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	Summary of Quality and Safety issues since last report to the Committee 


	
	This paper is prepared to provide an update in relation to all matters relating to Quality and Safety within Morriston Service Group. The reporting period is July to September 2023.

Key Quality and Safety Issues

· Access to unscheduled care services (including the Minor Injuries Unit)

The implementation of the acute medicine redesign programme has been fully implemented, with all of medicine moved to Morriston Service Group since 5/12/22.  The Acute Medical Unit (AMU), Surgical Decision-Making Unit (SDMU), and the Same Day Emergency Care (SDEC) Unit provide direct access for speciality patients, directing them away from the Emergency Department (ED).  Support to ensure that patients are discharged in a safe and timely manner is also provided by utilising the OPAS/virtual wards and ambulatory lounge within the ED.

Despite these measures, overcrowding in admission areas and lack of patient flow throughout Morriston remains a concern, and is registered with a risk score of 25 on the Health Board’s risk register.  The quality and safety of patients, as well as the patient and family experience, and the achievement of targets (e.g., as stroke/cardiac) is significantly impacted.

At the end of September 2023, there had been 11,196 new attendances (6,886 in Morriston & 4310 in MIU). 77.2 % of patients were seen within 4 hours (64.1% in Morriston & 98.3% in MIU).  1171 patients waited over 12 hours (1168 at Morriston & 3 and MIU), and 7012 ambulance patients were handed over within an hour (all at Morriston).
The average time from bed request to admission for patients attending the ED has fallen since the same period last year, however it remains high at 677.4 minutes (11.29 hours).
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From 10th October 2023, Morriston Hospital became the first of three acute hospitals in Wales to pilot the Continuous Flow model.  This means patients will be moved from the Acute Medical Unit onto medical wards at regular intervals.  It could mean the patient has to wait on a trolley on the ward (being cared for by the staff on that ward) until the bed is ready, with a risk to the patient’s dignity, risk of poor experience, and increased pressure on staff with an increased patient/nurse ratio.

It also means getting the right patients to the right wards, having fewer outliers which should further improve quality of care.  Adopting this model will allow for patients to be moved out of ED, creating the space needed to offload patients from ambulances, which will free them up to respond to 999 calls.

· Risk of avoidable harm because of a failure/omission in treatment & care

Endoscopy

There is a delay in the booking of routine and surveillance endoscopy procedures because of the ongoing impact on activity and capacity following COVID 19.  The risk is currently rated as 20 on the risk register.
Actions
Funding agreed for 2023/24 and trajectory of improvement set.
· Plan to increase funded endoscopy sessions in 23/24 is being implemented. Currently recruiting endoscopy nurses to support an additional 8 sessions to increase sessional activity from 38 to 46 sessions during 23/24
· Clinical endoscopist workforce increasing from one to three whole time equivalent in 2023/24.
· One clinical endoscopist trained and working independently.
· Additional weekend lists being sourced.  Two lists per weekend equates to 14 additional patients.
· Insourcing capacity through 14 lists per week (90 patients per week) being maintained.
· Appointment of two new Gastroenterology Consultant posts.  One whole time equivalent and 0.8 whole time equivalent commenced by September 2023.
· By the end of November 2023, the waiting list for the over 8 week cohort is expected to reduce by 1000 patients and the waiting time reduced from 181 weeks (in November 2022) to 104 weeks (in October 2023).

Planned Care recovery.

This is scored as 20 on the risk register, with a risk of harm to patients if we fail to diagnose and treat them in a timely way.  There are competing priorities and restricted to theatre capacity.

There has been a significant improvement in patients at Stage 1 from referral (those awaiting first appointment) who have waited over 52 weeks.  The target set by Welsh Government is to reduce this to zero by the end of October 2023.  There has also been an improvement in the all-stage patients who have waited over 104 weeks, and the target set is for a reduction by 97% by December 2023, and 99% by March 2024.

The table below shows the current position as of 5th October 2023.

	
	May 22
	Aug 23

	>26wks* 
	19498
	7958

	>52wks*
	11258
	663

	>36wks**
	26411
	17996

	>104wk**
	9718
	4121



As of August 2023, there has been additional orthopaedic capacity at Neath Port Talbot Hospital.  There is also focus on the validation of waiting lists, and where appropriate outsourcing some surgical activity.  Morriston is also focusing on reducing inpatient length of stay and undertaking procedures through day surgery, where possible.

Access to Cancer Services

Scored as 25 on the risk register as there is a risk of delay in diagnosing patients with cancer and consequent delay in treatment, which could lead to poor outcomes and failure to achieve targets.  As of 5th October 2023, it is reported that 57% of patients started their treatment within 62 days.
The Morriston team are working closely with the Transformation, Performance and Improvement team reviewing all information, process, and arrangements in relation to cancer performance.  All aspects are under review and consideration, from staff training, SOPs, D&C across all aspects of the pathway, to scrutiny meetings with the services.  A report outlining current process and thereafter a set of recommendations for agreement and action is being prepared.
Performance scrutiny meetings have now commenced, and actions plans being updated for all cancer tumour sites across the Health Board.
New Emerging Risk

The radiology interventional service does not have the capacity to meet the demand for treatments for patients who require interventional radiology procedures (planned and emergency).  The means that patients could have delays in their clinical pathway and may have compromised clinical outcomes.
There is a national shortage of interventional radiologists.





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

	
Ombudsman Section 16 Public Interest reports

The Public Service Ombudsman for Wales has indicated her intention to issue three S16 “Public Interest” reports following the investigation into patient complaints around waiting times for orthopaedic surgery, and more specifically the way in which the waiting lists have been managed.  We are arranging a meeting with the Ombudsman to discuss these cases further, and to explain the work that has been undertaken by the Health Board to reduce the waiting lists for orthopaedic patients.

The transfer of Trauma & Orthopaedic services, and theatres & anaesthetic governance to the NPT & Singleton Service Group will be finalised on 1st November 2023, with governance responsibility for pathology being transferred across to Morriston Service Group.  It is anticipated that this will cause some short-term disruption.  However, both governance teams will continue to support one another during the transition period.

Risks

New high-level risks (20+) reported in Quarter 2 are summarised in the table below;

	Risk
	Score
	Current controls/mitigation

	Risk 3467
Inability to perform complex spinal surgery that requires the Pentero® microscope
	25
	· The Pentero® microscope is far superior for the spinal complex cases.
· 2 microscopes needed in the system to accommodate the workload.
· Other stack being used which is not suitable for some cases this is the spare stack, which is also quite old.
· When we have 2 theatres undertaking spinal work we only have 1 microscope, therefore it is not possible to operate on more than one patient who may require use of the microscope at any one time.

	Risk 3493

Insufficient video laryngoscope in ICU, risk of failure to intubate patients in a timely manner and severe harm to patient
	20
	· Borrowing equipment from other areas. However, this risks delays in unexpected difficult intubation which may have catastrophic consequences.


	Risk 3508 

Lack of Violence & Aggression training affecting ability to comply with audit requirements.

	20
	· There has been a Training Needs Analysis completed to identify the needs of the staff.
· Proposed plan is for us to provide PBM (Positive Behavioural Management) training.
· Staff will be required to attend a theory and a practical training session.
· There is a session on violence and aggression available for staff to attend via TEAMS.
· Staff to be advised to complete online training

	Risk 3460

Risk of damage to surgical tray wraps in Morriston Theatres due to lack of adequate storage racks.
	20
	· Redesign of theatres storage facilities enabling single stack storage.
· Purchase of new storage systems (ongoing)

	Risk 3542

Unnecessary radioactive tracer\delay to cancer surgery as Gamma Probe for use in Sentinel Node Biopsies is broken
	20
	· With only a single probe in the department, there is no back-up if the machine does not work on the day, or it is being used by the breast team.
· If this happens, then the procedure would need to be cancelled.
· Patients have a radioactive tracer injected into them the day before so this would be a significant issue as the patient would require a further tracer, increasing the risk of radiation. 
· Operating would also need to cease until a replacement probe was in situ, putting patients at further risk of increased radiation. 
· The number of SNB referrals is increasing, and as such a probe is required to manage increasing demand.

