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1. BACKGROUND AND PROJECT AIM

1. Welsh Risk Pool (WRP) identified variations in the style and standard of Learning From Events Reports (LFERs), produced by Health Boards across Wales. The variation has led to the frequent rejection of reports and the identified learning, upon initial submission.

2. Informal discussion between WRP and those submitting the reports indicated that there was a lack of clarity regarding the content of reports, specifically the level of evidence required to provide assurance to WRP that the issues identified had been fully addressed with appropriate learning and change. 

3. WRP proposed the development of an All Wales framework to provide guidance for the preparation of LFERs with the aim of improving consistency across Wales for shared learning and reduce the number of reports rejected.

4. In order to develop the LFER framework, WRP committed to conduct a scoping project to gather information of the methods and procedures currently in use within Welsh Health Boards to identify, store and share learning. Funding was made available to Health Boards for 0.4 WTE, Band 7 to support the project.

5. The seconded personnel from each Health Board met on a regular basis with the WRP lead – Jane Palin, to update on progress.

6. The findings of this scoping project formed the basis for the All Wales Framework.  The framework is intended to be adapted by Health Boards to reflect and meet the individual needs of their service and ensure alignment with WRP standards for reporting and evidence of learning. 




2.	METHODOLOGY 

1. WRP provided a template of questions and prompts for discussion (Appendix 1).

2. An introductory email was sent to each Service Group within Swansea Bay University Health Board outlining the project and requesting a meeting to discuss the project and its requirements. 

3. Completed templates were returned to WRP.

4. WRP produced draft versions of the guidance which were circulated for comment.

5. Meetings were held between WRP and Health Board representatives to gather feedback around the draft versions of the guidance and to offer updates with regards the projects progress.

2. NEXT STEPS

1.  WRP are currently reviewing and ratifying the guidance as part of their own internal processes. Following this the final version will be made available to Health Boards with an expectation that it will be adopted for use. (see appendix 2 for most recent version)

2. We are awaiting final confirmation from WRP regarding timelines for release and implementation of the guidance.

3. Example LFERs have been requested, WRP have agreed to provide these, and we are currently waiting for these to be circulated.

4. In addition, WRP have supplied a series of related Key Performance Indicators (KPIs) for use alongside the Framework. (Appendix 3).  






4. 	CONCLUSION / FINDINGS

1. The All Wales Framework indicates that WRP has some clear expectations of Health Boards, these include:
· clear processes for identifying learning, 
· that learning is subject to robust managerial and clinical scrutiny and benchmarked appropriately,
· an embedded learning centric culture,
· clear processes for the development of Action Plans and LFERs,
· that learning is stored in a manner and location that is easily accessible to relevant parties, and in addition is shared with services, staff, patients and families as appropriate,
· that Health Boards address learning promptly and effectively. 

2. The responses received during the scoping project indicate that SBUHB is currently consistently fulfilling many of these expectations; particularly those around the identification of learning, culture, scrutiny, discussion, benchmarking, and subsequent development of Action Plans and LFERs.

3. The processes around the storage and sharing of learning with relevant parties is less consistent across the Health Board and would benefit from further review and development by Service Groups.

4. The scoping and feedback project is now complete and the expectation/request from WRP is that Health Board’s now consider how to embed and implement the All Wales framework.
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                                                                                                                                                   Suggested prompts 





		

		Prompts

		

		Notes



		1

		What approved documents are in place in the organisation that cover local, organisational and wider health system learning from events?

		

		



		2

		Does the organisation have roles that include or are dedicated to organisational learning currently?

		

		



		3

		Are there effective governance arrangements in place which provide assurances to the Health Board and Board subcommittee level that organisational learning is embedded?

		

		



		4

		Are there effective governance arrangements in place which provide assurances to Directorates / Divisional / Groups senior management teams that local learning is embedded across their areas?

		

		



		5

		Is there a clear process relating to the approval of Learning from Events Reports locally and corporately prior to submission to WRP?

		

		



		6

		Does the organisation currently have key performance indicators to measure, monitor and track the development, local scrutiny and submission of Learning from Events Reports?

		.

		





















   

  

   Suggested prompts 



		

		Prompts

		

		Notes



		7

		How is learning from events shared locally in directorates / divisions / groups? How are staff engaged in determining the learning?

		

		



		8

		How is learning from events shared across the organisation?

