust & Clare Taylor. We are hoping this will help enable us to gain more feedback from these areas. 

When Service users were asked about their overall experience the results showed:

	Month 
	Very Good
%
	Good
%
	Neither
%
	Poor
%
	Very poor
%

	October
	26
	9
	
	1
	

	November
	38
	15
	1
	1
	

	December
	32
	12
	
	
	



Digital Stories 
The MHLD Feedback and Involvement team continue to take the lead within the Service Group on Digital Stories. 
Today’s story is from one of our Experts by experience and her journey. 

We now have 2 experts by experience as part of the team, with our new team member joined in January 2024. 


	Any Other Issues to Bring to the Attention of the Committee

	Quality and Safety Summit:
The Quality and Safety Summit for the Service Group took place on 9/11/23. This event was a celebratory event with presentations from 5 directorates, and a workshop around sharing learning.  Summit was led from Education Centre in CCH with video link to a number of venues across the Service group areas. The Summit was a success with attendance from staff across our services of a range of Banding (2-6) and disciplines attended. 

Court of protection 
The court of protection work undertaken by the Service Group is related to court approved depravations of liberty. It is distinct from the work undertaken by the Health Board as the managing body which is the area that the corporate team has been considering for additional resources. 

There are 16 active cases with Browne Jacobson and a further 21 Active cases with NWSSP 
In addition there are a S49 reports being prepared across the service which do not need legal input and therefore have not necessary have a formal recording system in the service at this time. 
In addition there are cases where the Service Group have been contacted by solicitors for reports or action which would be better managed by other areas of the health board. 

Costs 
The cost of each case is dependent on the complexity of the individual circumstances. Whilst some cases can easily be resolved others take extensive legal input. Due to the processes in the court of protection the service needs to be represented by both solicitors and barristers in the process and this leads to costs which cannot be deferred. There cases are where the patient has raised concerns with regards their care plan not adequately reflecting their preferences and therefore not meeting the least restrictive criteria require more legal support. The case will need to be agreed in advocates hearings in which the health board will need to be represented by a solicitor and may need to go before the court for which the health board will need to be represented by a barrister. Simple cases may have annual costs of around £5000

Cases where there is significant disagreement on capacity or between the relevant parties such as the family or social services and the health board will require the most extensive input for solicitors and barristers both in formal hearings and in being briefed by the staff and assisting in the preparation of statements and other. Two of these cases have costs over £35 000 with one case still ongoing. 

Other Risks 
No single point of contact for cases has resulted in late submission of papers to the courts, poor quality in witness statements being identified by the courts and increase need for involvement of solicitors and barristers. 

No formal systems for the management of court orders across the Service group with no resource to assist can result in failures to meet deadlines on court orders or to follow the court mandated outcomes of cases for example not informing the court of changes to the individual’s circumstances. These have both financial and reputational risks for the Service Group and the Health Board.  
Identified on the risk register ID 2294 with a risk scare of 20 


	Recommendations 

	Members are asked to:
Note the content of this report 
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Service Groups’ Health and Safety 
Highlight Report  

	Summary of Health and Safety key issues since last report to the Committee 


	MHLD have high levels of RIDDOR training across the Service Group which has increased statutory compliance with our legal duty to formally report to the enforcing authority (Health and Safety Executive) accidents to staff, patients and others. 329 managers and deputies are trained in the Health Board of which 146 are from MHLD Service Group.

The Service Group has supported the Health Board Health and Safety training for managers with staff from Caswell Clinic attending the November sessions. This includes 3 modules on separate days covering H&S responsibility of managers, management skills for managing H&S in wards and departments and the management and investigation of incidents. 

2 Directorate Managers are undertaking the NEBOSH (National Examining Board for Occupational Safety and Health) Risk Management module. Business Services Manager  – Operations  now Qualified in NEBOSH Occupational Health & Safety Level 1 & 2 and also NEBOSH Fire Safety Level 1 & 2
MHLD Service Group have a lead on the management of reducing restrictive practices both within the Service Group and across the Health Board. The focus being on de-escalation of distressed patients and the management of aggressive behaviour in confused patients. The aim being to reduce the levels of restraint and ensure that any restraint used is the least restrictive possible and as safe as possible for both patient and staff. The system mirrors the use of the system developed originally in ABMU known as Positive Behavioural Management.  