	Risk 3525

Ward environmental /infrastructure may be increasing IPC breaches
	20
	· Ward F has been reviewed and the work that needs to be undertaking cannot by undertaken by Estates.
· Presently Estates attend the ward twice weekly and ensure the drain is clear by unblocking with rods.
· Surveys are to be completed for the drainage and the wells as this occurs from the entrance to ward F from the main corridor, then the next point is at the just inside the entrance on to Ward F then further in on the ward outside the bathroom.
· The surveys will then provide reassurance of the state of the pipes.

	
Health & Care Standard Standard 6.3 - Listening and Learning from Feedback




Serious Incidents (SI) and Never Events 

The Service Group has 18 open SI investigations, 3 are overdue.  There are three pressure ulcer incidents under investigation which are potentially reportable.  Note is made that there continues to be an absence of a Tissue Viability Nurse.
There were two “Never Events”: one reported by theatres on 5th July 2023, and one reported by anaesthetics on 28th September 2023, both of which are currently under investigation.  Right side, wrong block & wrong sided chest drain).

	Complaints performance: Response within 30 days

The number and acuity of complaints has steadily risen since AMSR and the transfer of medicine to Morriston service Group, with an average of 67 complaints per month received from April to July.  The number of MS/MP enquiries has significantly increased compared with the previous year.  150 MS/MP enquiries were received for the 12-month period to September 2023.

Compliance with the 30-day target:
· 71% for April 2023
· 78% for May 2023 
· 71% for June 2023
· 73% for July 2023

Current Workload
· 77 Pending 30 day (within target) including:
· 59 Over 30-day backlog
· 14 Reopened
· 38 open MS Enquiries 



	Progress Against Annual Plan Quality and Safety Priorities (as applicable)
· Quality Priorities: reduction in healthcare acquired infections; improving end-of-life care; sepsis; suicide prevention; and reducing injurious fall; Pressure Ulcer Prevention (new for 2023/24); Nutrition & Hydration (new for 2023/24)



	
In addition to the Health Board’s quality priorities, Morriston Service Group has also identified the following as quality priorities:
· Dementia
· Management of medication
Each quality priority has a designated lead(s) within the Morriston Service Group, who will provide an assurance on the operational delivery of the strategic plan and leadership for quality priority improvement work-streams, within the Service Group.

Reducing Injurious Falls

Falls are reviewed in a monthly focus group, with the purpose of coming together to share learning and any actions to improve on the reduction of falls to reduce the risk of falls for our inpatients at Morriston.

Since the acute medical services redesign, an increase in the number of falls has been noted at the front door areas of ED and AMU, with an increase in the acuity of patients on the wards.  An increase in unwitnessed falls in bathrooms has been identified.

Key QPI Successes 

· Morriston site falls rate per 1000 bed days is 5.5 i.e., lower than the national average of 6.13.
· Launch of “Baywatch” April-June 23.
· Ward based activities promoting mobility and preventing deconditioning.
· September data showed a reduction in falls – following an increase during August.



Key QPI Priorities

· Flat hoist training.  Equipment now available, Practice Development Nursing (PDN) team established, and training dates requested for nursing staff to undertake manual handling training.
· Review of unwitnessed falls pre- and post- launch of “Baywatch” – December (6 months data)
· Peer review areas for trip hazards following an incident in renal to be arranged.
· Liaise with ESR as falls is not part of mandatory training.



Key QPI Risks

· Financial burden increases due to increase in patients requiring 1-1 or enhanced monitoring.
· Risk of harm due to skills gap currently due to the number of new starters.

Improvement in Nutrition and Hydration 

Key QPI Successes 

Nutrition and hydration forum has been set up in Morriston with meetings attended by the MDT, ward hostess, dietician, kitchen staff, clinical educators, ward nurses, matrons, and managers.

The purpose of the forum is to raise awareness of the Quality Priority, and the impact that nutrition and hydration has on the overall recovery of the patient.

Areas have developed nutrition and hydration teaching boards and there has been a focus on ensuring there is a good choice of snacks in ward areas some areas have developed snack trolleys.

Key QPI Priorities

· Training compliance this is now an agenda item at Morriston Service Group monthly meeting.
· Nasogastric nurse training compliance.
· Total parenteral nutrition skills in monthly study days.
· Nutrition and hydration champions and agreeing that role to continue to raise awareness, e.g., role on shift.
· Improvement in compliance in all training modules.


Reducing Health Care Acquired Infection

Summary of Position

31 cases of C difficile occurred during this reporting period, an increase by 27% by end of quarter 2.
12 Periods of increased incidents for C. difficile across 9 inpatient areas.
· 2 occasions where there has been evidence of transmission due to same genomic sequences.  Involving CSSU and CITU/CCU.  Outbreak meetings have been carried out with good MDT engagement, outcomes and learning have been discussed in meetings in September, and action plans within the divisions are being worked through.

· CSSU, 2 patients involved.  Patient history with patient zero could have prevented the second patient developing C difficile.
· ITU/CCU, 3 patients involved.  Two of which went through CCU.  With epidemiological input and microbiologist discussion, the transmission appears to have occurred from the environment.  Decluttering work and enhanced cleaning measures are in place.  Daily auditing is taking place in ITU as a result which will form part of the C difficile reduction plan being drawn up by ITU.
24 E. coli cases identified during this reporting period, an increase of 28%.
18 Staph. aureus cases (including MRSA & MSSA), a decrease of 43%
5 Klebsiella cases, a decrease of 5%.
3 Pseudomonas cases, a decrease of 57%.
12 Datix reports were raised due to not being able to isolate patients.
Weekly HCAI scrutiny meetings occur with senior MDT presence.  Twice weekly IP&C safety huddles to discuss area in Covid outbreak and period of increased incidence (PII) areas.  These are on top of local PII meetings.

	Type
	July
	Aug
	Sept
	Accumulated cases

	C. difficile
	32
	43
	59
	59

	S. aureus
	14
	17
	21
	21

	E. coli
	33
	44
	50
	50

	Klebsiella
	11
	13
	20
	20

	Pseudomonas
	5
	5
	5
	5



Challenges

· Medical engagement during scrutiny of cases
· Creating the need for stage 2 reviews, prolonging the time cases remain open and preventing learning to be shared in real time.
· More cases needing review than we have time for in the weekly scrutiny meetings.
· Within 90 minutes, 6 cases are reviewed in detail.  These meetings are weekly over the last 3 months, we averaged 27 HCAI per month.
· Anti-microbial stewardship
· Initial problems with HEPMA and review of antibiotics.
· Environment
· Aging infrastructure and lack of decant facilities to 4D clean.  Pre-emptive patients and wards running at over 100% occupancy.
· Keeping focus and momentum with competing priorities
· Ownership of Bug stop campaign now taken on by each division.
· Increase compliance with the use of Chlorhexidine washcloths.
· Junior nursing workforce
· Over 200 nurses appointed in last 12 months across site.
· Use of enhanced bacteraemia surveillance form
· There are still considerable barriers in the ability to share the form with other members of the MDT.


Shared Learning and Achievements

The weekly HCAI scrutiny meetings are becoming more targeted with the attendees understanding what is required of them in terms of information gathering for the case reviews.
The sources of infection have been identified on all but one case.  There were a high number of biliary and urosepsis cases in this reporting period.
During this reporting period, 39 HCAI cases were brought to panel with 20 further cases were called for, but not ready to be presented. Some of these cases date back beyond this 3-month reporting period.  This approach has produced a considerable backlog of cases.  The goal is to examine 8 cases per week (up on the current 6).  This will be done in a staged approach over the next two months.
Since September, these meetings have changed focus and are examining cases that have occurred 10 days to two weeks before the meeting.  This enables cases to be discussed in real time with learning and action to be carried out contemporaneously.
One additional meeting per month is being scheduled to clear the backlog. The target is to clear the cases for 2023-2024 by April 1st, 2024.