		

		



		9

		How is learning from events shared outside of the organisation?

		

		



		10

		How do teams locally in directorates / divisions / groups store evidence of learning from events?

		

		



		11

		How is evidence held centrally?

		

		



		12

		Does the learning from events inform the organisation’s induction and education programmes?

		

		



		13

		How do staff want to receive learning from events? Do staff feel engaged & involved?

		

		



		14

		How could we make the best use of the learning from the Learning Advisory Panel, claims & redress cases nationally?
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1. Introduction



The [XXXXXXXXXXXXX University Health Board/Trust] recognise that organisational learning plays a vital role in the continuous improvement and development of healthcare organisations. Creating a culture of learning within the NHS is crucial for organisational improvement and the delivery of person centred, high quality services, whilst supporting staff wellbeing. 



The key ingredients for healthcare organisations that want to be safe are:



· Staff who feel psychologically safe.

· Operating in a Just Culture, one that is constructive and a fair evaluation of the actions of staff involved in patient safety incidents.

· Actively listening to those who use the services and key stakeholders.

· Valuing and respecting diversity.

· A compelling vision.

· Good leadership at all levels.

· A sense of teamwork and openness and support for learning.



Research suggests that organisations with a strong learning culture tend to exhibit higher levels of innovation, employee engagement, and overall performance. This includes encouraging a mindset of curiosity, experimentation, and knowledge sharing among staff members. Leadership behaviours such as setting clear goals, providing resources for learning, and recognising and rewarding learning achievements can positively influence the learning climate within the Trust / Health Board and wider NHS.
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Learning outcomes can include:



· Improved safety and reduced harm.

· Improved patient and family experience.

· Informed decision-making.

· Increased efficiency or productivity.

· Enhanced job enjoyment.

· Better communication and teamworking.

· Reduced costs and appropriate 

use of NHS resources.

· Less stress or frustration.

· More effective leadership.

· Service redesign.

· Increased efficiency or productivity.	

2. Purpose



[bookmark: _Hlk149684075]A scoping exercise undertaken as part of the Welsh Risk Pool (WRP) Enhancing Learning Programme, feedback from the chairs of the WRP Learning Advisory Panel and outcomes of a series of WRP assessments of Health Boards and Trusts concerns management indicated that processes in respect of organisational learning would benefit from strengthening across a number of areas in health bodies. On review, the majority of policies and procedures referenced the importance of learning from events but did not detail how this was enacted, reported, and monitored in the organisation.



[bookmark: _Hlk149684734]Themes from Audit Wales reviews of quality governance arrangements (2022) identified that frequently systems in NHS organisations to share learning and good practice were not always embedded or systematic. A common theme was that more could be done to promote and support learning. The scoping exercise and outputs from the Audit Wales reviews also identified excellent practice and processes which provides brilliant opportunities to scale up and spread these across NHS Wales and wider.



This model document has been developed through the Welsh Risk Pool Enhancing Learning Programme in partnership with Health Boards, Trusts, Special Authorities, and through engagement with key stakeholders including the NHS Wales Executive and the Medical Examiner Service to provide a framework for local adaptation, whilst providing a consistent approach pan NHS Wales.



This Framework covers learning for both clinical and non-clinical events occurring within organisations.
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3. Learning in Healthcare



The Institute of Medicine (IOM, 2013) describes a learning healthcare system as one in which “science, informatics, incentives, and culture are aligned for continuous improvement and innovation, with best practices seamlessly embedded in the care process, patients and families are active participants in all elements, and new knowledge captured as an integral by-product of the care experience”.



The relevance of organisational learning for the NHS was acknowledged in 2000 in the report ‘An organisation with a memory’ and was subsequently reaffirmed in the ‘Berwick Review’ (‘A promise to learn – A commitment to act’) following the public inquiry into the deaths at Mid Staffordshire NHS Foundation Trust and more recently in reviews of maternity services in NHS England and NHS Wales.



The Berwick Review called on the NHS to aspire to become a system devoted to continuous learning and improvement. Organisational learning in practice has often been reduced to the investigation of serious incidents or cataloguing of frequently occurring harms, for example patient falls. This has limited effectiveness to bring about positive organisational change. Learning is often considered as a one-off event where the problem is focused upon for a short time but moves on to new priorities as they emerge, so that sustained learning is lost.