	Challenges, Risks, Mitigation and Action being taken relating to Health and Safety issues noted above (what, by when, by who and expected impact)
 

	The following risks have been managed by the Service Group:
1. Acute Adult Wards Cefn Coed Hospital – the adult acute wards & assessment suite for the Swansea population remain in part of the old hospital building and the environment is unsuitable for a modern mental health inpatient service. The wards have been refurbished, but communal space and sanitary accommodation is inadequate. Public engagement about the adult inpatient re-provision has now concluded and the next stage is to progress the Outline Business Case to submit to Welsh Government. The Adult MH Inpatient Re-Provision Board restarted at the end of September 2022 and will be the overarching project board going forward, this meets again on Monday December 11th.  

1. CAMHS Bed Ward F NPT Hospital – due to a gap in service provision for inpatient CAMHS, all Health Boards are required to provide an emergency inpatient bed for a CAMHS patient aged 16-18 years. The designated bed in Swansea Bay UHB is in Ward F NPT Hospital, which is an acute adult mental health ward. This is considered an unsuitable environment for patients in this age group. In order to mitigate safeguarding risks any CAMHS patient admitted is nursed on a 1:1 basis, but this is restrictive and can cause distress. 

1. Cefn Coed Site Security – evidence of further break-ins and damage to the site present in October 2023; Operations and Estates conducted a walk around of the decommissioned part of the site, where it was clear that theft of materials has taken place, vandalism towards areas that had been secured shut and a risk of damage to power supplies that still feed the ‘working’ part of the hospital has become more of a risk due to the proximity of this damage and theft taking place. A meeting with Estates Management to discuss further options is booked in for the end of October 2023 but it is unlikely that anything can be done around the gas and water supplies being redirected to the site, but hopefully relocation of electrical power supplies may be an option, update to follow. 


	Performance Progress to include: Statutory and Mandatory Training; PADR compliance; Serious Incidents; Staffing and Sickness Levels; 


	Nurses Only – (December 2023) 

	MANDATORY TRAINING 
(NURSING STAFF ONLY- CARE METRICS)
	

	% staff received Fire Safety training
	96.36%

	% staff received Violence & Aggression training
	89.51%

	% staff received manual handling training
	85.15%



All staff – (December 2023)
 
	MANDATORY TRAINING (All Staff- ESR)
	

	Fire Safety - 2 Years
	90.10%

	Health, Safety and Welfare - 3 Years
	92.70%

	Infection Prevention and Control - Level 1 - 3 Years
	91.80%

	Moving and Handling - Level 1 - 2 Years
	85.50%




	Governance and Risk Issues to include risks relating to Health and Safety on the risk register

	Service Group Health and Safety Risks 
There are currently 11 risks relating to Health and Safety on the Service Group risk register and 2 risks scored as a ‘20’, these are monitored through quarterly review meetings and submitted to the Service Group Quality & Safety Committee. 
Risk Register meeting took place in the Service Group on Thursday July 27th, with a further meeting planned for December 2023 – date TBC. 

Therefore, the risks below are subject to scoring fluctuation. 
· Food Hygiene Compliance – SG Wide (9)
· Fire and security in the MH Estate (specifically CCH and Garngoch risks) (20)
· Fire on Wards – Risks of patients setting fires on adult acute wards (6)
· Ligature Risk for Patients (16)
· Caswell Clinic Security Risks (16)
· Slip, Trips & Falls (16)
· Violence & Aggression from Patients (12)
· Child Bearing Staff Members (12)  
· Adolescents being admitted to Mental Health wards (20)
· Fire Risk Assessment Actions (12) 
· Compromised security of Taith Newydd Low Secure Unit (16)


	Current issues for 2023-24 for the Attention of the Committee

	MHLD Service Group have only 2 outpatient areas waiting for ligature risk assessments to be completed with actions agreed to ensure completion and has regular reporting on ligature, environmental and fire risk assessments. 

The Service Group recently reported on the management of Safety Alerts. The Service Group have a Standard Operating Procedures for the management of alerts which will be reviewed following the findings of the review. 


	Recommendations 

	Members are asked to:
Note the content of the report that provides assurance in regards to the oversight and management of MHLD Service Group Q&S responsibilities.





Service Group Incidences 
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Falls by Location 
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