	Cases taken to weekly HCAI panel Jun – Aug 2023

	Organism
	Likely Preventable
	Unlikely preventable
	Stage 2 review required
	Total

	C. Diff
	1
	6
	2
	9

	E Coli
	5
	10
	2
	17

	Klebsiella
	3
	0
	0
	3

	Staph. aureus
	5
	3
	1
	9

	Pseudomonas
	0
	1
	0
	1

	Total
	14
	20
	5
	39



Key learning themes to come out of scrutiny for this reporting period have been:
· Good presentation and understanding from nursing staff presenting.
· Positive engagement and transparency from staff.

C. difficile 

· The need for prompt sampling with first signs of type 5 loose stools.
· Poor compliance in correctly risk assessing patients on admission.
· Documentation regarding antimicrobial usage, including indication and review dates.
· Clutter and cleanliness of environment including mattresses and equipment; need to decontaminate using sporicidal red Clinell® wipes.
· Hand hygiene and bare below the elbow compliance.
· Poor compliance in correctly risk assessing patients on admission.



E. coli & Klebsiella
· Hepatobiliary disease, earlier intervention may help to avoid readmission with bacteraemia.
· Not always preventable with underlying malignancy/prosthetic device present.  Microbiology advice for prophylaxis pre hepatobiliary procedures to be reviewed.
· Limited documentation and absence of “catheter passports”; insertion of devices but no evidence of insertion bundles.
· UTI prevention
· Improve sample collection to aid diagnosis.
· Follow up sample results after patient discharge from the hospital.
· Document MSU, CSU, clean catch etc.
· Include recent antimicrobial use when sending samples.
· Dipstick of urine not to be used to diagnose UTI in elderly or catheterised patient.
· Gaps in documentation.
· 
Staph. aureus
· Insertion bundles not completed; unable to identify if the inserter of the peripheral venous cannula (PVC) was competent in aseptic non-touch technique (ANTT).
· PVC insertion packs not being used (or at least no evidence as stickers were not present in notes)
· Evidence of assessment and review.  i.e., the continued need for the cannula its indications for use, including indication for ongoing antimicrobial use.
· Poor compliance in correctly risk assessing patients on admission.
· Missed opportunities to:
· Screen for MRSA/CPO on admission/transfer.
· Collect appropriate samples to correctly diagnose source of infection.
· Administer skin decolonisation.
59% of cases reviewed were deemed to have been unavoidable.

Achievements within MSG
· There have been 14 in-patient areas who have reached >100 days without a C difficile infection attributed to them.  Of the 14, there are eight > 200 days and two >500 days.   In line with this, the trauma and orthopaedic wards have historically had high incidence of C difficile infection.  Ward A has achieved 404 days without a case.
Ongoing Actions

· Weekly HCAI are becoming more targeted as attendees know what to expect and what information is needed, increase number of cases from 6-8 each week.  This will create an opportunity for increased learning which, in turn, should drive down our incidence and increase the proportion of unavoidable cases. (HCAI panel, increase by to 8 cases per week by December 1st)
· Twice weekly safety huddles for all IP&C issues including Covid outbreak and C. difficile PII.
· Monthly review report of the weekly HCAI scrutiny panels taken to Clinical Cabinet and Professional Nursing Forum.  Increase medical engagement reducing the need for stage two reviews, creating a culture of contemporaneous learning. (PK & LW monthly commitment).
· Liaise with antimicrobial stewardship pharmacist, to discuss a strategy (LW first meeting October 13th).
· Daily spot checks by matrons of environment in areas with PII and outbreak with weekly. (All matrons affected).
· Decluttering of site with estates repairs being reported.  Enable appropriate cleaning and decontamination to take place. (All).
· Discuss the treatment of patients with inflamed gallbladder.  Invite guest speaker to liaise with clinicians/surgeons.  With a high incidence of unavoidable E. Coli cases, a different approach of how to deal with underlying disease is being explored (L Wooster currently ongoing).
·  Senior nurses continue undertake monthly “Team Tuesday” visits, spending time in a clinical area working alongside staff and talking to patients.  Service Group Matrons have a programme of assurance audits taking place. (All Senior nurses, monthly commitment).
Sepsis

There is a focused project underway within surgery to increase appropriate patients being screened for sepsis using the SBHUB screening tool from the current position of 44% to 90% on SDMU, Morriston hospital by Mar 2024.

The sepsis screening forms have already been launched across SB and reviews of measures are underway.
The incorrect completion of sepsis forms and the failure to complete the documentation have been recognised as early finding from the project.  It is essential, therefore, that all staff undertake training to address and improve these areas.  This measure will be collated on the sepsis audit tool.  It is proven that better awareness and early interventions can reduce harm to patients.  Some of the barriers to improvement are:
· Engagement of medical staff - traditionally difficult to get on board due to frequent staff movement.
· Maintain nursing staff’s engagement due to work pressures.
· Movement of ward.
· Competing priorities.

	Actions to date
	Planned action



	· First face to face project team meeting at Morriston hospital 12/07/2023 to discuss the sepsis training on all surgical wards but with a focus on SDMU.
· Scoping exercise undertaken on 18/07/2023.
· Visit to SDMU on 27/07/2023 and engagement with staff on all five surgical wards.
· Review of PDSA cycle, and data checked check on 10/08/2023 to assess whether there has been an improvement in compliance.
· Consult with business partner to make sure the new dashboard is capturing the relevant data.
· Training commenced week beginning 17/07/2023 we identified that 77 SDMU staff members are available to train. As at 28/07/2023, 36% of SDMU staff have now been trained on Sepsis to ensure correct completion of sepsis screening form and audit tool.
· Talk with Sepsis champions and find out any issues/concerns.
· Continue to gauge impact on staff particularly as the ward is moving and they will need time to adjust.
· Continue to collate feedback and keep team focused.
· Weekly catch up’s have been set for every Wednesday.

	· To complete with the project team a driver diagram and suggest an empathy map.
· Work with the project team to review and update process map.
· Training to continue until we reach 100% of staff.
· Start the process of getting a patient digital story specific to the project.
· Create a Sepsis wall on SDMU the ward to engage staff performance visually. This will be a prompt to remind the staff to complete the monthly audits (There will be a QR code for them to scan and complete).
· Review measurement plan and talk with business partner to ensure the correct dataset is being collected.
· Automate MS Form for audit data to collate automatically into a MS list to enable digital to collate the data and to be able to pull that data being input onto our Quality, safety, and improvement dashboard.
· Work with Digital Intelligence to gather the relevant information needed for dashboard.
· Continue to work with SDMU giving them ownership of completing the monthly sepsis datasets.
· Discuss with NELA Team to see if we can use their data.








	Patient Experience Update

	
14872 items of Patient Experience Feedback were received for the first six months of 2023 broken down as shown. 

	Total Number of Items received
	Text/Mobile
	Paper
	On-line Surveys
	Telephone

	14872
	13027
	625
	107
	1113



This volume of patient feedback is in line with the previous reporting year and is on target to meet the volume of feedback reported for the period 2022/23.

89.6% reported a very good (n=11391) or good (n=1931) experience




Some examples of positive feedback from F&F survey returns.

Emergency Dept

“Nurses, Doctors & Consultant were excellent, I could not have wished for a better service. Procedures, diagnostics, and investigations were explained in understandable detail and questions addressed. Medical staff were caring, diligent and expeditious under the pressing conditions they were working under. Despite being in A&E for 24hrs I never felt neglected understanding the clinical priorities and consider my condition was dealt with in a timely manner up to discharge with follow up procedures and investigations to be undertaken by the Consultant.”