The Institute of Medicine (IOM, 2013) describes a learning healthcare system as one in which “science, informatics, incentives, and culture are aligned for continuous improvement and innovation, with best practices seamlessly embedded in the care process, patients and families are active participants in all elements, and new knowledge captured as an integral by-product of the care experience”.
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3. Learning in Healthcare

[bookmark: _Hlk154320480][bookmark: _Hlk149686880]

The relevance of organisational learning for the NHS was acknowledged in 2000 in the report ‘An organisation with a memory’ and was subsequently reaffirmed in the ‘Berwick Review’ (‘A promise to learn – A commitment to act’) following the public inquiry into the deaths at Mid Staffordshire NHS Foundation Trust and more recently in reviews of maternity services in NHS England and NHS Wales.



The Berwick Review called on the NHS to aspire to become a system devoted to continuous learning and improvement. Organisational learning in practice has often been reduced to the investigation of serious incidents or cataloguing of frequently occurring harms, for example patient falls. This has limited effectiveness to bring about positive organisational change. Learning is often considered as a one-off event where the problem is focused upon for a short time but moves on to new priorities as they emerge, so that sustained learning is lost.



Organisational learning is a continuous cycle of action and reflection, which takes place at different levels, including the individual, the team or department, the organisation, and the NHS as a whole. Like any learning activity, organisational learning is essentially a social process where we take a step back, collectively make sense of our experiences, and reflect on and challenge our assumptions in order to trigger change and improvement. This is sometimes referred to as double-loop learning to distinguish it from the focus on quick fixes, or single-loop learning.



[bookmark: _Hlk154323549]Systems thinking learning is a process of understanding how things influence one another within a whole. healthcare organisations are made up of interconnected complex systems and processes important to improving the quality of care delivered. 
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3. Learning in Healthcare 



The Health Foundation (2022) define a learning health system as a way of describing a team, provider or group of providers in the health and care system that, working with a community of stakeholders, have developed the ability to learn from its own delivery of routine care and improve as a result. A learning healthcare system comprises a set of activities and assets that enable continuous learning and improvement of services. Learning Health Systems are an important method for improving the quality, efficiency and effectiveness of health and care services. The Health Foundation consider the capabilities and infrastructure that typically underpin them – in other words, going beyond thinking about the activities of the learning and improvement cycle to consider the assets on which these activities rely which are:



· Data, data analytics capability and research capability, including skilled researchers and analysts.

· Technology, including data platforms, tools, and systems, as well as an organisation’s wider digital maturity.

· Learning communities and networks, along with mechanisms, spaces, and support

       for convening, deliberating, and sharing knowledge.

· Improvement capability and culture, along with resources to enable the planning,

       design and implementation of improvements to care.

[image: A diagram of a diagram

Description automatically generated]



































3. Learning in Healthcare 



A frequently used and practical example of systems thinking applied to healthcare is the Systems Engineering Initiative for Patient Safety (SEIPS) model, which takes as a starting point the patient’s journey through the health system and describes this as a series of encounters with different work systems, e.g., hospital, GP etc. 



The NHS in England has recently moved to the SEIPS model in the Patient Safety Incident Response Framework (2022) (PSIRF) with an education programme supported by the Health Services Safety Investigations Body (HSSIB), previously the Healthcare Safety Investigation Branch (HSIB). 



Organisational learning should address both immediate issues as well as longer-term strategic changes. Fast changes are not the only goal but they are important if there is a specific need or risk, for example, something that requires immediate consideration. Fast changes can also be useful to demonstrate commitment to change to staff and show that their concerns are being taken seriously. In this way, quick wins can help avoid participation fatigue. The Chartered Institute of Ergonomics and Human Factors have recently developed a guide to assist people working in the health and social care systems to capture valuable practice and improvements made during their response to COVID-19. The aim is to contribute to organisational change at a policy, strategic and operational level. An overview of the Framework can be found in Appendix H.



The focus of learning does not have to be exclusively on what goes wrong (Safety II) and how barriers, safeguards and protocols can be introduced to prevent repetition. This is especially true in complex systems like healthcare where people have to deal with many unforeseen situations and have to negotiate multiple, often competing, priorities with finite resources. Through their ability to anticipate and to adapt to surprises and conflicts, staff ensure that things go right most of the time. 
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3. Learning in Healthcare 



The NHS Wales Duty of Quality Statutory Guidance and Health and Care Quality Standards published in April 2023 recognise our healthcare system creates the conditions and capacity for an organisation and system-wide approach to continuous learning, quality management and quality improvement and innovation.  Learning is seen as one of the six quality enablers in the new Health and Care Quality Standards. These new publications support the existing Putting Things Right Regulations (2011) which are currently undergoing a comprehensive review.
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Learning from what goes right (Safety II) supports organisational resilience by strengthening the ability to anticipate, to monitor and to adapt to changing demands and surprises. The recently released NHS Wales National Policy on Patient Safety Incident Reporting & Management (May 2023) adopted by all Health Boards and Trusts references in the supporting guidance the ambition to adopt Safety-II thinking. Additional information at: Patient Safety Incidents - Delivery Unit (nhs.wales).

3. Learning in Healthcare 



Oversight of the NHS Wales National Policy on Patient Safety Incident Reporting & Management (May 2023) collective analysis of Nationally Reportable Incidents occurs at a national level through the newly established NHS Wales Executive. The NHS Wales Executive are also responsible for publishing and overseeing compliance with national alerts.



As part of the national restructures (April 2023) Improvement Cymru now forms part of the NHS Wales Executive. Their branding will remain and the Achieving Quality and Safety Improvement Strategy (2021-2026) outlines the ambitions of the Safe Care Partnership bringing NHS Wales organisations together with the Institute of Healthcare Improvement (IHI) Publication ‘Framework for Safe, Reliable and Effective Care’ providing the evidence-based roadmap to shape the partnership and beyond. 



The IHI Framework describes the domains of culture and the learning system, outlining what is involved with each and how they interact. It provides definitions and implementation strategies for the nine components (leadership, psychological safety, accountability, teamwork and communication, negotiation, transparency, reliability, improvement and measurement, and continuous learning). Patient and family engagement is at the centre of the Framework. 



Edmondson (2019) highlights that adapting as the environment requires, staff need to feel supported within a compassionate and inclusive environment. Psychological safety operates at the level of the group not the individual, with each individual knowing they will be treated fairly and compassionately by the group if things go wrong or they speak up to stop problems occurring. It means staff do not feel the need to behave defensively to protect themselves and instead opens the space in which they can learn. Appendix D includes the NHS England Just Culture guide which has been adopted by NHS Wales. 
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3. Learning in Healthcare 



The Medical Examiner Service in NHS Wales is hosted by NHS Wales Shared Services Partnership and provides an independent scrutiny of all deaths that are not investigated by the coroner. Scrutiny is undertaken by a Medical Examiner, who is an experienced doctor with additional training in death certification and the review of documented circumstances of death. They will ensure that an accurate cause of death of recorded, identify any concerns surrounding the death itself which can then be further investigated if required, and take the views of the bereaved into consideration.  



This independent process, alongside the adoption of the NHS Wales National Mortality Review Framework (in development) is extremely valuable in determining learning and improvements at an individual case level and also from a collective intelligence perspective (incidents, complaints, claims, engagement outputs etc) by analysing patterns, themes and trends at organisational and system level. 



In order to ensure the highest level of independent scrutiny of the cause of, and circumstances surrounding, a death, all Medical Examiners and Medical Examiner Officers in Wales are directly employed by NHS Wales Shared Services Partnership, and Medical Examiners will generally not be involved in the scrutiny of deaths in the area in which they work. Updates can be found at: Medical Examiner Service - NHS Wales Shared Services Partnership.
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4. Our Approach to Learning (Corporate)



Organisational learning is more than the dissemination of safety information to staff. The biggest threat to successful learning is the failure to relate lessons to frontline clinical and nonclinical, e.g., housekeeping, portering and clerical. 



There is consensus in the literature that the NHS might be reasonably good at collecting and aggregating incident data but that very little actionable learning is created by that. Staff should be encouraged to take ownership of change and improvements and should be involved in the learning process. This can help to ensure that learning is relevant to practice and that sustainable change can take place.



Taking a systematic approach to learning involves a conscious decision to capture valuable lessons that will inform best practices and future activities to give the greatest chance of improved outcomes. Making access to data and learning resources easier is a priority for the organisation. Appendix B details the key reports relating to organisational learning.