Minor Injuries Unit

“My son is special needs all the staff from reception to all other staff were very caring kind and helpful with myself and my son it was a fantastic experience one of the best hospitals in this area and I thank them very much.”

Endoscopy Unit

“Everyone was so kind, thoughtful, and caring from the receptionist as I came into the moment I left. Such wonderful treatment and care by all concerned and I cannot praise each and every one of them enough.”

Cardiorespiratory

“The appt was at 3:15pm and I was seen before that with a very efficient nurse. She explained everything to me and gave me a letter so I could get in touch if I needed any further information. Excellent service as always at NPT hospital.”


Themes from F&F surveys
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	Any Other Issues to Bring to the Attention of the Committee

	
Duty of Candour (DoC)

There were 71 incidents reported as triggering DoC from implementation on 1st April 2023 to 30th September 2023.  Work has commenced to address key issues identified as affecting compliance.

· Staff knowledge.
· Administrative housekeeping (ensuring Datix record updated).
· Further training at ward level.
· Incident training to be delivered by Patient Safety Incident Investigation Team, aimed at Senior Ward Staff.
· Closing the loop.

Table below shows the 33 incidents by themes:

	
	
	
	
	
	
	
	

	
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Total

	
	
	
	
	
	
	
	

	Access, Admission
	
	
	
	
	
	2
	2

	Accident, Injury
	7
	
	2
	3
	3
	3
	18

	Assessment, Investigation, Diagnosis
	2
	1
	1
	
	
	4
	8

	Communication
	1
	
	1
	
	2
	
	4

	Equipment, Devices
	
	1
	
	
	
	1
	2

	Infection Prevention and Control
	
	
	
	
	1
	2
	3

	Medication, IV Fluids
	1
	
	
	2
	
	2
	5

	Monitoring, Observations
	1
	
	
	1
	
	1
	3

	Nutrition, Hydration
	
	
	
	
	1
	
	1

	Patient/service user death
	
	1
	
	
	2
	
	3

	Pressure Damage, Moisture Damage
	1
	4
	
	1
	
	1
	7

	Records, Information
	
	
	
	
	1
	
	1

	Safeguarding
	
	
	1
	
	
	
	1

	Transfer, Discharge
	
	
	1
	
	2
	
	3

	Treatment, Procedure
	
	1
	1
	1
	3
	4
	10

	(blank)
	
	
	
	
	
	
	

	Total
	13
	8
	7
	8
	15
	20
	71




Improving incident management 

932 incidents were reported in September 2023.  The main themes are:

· Access, admission.
· Accident, injury.
· Infection prevention & control.
· Pressure damage/moisture damage.
· Medication, IV fluids.

The severity (reporter’s view) of the incidents reported were:
· 13 Severe
· 113 Moderate
· 491 Low harm
· 311 No harm

There were 512 incidents closed in September 2023.  The Service Group has approximately 2553 open incidents of which 1451 are overdue for investigation.  Due to the significant number of open incidents the Service Group continues to experience a resourcing challenge in completing incident investigations within a timely manner.

Medication Incidents

There were 42 medication incidents reported for the Service Group for September.  These are reviewed monthly between the Heads of Nursing and lead Pharmacist to review high risk incidents, anticoagulation, insulin, and controlled drugs.  We have undertaken a quality improvement pilot study to consider how to reduce waste in medication, and a two-week review has been undertaken on AMU around the transfer of drugs, with positive initial findings.  A follow-up review will be undertaken in 4 weeks’ time.  A study will be undertaken on an identified surgical ward to consider whether the findings from AMU also apply in other areas.  The intention is to share the findings from the pilot study, initially through Morriston Service Group and then more widely across the HB.

Aside from the financial benefit with reduced medication costs, there will also be a reduction in the amount of time spent by pharmacists sorting out patient medication, and a reduction in medication errors. 

	Recommendations 

	
Members are asked to note the report.


	Appendices 
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Service Groups’ Health and Safety 
Highlight Report  

	Summary of Health and Safety key issues since last report to the Committee 
(Reporting period:  April 2023  to  September 2023   )

	Reported incidents in DATIX are:
 
	
	Month
	

	Incident Type
	Apr 23
	May 23
	Jun 23
	Jul 23
	Aug 23
	Sep 23
	Total (N)

	Assault Patient to Staff
	14
	19
	14
	8
	18
	13
	86

	Aggression Patient to Staff
	5
	7
	10
	4
	8
	7
	41

	Sharps
	2
	3
	1
	2
	5
	4
	17

	Verbal Abuse Patient to Staff
	3
	2
	
	1
	7
	2
	15

	Racial Abuse
	
	1
	4
	1
	4
	3
	13

	Verbal Abuse Visitor to Staff
	1
	
	
	4
	4
	2
	11

	Slip, Trip or Fall
	1
	2
	3
	1
	2
	1
	10

	Burn
	3
	1
	
	2
	3
	1
	10

	Other (N<10)
	4
	6
	7
	4
	6
	10
	37

	Total
	33
	40
	39
	25
	57
	43
	237



Summary

Health and Safety Incidents

· Incidents coded as other account for 1.5% of reported incidents
· Assaults by patients to staff include punches, kicks etc. but also scratching and grabs. Wards S, D, G and R account for 41% of reported incidents. Emergency department is 8%
· For aggression from patients to staff the Emergency department accounts for  41% of reported incidents
· For racial abuse to staff Gower ward and the Emergency department account for 62% of reported incidents. This may be associated with a single patient
· Since June 2023 there have been four reported electric shock incidents to staff from different equipment including lamps and medical equipment. 

Fire Safety Incidents

There were 3 actual fires during the period of review. Two were outside the Emergency department and were bin fires due to discarded smoking materials. In a third incident staff in Ward C staff smelt burning in a roof-space plant room and correctly activated the fire alarm system.



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

	Violence and Aggression : 

Pilot scheme identified for five elderly care etc. ward areas to provide bespoke training for staff. Training will be based upon Mental Health/Learning Disability scheme and will provide Service Group trainers to cascade to colleagues. 

Electrical Safety

Online training is available for staff to recognise defects in cables, wall sockets etc., this would form part of any simple pre-use check. Current take-up of that training is low across the Health Board. 

ACTION: Communication of availability of training to be circulated to raise awareness of training sessions

Fire Safety

Resource issues in the Health and Safety department means that the review of all existing site fire risk assessments have been prioritised primarily to patient sleeping areas. This does not require any immediate action as current risk assessment portfolio acceptable. However, changes in use of wards, departments and areas will require an update to any existing fire risk assessment.

Site Infrastructure.

In order to undertake some essential maintenance across the site a decant facility is required. It has been agreed that in the interim Tawe ward will be utilised, this will enable an update of the nurse call system in a number of wards and some roof repairs to be undertaken. This programme of works is planned to commence on Monday 23rd October 2023.  A longer term plan for a decant facility is currently being reviewed. 

Black building testing is being reviewed for the health board overall as we need to understand the potential implications on services, prior to implementation. 

[bookmark: _GoBack]Car Parking

The introduction of warning notices on cars in disabled spaces and inappropriately parked
cars began in September 2023, with the short stay car park being returned to a short stay area. 

This has provided individuals with sufficient notice that fines will be introduced from October 2023 should they continue to park inappropriately. 

The permit system continues to be rolled out. 


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


	Management and Supervisor Training

47 Ward and departmental managers and supervisors have received training to comply with the legal duty (Reporting of Injuries, Diseases and Dangerous Occurrence Regulations (RIDDOR) to report in a timely manner. Greater focus requited on patient care management as certain incidents would fall under this statutory reporting system.