Duties and responsibilities 



		[bookmark: _Hlk150089577]Role

		Duties and responsibilities



		Board

		





		Chief Executive

		





		Director of Nursing and Quality

		



		Medical Director

		





		XXX Director

		





		XXX Assistant Director

		





		All Managers

		





		Patient Safety Team / Quality Team etc

		



		Staff Groups

		







[bookmark: _Hlk149685013]



4. Our Approach to Learning (Corporate)



[Organisation to include corporate approach to learning from events (IT systems are covered in knowledge management section 6 and governance is included in section 7), including the WRP Learning from Events Reports process (see Appendix F)].



[bookmark: _Hlk149940110][Organisation to include engaging patients / service users / families / carers in identifying what the learning should be. Creating an environment where people feel comfortable and have opportunities to ask questions, ask for feedback, be respectfully critical, and suggest ideas)].



[Organisation to include engaging with staff in identifying what the learning should be. Creating an environment where staff feel comfortable and have opportunities to ask questions, ask for feedback, be respectfully critical, and suggest ideas (psychological safety)].



[(Organisation to include engaging with commissioned organisations / commissioners in identifying what the learning should be)].



[Organisation to include how learning is sourced and shared (Appendix A)]. (WRP Comms Team to develop a graphic for examples of sources of learning e.g., incidents, complaints, claims, service user engagement, staff feedback, inspections, inquiries and investigations (internal / external), networks, learning from deaths, good practice, learning from what went well, audit etc.)].
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4. Our Approach to Learning (Corporate)



Engaging in collaborative learning networks has proven to be beneficial for the NHS. Research suggests that participating in inter-organisational collaborations, sharing best practices, and learning from other healthcare organisations can lead to improved processes, increased efficiency, and enhanced patient outcomes. Collaborative learning platforms and initiatives facilitate the exchange of ideas and experiences among professionals.



Appendix C details the networks across NHS Wales and wider that the organisation is engaged with and details of how the learning from these networks influence practice, organisational plans including the Integrated Medium Term plan and education programmes.
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5. [Directorates / Groups / Divisions] Approach to Learning 



[Organisation to include local roles and responsibilities].

		Role

		Duties and responsibilities



		

		





		

		





		

		



		

		





		

		



		

		



		

		



		

		



		

		



		

		







[Organisation to replicate corporate section as appropriate / add content following review of local systems and include processes including the WRP Learning from Events Reports (see Appendix F)]. 
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6. Knowledge Management 



[bookmark: _Hlk149678190]Effective knowledge management is critical for organisational learning in the NHS. Research indicates that healthcare organisations can benefit from strategies that capture, codify, and disseminate knowledge across different departments and teams. This includes utilising technology platforms, establishing communities of practice, and promoting knowledge sharing through regular meetings and discussions.



The Once for Wales Concerns Management System Programme was developed from the recommendations made by Keith Evans in the Welsh Government report ‘The Gift of Complaints’ and is aimed at bringing consistency to the use of the electronic tools used by all NHS Wales. 



The table below details the functionality that NHS Wales organisations currently have within Datix Cymru. All the functionalities have specific investigation panels built within these functions to capture the Investigation outcome, learning and actions.  The key fields are mandated, and it is critical that these are completed with accurate information prior to the record being closed in order for organisations to analyse their outcome data. These Investigations panels were developed by the workstreams independently and we are working with them to align the investigation panels. 



		Functionality 

		



		Incidents

		Live



		Feedback (include Complaints/PALS/Compliments)

		Live



		Redress

		Live



		Claims

		Live



		Inquest

		Live



		Mortality Review

		Live



		New Functionality 

		



		Investigations 

		On hold







There is a specific Investigations Module within the Datix Cymru system that can be used to capture the investigation from any type of event. The Investigation Workstream is currently on hold whilst discussions are being held with the NHS Executive in respect of the model / tools to be used. The intention is to make this available in 2024/2025. Updates can be found at: Once for Wales Concerns Management System - NHS Wales Shared Services Partnership.

6. Knowledge Management 



The Civica Experience Wales product provides a common platform, for health bodies to gather and analyse feedback from patients, relatives and other users of health and care services across NHS Wales. With all health bodies using one system and a core data set, NHS Wales can better support service and quality reviews whilst ensuring a consistent national approach.  



The Civica Experience Wales system helps us to listen to people who use our services, the detailed feedback enables us to learn and continuously improve. The data and insights the system provides are used to shape service design across the whole of the NHS in Wales.



[Organisation to include corporate and local (all Divisions / Directorates / Group)] knowledge management systems in respect of learning. (Experience from Welsh Risk Pool LFER reviews indicates that evidence is held on local systems and frequently lost / unavailable and identified learning is not enacted / followed up)].
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7. Learning Governance



Oversight and monitoring by the [XXXXXXX University Health Board / Trust] is critical to ensure changes have the expected impact on outcomes, e.g., improved patient safety and patient experience, staff wellbeing, etc. Situations and demands will continue to change and organisational learning is a cycle with feedback triggering new insights and new learning.



Local & Corporate oversight [Organisation to include the key group / Committees / Board accountabilities and local accountabilities in Divisions / Directorates / Groups etc) for learning.  Structure chart demonstrating ‘Floor to Board’ to be included in Appendix E which WRP Comms team could assist with if required]. 
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7. Learning Governance



In respect of redress and claims cases the Welsh Risk Pool is a risk-pooling scheme, which reimburses member NHS Wales health bodies in relation to losses incurred as a result of certain categories of claim made against them or due to incidents which occur in relation to the conduct of health body activities.



The WRP service has been delegated responsibility to administer the risk pooling arrangement for NHS Wales and this includes the management of reimbursement to member organisations once claims have been settled. Under the Putting Things right process the Welsh Risk Pool team works with NHS organisations in Wales to ensure that steps are taken to learn from events and identify and implement improvements.



There are three main drivers which underpin the principles of the WRP reimbursement process which are laid out in the WRP Case Reimbursement Procedure (2023): 



· Scrutiny of learning, intervention & improvement which ensures an independent review of the actions taken in response to the findings of the case investigation, aimed at reducing the potential for a re-occurrence or limiting the impact of any repeat incidents and sharing learning throughout all member health bodies.



· Review of Case Management enabling consideration to be given to the steps taken to manage the case efficiently and within the appropriate legislative framework – sharing learning and good practice throughout NHS Wales.



· Financial analysis which entails collation and review of all financial elements of a case presented for reimbursement, to ensure that organisations demonstrate compliance with scheme rules and standing financial instructions.



The national WRP Learning Advisory Panel reviews the Learning from Events Reports (clinical and non-clinical cases) and evidence of learning and improvements from all NHS healthcare providers ahead of reimbursement being approved. Panel members are from NHS organisations pan Wales from a range of specialities. 



The suite of key performance indicators to enable assurance to be provided internally locally and corporately at Board / Board sub-committees and externally to WRP Committee are contained in Appendix F.
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8. Education Programmes



The use of technology and e-learning platforms has gained prominence in supporting organisational learning within the NHS. Research highlights the benefits of utilising online learning modules, virtual simulations, and mobile applications for staff training and development. These technologies provide flexible learning opportunities, enhance knowledge retention, and support continuous learning in a digital age.

[Organisations to reference induction / education programmes which contain learning from events]. 



WRP education materials for the completion of the WRP Learning from Events documents are available via the organisation’s safety & learning advisor contact: 



WRPS.ClaimsReimbursement@wales.nhs.uk .
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Horizon scanning is a systematic examination of information sources and networking to detect early signs of important developments which may provide key learning opportunities.



[Organisations to include the process locally and corporately for horizon scanning links to Appendix A].
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10. Appendices



A. Sources of Learning & Approaches to Sharing & Improvement.

B. Key Reports Containing Learning (corporate & local). 

C. Engagement in National Networks. 

D. NHS England Just Culture (adopted by NHS Wales).

E. Corporate / Local Learning Structure Chart(s).

F. Welsh Risk Pool Learning from Events Reports Key Performance Indicators                               for Health Board / Trust local and corporate reporting and oversight.

G. Key References & Related Documents.

H. Chartered Institute of Ergonomics and Human Factors Guide.
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[bookmark: _Hlk150098923][bookmark: _Hlk150003923]Appendix A: Sources of Learning & Approaches to Sharing & Improvement

[examples - organisations to add / adapt / amend as required]

		

		Area of potential learning / new learning

		Who is responsible for identifying what the learning should be and sharing this?

		How will learning be shared?

		Where will oversight and monitoring occur, including learning outcomes?



		1

		Aggregated analysis of patient safety data to determine patterns, themes, and trends

		Corporate Quality & Safety Teams

Local leads

		Face to face safety briefings

Education programmes (rolling induction)

Digital platforms

		Corporate & Directorate/Divisional Board meetings and patient safety reports and dashboards. 