Health and Safety training for managers has been introduced. Ward and departmental managers should be encouraged to attend the three 2-hour modules. 

	Org L5 
	Assignment count
	Achieved
	

	130 Morriston Service Group - Dir
	
	
	

	NHS|CSTF|Fire Safety - 2 Years|
	4605
	3862
	83.87%

	NHS|CSTF|Health, Safety and Welfare - 3 Years|
	4605
	3980
	86.43%

	NHS|CSTF|Moving and Handling - Level 1 - 2 Years|
	4605
	3687
	80.07%

	NHS|CSTF|Violence and Aggression (Wales) - Module A - No Specified Renewal|
	4605
	4020
	87.30%

	NHS|MAND|Violence Against Women, Domestic Abuse and Sexual Violence - 3 Years|
	4605
	3501
	76.03%





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

	Please see attached Risk register which is currently under review.





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

	· The acute surgical reconfiguration move will start in November.  
· WAST colleagues can no longer take patients directly to radiology for diagnostics or wards, this must be undertaken by Portering staff – this is a Wales-wide directive but is resulting in delays to scan.


	Recommendations 

	Members are asked to note the current risks and ongoing mitigation and risk reduction measures.






HB Falls
1st April 2023 - 30th September 2023
Count of Approval status	
Apr	May	Jun	Jul	Aug	Sep	Grand Total	93	102	84	101	139	92	611	


Morriston Benchmark Chart

% Rate	
44835	44866	44896	44927	44958	44986	45017	45047	45078	45108	45139	45170	0.87	0.88	0.84	0.9	0.89	0.89	0.88	0.87	0.85	0.88	0.9	0.9	Benchmark	
44835	44866	44896	44927	44958	44986	45017	45047	45078	45108	45139	45170	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	0.85	
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Pharmacy and 

Medicines Management



Medicines Management Report

Morriston Hospital						



Report Prepared by: Duncan Davies.

Head of Pharmacy Acute Services.

Report Sponsored by: Judith Vincent.

 Clinical Director for P and MM. 

Date: 4th October 2023



INTRODUCTION



This report provides a monthly summary of medication issues 



The report includes:

· Medication Incidents review

· Other Medication safety related themes relevant to Unit

· Medicines management information including policy updates, national and local notifications.

· Progress Report/Status update relevant to Unit











Medication incident review



The total number of incidents at Morriston Hospital was 41 during the period (01/09/2023 – 30/09/2023) and 627 for 12month period (01/10/2022 – 30/09/2023)



Incidents involving high risk drugs:

Controlled drugs: 7

Anticoagulants: 4

Insulin: 1

























ASSESSMENT



Total Medication Incidents by Unit





Medication Incidents involving high risk drugs





Datix Incident Status





Incidents for noting





























Correspondence from AO 



 































Medicines Management issues for noting









Incidents per location per month



		 

		Oct 2022

		Nov 2022

		Dec 2022

		Jan 2023

		Feb 2023

		Mar 2023

		Apr 2023

		May 2023

		Jun 2023

		Jul 2023

		Aug 2023

		Sep 2023

		Total



		Tempest Ward

		0

		0

		0

		0

		0

		0

		3

		2

		0

		0

		0

		0

		6



		Cardigan Ward

		3

		0

		0

		1

		0

		1

		2

		1

		1

		1

		0

		1

		12



		Ward B

		1

		0

		1

		0

		1

		2

		1

		1

		0

		0

		1

		0

		9



		Acute Medical Assessment Unit

		2

		0

		0

		0

		1

		0

		0

		0

		0

		0

		0

		0

		3



		Cardiac High Dependancy Unit

		1

		0

		0

		0

		0

		0

		1

		2

		0

		0

		1

		1

		6



		Cardiac Intensive Therapy Unit

		1

		1

		2

		0

		3

		3

		1

		2

		1

		4

		0

		0

		18



		Cardiac Short Stay Unit

		2

		0

		1

		1

		0

		0

		1

		2

		2

		1

		2

		1

		13



		Coronary Care Unit

		1

		0

		2

		1

		2

		0

		1

		2

		1

		1

		1

		1

		13



		Cyril Evans Ward

		3

		2

		0

		3

		0

		5

		1

		3

		3

		1

		6

		0

		27



		Dan Danino Ward

		1

		2

		3

		1

		0

		1

		1

		0

		1

		1

		2

		1

		14



		Emergency Department

		1

		2

		2

		5

		5

		6

		6

		6

		4

		6

		5

		5

		53



		General Intensive Therapy Unit

		3

		5

		4

		1

		5

		6

		5

		7

		1

		4

		2

		2

		45



		Gower Ward

		1

		0

		1

		0

		0

		0

		1

		3

		0

		0

		1

		3

		10



		Main Recovery

		1

		0

		1

		1

		0

		0

		0

		0

		0

		0

		0

		0

		3



		Pembroke Ward

		2

		1

		0

		2

		1

		1

		1

		0

		3

		0

		0

		0

		11



		Powys Ward

		1

		1

		0

		1

		0

		0

		1

		0

		1

		0

		0

		1

		6



		SDMU

		2

		1

		0

		1

		2

		3

		1

		1

		0

		2

		2

		0

		15



		Theatre 5

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Ward C

		3

		2

		1

		4

		0

		0

		2

		0

		1

		3

		3

		2

		21



		Ward G

		1

		1

		2

		1

		3

		4

		4

		1

		5

		2

		4

		4

		32



		Ward H

		1

		1

		2

		2

		0

		1

		3

		0

		0

		0

		2

		0

		12



		Ward R

		2

		4

		0

		0

		1

		3

		3

		2

		4

		0

		5

		0

		24



		Ward S

		1

		5

		1

		0

		1

		4

		2

		2

		5

		1

		4

		0

		26



		Ward T

		3

		1

		4

		4

		9

		0

		1

		3

		4

		1

		0

		1

		31



		Ward V

		3

		0

		0

		0

		0

		1

		0

		2

		1

		0

		0

		0

		7



		Theatre 1

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Theatre 6

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Older Persons Assessment Service (OPAS) Morriston Hospital

		1

		0

		0

		0

		0

		0

		0

		0

		1

		0

		1

		0

		3



		Anglesey Ward(Morriston)

		0

		2

		0

		1

		1

		0

		3

		0

		1

		1

		3

		0

		12



		Phase IV Recovery

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Respiratory Assessment Unit (up to 4.12.22)

		0

		2

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		2



		Ward A

		0

		1

		0

		1

		0

		0

		2

		0

		0

		0

		0

		0

		4



		Ward W

		0

		1

		1

		2

		1

		0

		1

		2

		1

		0

		0

		1

		10



		Day Surgery Unit Theatre

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Labour Ward or Central Delivery Suite

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Clydach Ward

		0

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		1

		2



		Surgical Short Stay

		0

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Theatre 16

		0

		0

		1

		0

		0

		1

		0

		0

		0

		2

		0

		1

		5



		Theatre 3

		0

		0

		1

		0

		0

		1

		0

		0

		1

		0

		0

		1

		4



		Ward D

		0

		0

		2

		0

		1

		0

		1

		4

		4

		4

		3

		1

		20



		Theatre 3

		0

		0

		1

		0

		0

		1

		0

		0

		0

		0

		0

		0

		2



		Theatre 3

		0

		0

		1

		0

		1

		0

		0

		0

		0

		1

		0

		0

		3



		Acute Medical Unit (AMU)

		0

		0

		4

		3

		0

		9

		6

		2

		4

		5

		9

		3

		45



		Ward E (from 5.12.22)

		0

		0

		2

		2

		1

		0

		5

		0

		1

		1

		2

		0

		14



		Catheter Laboratory

		0

		0

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Radiology or X Ray Department