		2

		Analysis of individual incidents 

		

		

		



		3

		Analysis of individual complaints

		

		

		



		4

		Analysis of individual claims / redress

		

		

		



		5

		Clinical audit

		

		

		



		6

		Healthcare Inspectorate Wales inspections (internal & external)

		

		

		



		7

		Independent reviews and public inquiries (internal & external)

		

		

		



		8

		Patient, service user, family, and public engagement activities.

		

		

		



		9

		Patient, service user, family, and public feedback e.g., patient stories

		

		

		



		10

		National networks (See Appendix C)

		

		

		



		11

		Working collaboratively and learning with colleagues across the health system and wider (e.g. Joint Investigation Framework)

		

		

		



		12

		Learning from Deaths (mortality reviews)

		

		

		



		13

		Feedback from the Medical Examiner Service

		

		

		



		14

		National alerts, thematic reviews e.g. NHS Wales Executive reports.

		

		

		



		15

		Board level engagement activities walkarounds, 15 Steps etc.



		

		

		



		16

		Staff engagement activities, surveys, exit interviews, safety culture assessments, appraisals etc.

		

		

		



		17

		Engagement / feedback from Trade Union Partners.

		

		

		



		18

		Service reconfiguration, projects, and programmes.

		

		

		



		19

		Educational organisations & surveys e.g., Health Education and Improvement Wales, Universities etc.

		

		

		



		20

		Professional bodies e.g., Health& Care Professional Council, General Medical Council, Nursing and Midwifery Council, Royal Colleges etc.

		

		

		



		21

		Quality improvement projects / programmes.

		

		

		



		22

		Planning processes including the development and implementation of the Integrated Medium Term Plan.

		

		

		



		23

		Internal and external audit reports e.g., internal audit and Audit Wales.

		

		

		



		24

		WRP National Learning Advisory Panel including publications e.g. Doctrina.

		

		

		



		25

		WRP Learning from Events Hub (in development).

		

		

		



		26

		Safety II – learning from what went well.

		

		

		



		27

		National clinical audits including Stroke (SSNAP), falls & fragility fracture audit programme, National Vascular Registry, Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries (MBRRACE).

		

		

		













Appendix B: Key Reports Containing Learning (corporate & local). 

		

		Report

		Key Content

		Overseeing Local Group / Committee / Board

		Overseeing Corporate Group / Committee / Board



		1

		Learning from Deaths Report



Example

		Outcomes & learning from mortality reviews with patterns, themes, trends, collective intelligence, and RAMI.

		Medical Directorate Clinical Board

		Quality Committee

Health Board / Trust Board



		2

		

		

		

		



		3

		

		

		

		



		4

		

		

		

		



		5

		

		

		

		



		6

		

		

		

		



		7

		

		

		

		



		8

		

		

		

		



		9

		

		

		

		



		10

		

		

		

		











	







Appendix C Learning Networks – Organisational Engagement 

[examples - organisations to add / adapt / amend as required]

		

		Network

		Key Attendees

		Method of feedback / sharing learning

		Overseeing Local Group / Committee / Board 

		Overseeing Corporate Group / Committee / Board



		1

		WRP Heads of Patient Experience (HOPE)

		

		

		

		



		2

		Maternal / Neonatal Network

		

		

		

		



		3

		NHS Wales Executive Mortality Reviews Working Group

		

		

		

		



		4

		WRP Datix Cymru Coding / Capture Network

		

		

		

		



		5

		WRP Duty of Candour Network

		

		

		

		



		6

		WRP Redress / Claims Network

		

		

		

		



		7

		Learning Advisory Panel (WRP)

		

		

		

		



		8

		WG PTR Regulations Consultation

		

		

		

		



		9

		WRP Feedback Network

		

		

		

		



		10

		WRP Engagement Network

		

		

		

		



		11

		Tissue Viability Nurses Network

		

		

		

		



		12

		Clinical Networks

		

		

		

		



		13

		Improvement Cymru Safe Care Partnership
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Appendix E: Corporate / local learning structure chart(s) 

[to be included as required by organisation]
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Appendix F 

[XXXXXXXXXXXX Health Board/Trust] Welsh Risk Pool Learning from Events Key Performance Indicators (KPIS) for local and corporate reporting, oversight and assurance and assurances externally to WRP Committee.