		0

		0

		0

		1

		0

		1

		0

		0

		0

		0

		0

		0

		2



		Theatre 17

		0

		0

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Theatre 6

		0

		0

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		1



		Tawe Ward (from 5.12.22)

		0

		0

		0

		1

		0

		2

		2

		1

		2

		0

		0

		0

		8



		Dyfed Ward

		0

		0

		0

		0

		1

		3

		1

		0

		0

		0

		0

		0

		5



		Ward J

		0

		0

		0

		0

		1

		1

		5

		5

		2

		2

		3

		2

		21



		Anaesthetic Room

		0

		0

		0

		0

		1

		0

		1

		0

		0

		0

		0

		0

		2



		Enhanced Medical Unit - EMU (up to 6.7.23)

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		0

		0

		1



		Hospital Pharmacy

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		0

		1



		Theatre 12

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		0

		1



		Ward F

		0

		0

		0

		0

		0

		1

		0

		2

		2

		4

		1

		0

		10



		Theatre 4

		0

		0

		0

		0

		0

		1

		1

		0

		0

		0

		0

		1

		3



		Endoscopy Unit

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		1



		Theatre 11

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		1



		Theatre 2

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		1



		Theatre 1

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		1



		Theatre 2

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		1



		Endoscopy Unit

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		0

		1



		Boots Uk Ltd, Morriston, Swansea

		0

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		1



		Office

		0

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		0

		1



		Tempest ICU

		0

		0

		0

		0

		0

		0

		0

		1

		0

		0

		2

		1

		4



		Burns Theatre No 2

		0

		0

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		1



		Theatre Reception

		0

		0

		0

		0

		0

		0

		0

		0

		1

		0

		0

		0

		1



		Theatre 20

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1

		1

		0

		2



		Theatre 9

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		2

		0

		2



		Minor Injury Unit - NPTH

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1

		0

		1



		Theatre Reception

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		1

		1



		Total

		44

		38

		42

		43

		43

		64

		76

		61

		59

		49

		69

		36

		627

























Morriston Hospital – Appendix 2

		Area

		Incident date

		ID

		Location of Incident

		Incident Service

		Reporters view on level of harm

		Description

		Immediate Action Taken

		Investigator(s)

		Approval status

		Are further immediate actions required at this time?

		Intended / Suspected drug (Medications Intended / Suspected)



		Controlled Drugs

		13/09/2023

		37842

		Tempest ICU

		Unit / CSS / Anaesthetics

		None

		Verbal instruction to administer phosphate replacement but prescription error on regular infusion chart: "Potassium chloride" signed for, instead of "sodium glycophosphate". 
Potassium replacement commenced.

		Potassium infusion noticed at 13:30.
Infusion stopped immediately and prescription error noted.
ABG taken to check levels - within normal range (4.6)
Phosphate replacement commenced

		Dr Lewys Richmond, Dr Owen McIntyre

		Management review/Make it safe plus

		 

		Potassium chloride



		Other

		08/09/2023

		37496

		Theatre 3

		CSS / Anaesthetics

		Moderate

		Patient on IV clindamycin 600mg and Intravenous Ciprofloxacin 400mg. Intravenous clindamycin given as prescribed approximately 06:00am on 8/9/21. Intravenous ciprofloxacin given approximately 22:00pm on 7/9/23 and therefore was not due in till 10am on 8/9/23. This handed over to day staff. 
Informed by day staff that patient had gone to theatre approximately 09:45 prior to Ciprofloxacin dose after staff had prepared, checked and the checker had signed the chart. The checker of the intravenous antibiotic had reportedly crossed her signature off the drug chart prior to patient leaving for theatre as intravenous antibiotic Ciprofloxacin not given. 
The Clindamycin Intravenous medication was signed for as it was given to patient earlier that morning by night staff. 
Reported by day ward staff that when patient went to theatre, theatre staff had challenged ward staff to why Ciprofloxacin was not given. Staff explained it was due at 10am. Ward sister then contacted theatre staff to discuss the matter.
Informed by ward sister that patient reportedly told theatre staff that patient had not had any antibiotics earlier that morning. When patient returned from theatre with drug chart the signatures for the 06:30am intravenous Clindamycin which had been given by night staff were crossed off reportedly by theatre staff, and theatre staff had administered another Intravenous antibiotic Cefuroxime 1.5g. 

		Reported to Junior sister of ward. Doctor on call informed by day ward staff. Day ward staff reported they had been advised not to administer intravenous Clindamycin 600mg at midday by Doctor and to observe for any changes to patients condition. Doctor advised day ward staff to administer Intravenous Clindamycin 600mg and Ciprofloxacin 400mg at bedtime. 

		Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Dean Williams

		Management review/Make it safe plus

		 

		Clindamycin



		Other

		14/09/2023

		37944

		Theatre 4

		CSS / Anaesthetics

		Severe

		Patient listed for Lap hemicolectomy.
Arrived in theatre. Spinal diamorphine inserted uneventfully.
Laid flat for GA. 
TIVA anaesthetic - propofol and remifentanil. Rocuronium NMB.
Sats stopped reading after induction (no drop just instantaneous not reading).
Intubated. EtCO2 present.
BP cuff cycled - unable to record but still EtCO2.
Metaraminol 0.5mg given - BP still cycling.
No central pulse - CPR commenced, help called

		Adrenaline 100mcg given ? anaphylaxis
Fluids and head down position
CPR for aprox 1 minute then central pulse palpable. 
Pulse palpable continuously after this but further drop in BP treated with metaraminol and 1 further dose adrenaline 100microgrammes IV.

		Dr Lewys Richmond, Lucy Stacey

		Management review/Make it safe plus

		 

		Rocuronium



		Controlled Drugs

		13/09/2023

		37841

		General Intensive Therapy Unit

		Unit / CSS / Intensive Care

		None

		During Control Drug checks in the morning, opened the pack to check Fentanyl 500mg vial with colleague, when a loose vial was in a full 10 vial box, fell out of box and onto the floor. top snapped off. 

		Nurse in charge informed. 
Documented clearly in CD book along with CD wastage page documentation. 
Pharmacist made aware and have seen the snapped bottle with liquid and discarded appropriately. 

		Mr Edward Smale

		Closed

		No 

		Fentanyl



		Controlled Drugs

		31/08/2023

		36770

		Theatre 9

		CSS / Theatres

		Low

		Patient received from recovery. Handed over epidural with recovery nurse. Identified that prescription stated Fentanyl 2mg with Levobupivacaine 0/1%, however there was Fentanyl 2mcg with Bupivacaine running.  

		Changed epidural bag to Fentanyl 2mcg with Levobupivacaine 0.1% as stated on prescription.  

		Dean Williams, Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Stuart Hughes

		Under Investigation

		 

		Levobupivacaine



		Controlled Drugs

		15/09/2023

		38041

		Theatre Reception

		CSS / Theatres

		None

		When removing an ampoule of fentanyl from the packaging, the ampoule fell to the floor and broke.

		Band 6 anaesthetics and recovery nurse informed. Pharmacy informed. Pharmacist attended and witnessed the destruction of the remaining drug and completed the cd book.

		Joanne Phillips

		Under Investigation

		 

		Fentanyl



		Controlled Drugs

		18/09/2023

		38176

		Theatre 16

		CSS / Theatres

		None

		MORPHINE BOX FELL OUT OF CONTRTOLLED DRUG CUPBOARD DURING MORNING DRUG CHECK. WITNESSED BY TWO REGISTERED PRACTITIONERS. 

		COMPLETED DRUG CHECK. REPORTED TO LINE MANAGER AND PHARMACY. 

		Dean Williams, Mrs Johanna Banks

		Management review/Make it safe plus

		 

		Morphine



		Other

		04/09/2023

		36989

		Acute Medical Unit (AMU)

		Acute Medical Unit (AMU)

		Moderate

		Medications for this patient were potted through the prescription of Hepma. I asked patients name, DOB and allergy information, all were correct so gave the medications I had potted at 08:58. After the patient had taken the medications i had realised that i gave the wrong dose for METOLAZONE (XAQUA) - he was prescribed 2.5mg and i gave 5mg as the medication comes as 5mg tablets and I should of cut the medication to make 2.5mg. 

		I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 

		Gemma Rees

		Closed

		I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 

		Metolazone



		Other

		30/09/2023

		39099

		Emergency Department

		Acute Medical Unit (AMU

		Moderate

		Patient is under the medics and has been in the Dept for 68hrs, is currently in Surge.
Patient is IDDM who is also on oral medication as well as Insulin, however he has not had his insulin for 3 days!  His daughter came to visit this afternoon and has asked if he has been having his insulin.  It had not been prescribed and no one had realised he was supposed to be having it, despite it being written by medics on their paperwork, that he is usually on insulin.
Nurses spoke to medics at 1600 and insulin was prescribed and given, apologies given to daughter from the medical doctor  

		Doctor informed
Prescribed and given
Apologies given by medical doctor
NIC made aware

		Karen Thomas, Rachel Newton, Dr Kirsty Dickson Jardine

		Under Investigation

		 

		Insulin isophane biphasic human



		Other

		26/09/2023

		38768

		Cardigan Ward

		Diabetes and Endocrine (from 5.12.22)

		Moderate

		Telephone call to patient , he has gone home with his usual insulin , and also Novorapid , he had this as PRN while on cardigan ward.

		I have told the patient to throw the Novorapid in his sharps in , and to not use it. 

		Greeshma Sibi, Mrs Lisa Morris, Mrs Sharon Howells

		Awaiting Closure

		No further immediate actions required at this time.

		Insulin aspart



		Other

		28/09/2023

		38928

		Ward D

		Medicine / Elderly Medicine

		Low

		Patient was complaining that she had her purse taken / lost. She then started looking through her holdall bag. at this point I noticed that she had taken out a hospital dinner knife - mental. I then offered to assist her in checking her property. After all checks discovered 2 dinner knifes, 1 spoon and 2 forks. Furthermore, in a Quality Street tin there were a strip of 5 salbutamol pods. 

		I took the cutlery and medications away, asked the nurse in that zone if the patient was on salbutamol to establish if she was on medication as it had become apparent from being with her today that she has be taking things from other peoples areas. Have also informed the nurse in charge of the discovery.  

		Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons

		Under Investigation

		 

		Salbutamol



		Other

		14/09/2023

		37970

		Emergency Department

		Medicine / Emergency Department (ED) (from 5.12.22)

		Low

		Medical consultant has noted that pt given methotrexate whilst C diff positive. Apparently contraindicated.

		DOctor and nurse in charge aware. Patient reviewed.

		Laura George Hennah, Claire Herbert

		Closed

		Nil

		Methotrexate



		Other

		15/09/2023

		37991

		Emergency Department

		Emergency Department (ED) (from 5.12.22)

		Low

		patient was given fosfomycin dated 14/9 13:55 and another  prescribed 17/9 as stat but adminstered also at 14/9 at 20:30,this incident noticed at 0420 when looking at the notes

		obs was checked,medics informed-no further action but to do IR and also NIC aware

		Ryan Lane, Mrs Tracey Roberts

		Under Investigation

		 

		Fosfomycin



		Other

		30/09/2023

		39100

		Emergency Department

		Medicine / Emergency Department (ED) (from 5.12.22)

		Moderate

		Patient has been in the Dept for 82hrs, under the medics

Issues with IV Pabrinex and PO Omeprazole on medication chart
Pabrinex initially written up twice a day then changed on 29/09 to 3 times a day, but some days has only had it once or twice so missing doses on chart with no explanations as to why.
Omeprazole written up twice a day and not given at night for 3 nights, again with no explanation given, on 29th not given at all

		NIC made aware
Handed over to staff looking after patient 

		Rachel Newton, Claire Herbert

		Management review/Make it safe plus

		 

		Ascorbic acid + Nicotinamide



		Other

		11/09/2023

		37754

		Ward G

		Medicine / Gastroenterology

		Moderate

		patient has clinical history of adrenal insufficiency and takes oral hydrocortisone 20mg TDS. 
Stock was ordered on 08/09/23 and assumed delivered to ward, HEPMA records state medication unavailable for 2 doses on 08/06/23 and 1 dose as unable to be given. 09/09/23 - 10/09/23 6 doses reported as medication unavailable on HEPMA and night dose on 10/09/23 is noted as patient refused. 
Box of mediation located in patient locker dispensed on 10/09/23.
As a result the patient missed a total of 9 doses and fell into Addisonian crisis becoming clinically unwell and requiring IVI and IV antibiotic treatment.  

		Medics notified of change in clinical presentation and NOK confirmed symptoms of Addisonian crisis 
Box of mediation located in patient locker dispensed on 10/09/23, unable to locate medication dispensed on 08/09/23
duty of candour enacted and discussion held with family 
repeat bloods taken 
patient on hourly observations 
discussion held with pharmacy 
additional warning of critical medication added to HEPMA and handover sheet 

		Alison Williams, Miss Melissa Rogers, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller, Olivia Rees

		Under Investigation

		 

		Hydrocortisone



		Controlled Drugs

		06/09/2023

		37439

		Gower Ward

		Medicine / Neurology

		None

		Controlled drug medication, Zomorph was inappropriately transferred, incorrect number entered and carried over page not identified at that time. Entered 56 rather than 46. This was noted during next dose administration.

		Medication was counted and correctly entered at time of discovery.

		Mrs Marites Colarina

		Closed

		No further actions required.

		Morphine



		Other

		22/05/2023

		38648

		Morriston Hospital / Office

		Medicine / Neurology

		Moderate

		Patient letter was recorded against incorrect patient and Consultant which resulted in a patient being prescribed an incorrect drug

		Letter was deleted at the time, however letter was still available within the GP system which was printed their end and any medication changes actioned. Patient contacted to advise they have been taking Nortriptyline  when they shouldn't have been

		Mrs Suzanne Holloway, Laura Wilson, Robert Powell

		Management review/Make it safe plus

		 

		 



		Anticoagulants

		27/08/2023

		37660

		Ward R

		Respiratory Medicine

		Low

		Patient missed 2 days of warfarin. Patient had a HEPMA chart for all regular medications apart from warfarin which was prescribed on paper.

		Pharmacist discussed with doctor on the ward, unable to chart on HEPMA when rest of the paper chart was transcribed as they were still waiting for the INR result. This was passed onto on call who reviewed and prescribed for the Friday and Saturday night but not after that. INR checked on the Tuesday when error was noticed and was in range, therefore bridging therapy not required.

Pharmacist then spoke with Sister on the ward to make them aware of the incident.

		Samantha Evans, Nerys Jones, Julius OBANA

		Under Investigation

		 

		Warfarin



		Controlled Drugs

		06/09/2023

		37244

		Powys Ward

		Surgery / Burns & Plastic Surgery

		None

		I gave Patient 10mgs of Zomorph as prescribed on medication chart.  When seen by Acute Pain Team in the afternoon while I was on break, it was realised and handed over to colleague that I should not have given while Patient was on a PCA. 

		Nil ordered from Acute pain team, Band 6 on ward notified, advised to complete Datex. 
Patient comfortable, alert and orientated.
PCA taken down, Zomorph 20mgs now prescribed.