[Organisations KPIs / monitoring and oversight to include (extract from WRP Reimbursement Procedure below for reference):] (possibly create national or local flowcharts / dashboards to include:

· KPIs to cover from when the time the WRP Learning from Events Reports (LFERs) (Redress / Claims) was triggered to the final approval stage (within 12 months)

· Include the number of LFERs awaiting completion following triggering.

· Timescales for the completion and approval of the Learning from Events Reports and quality check of the evidence at local and corporate level.

· Timescales for the response times at local and corporate level to the feedback from the Learning Advisory Panel and WRP Committee (Red / Amber cases) and

· Escalation routes for the [insert] team to obtain support with learning / evidence.

· Details of the accountable local and corporate group / committee with accountability for the KPIs (note financial implications) – transparency of position (‘Always On’ reporting quality management systems). 

· Monthly reporting of the position above – to include WRPC outcomes (bi-monthly).
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Appendix H: Chartered Institute of Ergonomics and Human Factors Guide

[bookmark: _Hlk154435636]The Chartered Institute of Ergonomics and Human Factors Guide (July 2020) explains the two key areas in achieving effective organisational learning - mindset and action. The guide breaks down the There are two templates, one for mindset, the other for action. While all organisations have the capacity to adapt, learn quickly and demonstrate agility in dealing with complexity and chaos, they can be equally good at forgetting good practice. 

As leaders change, systems evolve and technology and regulations advance, new operating procedures are adopted and corporate memory of good practice can be lost. As a consequence, organisations spend time and money reinventing the wheel. The leadership and management of the impact of COVID-19 on the health system required people to work at pace in response to a rapidly changing environment. This affected all levels through to the clinical frontline. The Guide makes links to the Chartered Institute of Ergonomics and Human Factors’ recent White Paper on “Learning from Adverse Events” and explains the synergy between learning from good practice and from adverse incidents. The framework is detailed below and the link to site is: Homepage | CIEHF (ergonomics.org.uk).
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Appendix F [XXXXHealth Board/Trust] Welsh Risk Pool Learning from Events Key Performance Indicators (KPIS) for local and corporate reporting, oversight and assurance and assurances externally to WRP Committee.

[Organisations KPIs / monitoring and oversight to include (extract from WRP Reimbursement Procedure below for reference):] (possibly create national or local flowcharts and dasboards?) to include:

1) KPIs to cover from when the time the WRP Learning from Events Reports (LFERs) (Redress / Claims) was triggered to the final approval stage (within 12 months)

2) Include the number of LFERs awaiting completion following triggering.

3) Timescales for the completion and approval of the Learning from Events Reports and quality check of the evidence at local and corporate level.

4) Timescales for the response times at local and corporate level to the feedback from the Learning Advisory Panel and WRP Committee (Red / Amber cases) and

5) Escalation routes for the [insert] team to obtain support with learning / evidence.

6) Details of the accountable local and corporate group / committee with accountability for the KPIs (note financial implications) – transparency of position (‘Always On’ reporting quality management systems). 

7) Monthly reporting of the position above – to include WRPC outcomes (bi-monthly).

Below is include for reference only to develop KPIs and then remove in final version (from WRP Reimbursement Procedures 2023).

Reimbursement decisions: Deferred matters 

· Where a case is deferred, it is expected that the health body works to provide the outstanding information promptly to be re-considered as appropriate by the National LAP and the WRPC. It is anticipated that any outstanding information is supplied promptly from it being requested. The deferred case must be recommended for approval by the National LAP within twelve calendar months of the trigger to settle a case. Health bodies should liaise with the WRP Operations Team to ensure any outstanding information is submitted within a timescale to enable it to be considered by the panel within the twelve-month period.



· For the avoidance of doubt, submission of outstanding information within the twelve-month period does not achieve compliance – it must be recommended for approval by the National LAP within this period and it is the responsibility of the health body to ensure that the information is provided to the panel in sufficient time.



· Where a matter is not recommended for approval by the National LAP for a period of twelve calendar months from the trigger to settle a case, it will be re-presented to the WRP Committee with a recommendation that a penalty be applied to the health body, which may include the reimbursement being permanently deferred or a financial sum being deducted from the reimbursement paid to the organisation. For the avoidance of doubt, even if a case is subject to permanent deferral, the submission and approval of learning must still be achieved to avoid consequences to other reimbursements made to the health body.





For reference only – not for inclusion in the document.
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