		Mr Jason Preece, Mrs Sharron Boyce

		Management review/Make it safe plus

		Staff member counselled
Reflective account requested-still awaiting on 1/10/23 as staff member absent (unrelated)
No concerns in respect of staff member who is usually very conscientious and careful and has expressed both frustration and regret over incident
To ensure, for future, that both are not prescribed at same time-prescriptors to be mindful of this been done, episode would have not occurred
PDN contacted for advice

		Morphine



		Anticoagulants

		21/09/2023

		38461

		Coronary Care Unit

		Surgery / Cardiology

		Severe

		Patient was diagnosed with bilateral PE on 21/09/23. It was handed over by the nurse in charge on the overview that patient had IV Heparin given and for  APTTR after 6hrs AT 12:15 AM and depends on the APTTR will decide on thrombolysis. After overview the  allocated  staff took individual handover from the day staff and this was handed over to her that the infusion was given over an hour and to repeat APTTR at 12:15 HRS. After the hand over myself and the nurse together asked the day staff is the patient on Heparin infusion and he said clearly not for infusion, given it over an hour and to repeat APTTR.

APTTR was checked at 12:15 hrs as advised and the report came back as1.6 and the doctor said to continue same rate of infusion and I said patient is not on infusion as per the handover from day staff.
Checked the prescription chart and it was prescribed as 1800 units per hour. but it was given as 20ml started at 18:15hrs and finished at 19:15 hrs. It was also documented that patient had 18ml of heparin on the fluid balance chart and also on WNCR. Heparin comes in 20,000 units in 20ml for infusion so if this was given 18ml from this it would have been 18,000 units instead of 1,800units. This needs to be confirmed with the nurses who administered and also no heparin infusion started after this.

		Informed SPR on call who kindly came and reviewed the situation and it was very confusing from the start of the prescription. SPR Informed the patient regarding the incident and apologised to patient.
Advised to start on heparin infusion 1.5ml/hr according to patient weight and repeat APTTR AND FBC in 2Hrs.
Monitor sign of any bleeding.

		Jade Stamate, Mrs Dayana Francis

		Awaiting Closure

		Inform nurse bank of drug error 
Reiterate the importance to all staff checking the infusion rate at the bed side with two nurses
Review of medication error
Self reflection

		Heparin



		Insulin

		28/09/2023

		39023

		Cardiac Short Stay Unit

		Surgery / Cardiology

		Low

		Patient was admitted from A&E on 28/09/23 and was commenced on HEPMA. Today 29/09/23 it was noted that none of her regular medication had been administered including diabetes medication and insulin. 

		Dr's were made aware and I discussed this with the diabetic nurse specialist who advised what I administer the insulin. 

		Catherine Allen, Dr James Barry

		Under Investigation

		No

		Insulin glargine



		Anticoagulants

		10/09/2023

		37544

		Cardiac High Dependancy Unit

		Surgery / Cardiothoracic

		None

		Whilst using hepma system to administer oral medication, accidentally gave the medication for the person  next door to the wrong patient, fortunately, the oral medication was identical to that prescribed for both patients. I performed a set of observations and informed the surgical registrar immediately, who examined the patient and documented the incident in the patient notes. I then informed and reassured the patient who was understanding. I then informed the coordinator.
the medication administered was as follows Carbocystine 750mg, amiodarone 200mg, clexane 40 mg and frusemide 40mg.

the nurse who was responsible for the aforementioned incident was Michael Roberts. he was unable to log into the datix system.

		as above I will write a reflective account of the aforementioned incident, update my hepma training and ensure that lessons are learned regarding my clinical practice.

		Carly Mcneil

		Awaiting Closure

		patient was reviewed by medical team promptly and patient informed. patient monitored closely for two hours.  

		Furosemide



		Anticoagulants

		24/09/2023

		38720

		Clydach Ward

		Surgery / Orthopaedics

		None

		Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 

		Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 

		Ffion Thomas, Sister Claire Williams

		Awaiting Closure

		Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 

		Warfarin



		Other

		29/09/2023

		38983

		Ward W

		Surgery / Orthopaedics

		Low

		Patient stated to night staff that he received an Oral antibiotic during the evening medication round (28.09.2023). Patient is not prescribed any oral antibiotics

		Dr was informed by night staff who stated he was not concerned as patient has no known drug allergies. 
No documentation of review 
Charge nurse informed on the morning of 29.09.2023 
Checked medication charts: 
Levofloxacin is prescribed for Cubicle 8 and appears to have been arrowed down from evening administration to night time and then signed for. Charge nurse spoke to patient in cubicle 8 who states he never received medication. Patient in cubicle 7 states he received a "small orange or pink tablet on it's own" during the evening medication round 

		Mr Jonathan Phillips

		Under Investigation

		NO

		Levofloxacin



		Other

		29/09/2023

		39046

		Ward T

		[bookmark: _GoBack]Surgery / Vascular

		Moderate

		Patient had multiple hypoglycaemia episodes whilst on variable rate insulin on the ward. This was escalated to anaesthetic team and surgical oncall teams and surgical SHO prescribed IV treatment with dextrose 20%. This was because patient had been nil by mouth prior to surgery. Despite this being prescribed, the patient was sent for theatre and his blood sugar was 3.2. When the ward staff were questioned about this, they said they could not find the prescribed concentration of dextrose and had therefore not administered it, despite not informing his surgical team. This meant the patient had hypoglycaemia from 18:32-23:30.

		The anaesthetic team administered glucose intravenously, to raise the patient's glucose, making him suitable to undergo his much needed operation. At the time of arrival into theatre, the patient was shivering and felt nauseous, this may have been exacerbated by the hypoglycaemia. 

		Niamh Parry, Mrs Sallyanne Greenfield

		Management review/Make it safe plus

		 

		Glucose







Total Medication Incidents by Delivery Unit



MH/LD	Oct 2022	Nov 2022	Dec 2022	Jan 2023	Feb 2023	Mar 2023	Apr 2023	May 2023	Jun 2023	Jul 2023	Aug 2023	Sept 2023	8	19	9	13	8	8	10	18	32	14	21	24	Morriston	Oct 2022	Nov 2022	Dec 2022	Jan 2023	Feb 2023	Mar 2023	Apr 2023	May 2023	Jun 2023	Jul 2023	Aug 2023	Sept 2023	52	42	44	46	47	70	72	67	71	54	83	41	NPT DU	Oct 2022	Nov 2022	Dec 2022	Jan 2023	Feb 2023	Mar 2023	Apr 2023	May 2023	Jun 2023	Jul 2023	Aug 2023	Sept 2023	5	5	9	1	3	6	8	3	8	7	15	23	Singleton DU	Oct 2022	Nov 2022	Dec 2022	Jan 2023	Feb 2023	Mar 2023	Apr 2023	May 2023	Jun 2023	Jul 2023	Aug 2023	Sept 2023	22	24	26	23	25	15	21	26	32	24	27	30	







High Risk Medication Incidents Morriston Oct'22 - Sep'23



Anticoagulants	Sept 2022	Oct 2022	Nov 2022	Dec 2022	Jan 2023	Feb 2023	Mar 2023	Apr 2023	May 2023	Jun 2023	Jul 2023	Aug 2023	Sep 2023	1	8	5	5	2	5	4	5	6	4	5	3	1	Controlled Drugs	Sept 2022	Oct 2022	Nov 2022	Dec 2022	Jan 2023	Feb 2023	Mar 2023	Apr 2023	May 2023	Jun 2023	Jul 2023	Aug 2023	Sep 2023	13	19	9	10	9	16	20	15	12	16	9	17	7	Insulin	Sept 2022	Oct 2022	Nov 2022	Dec 2022	Jan 2023	Feb 2023	Mar 2023	Apr 2023	May 2023	Jun 2023	Jul 2023	Aug 2023	Sep 2023	2	2	1	0	1	0	0	0	0	1	0	1	4	







Datix incidents Morriston Jun 21 - Sept 23



Awaiting Closure	Jun	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	2021	2022	2023	1	1	2	1	2	5	6	Closed	Jun	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	2021	2022	2023	1	2	40	33	38	39	39	52	60	52	47	35	39	12	Management review/Make it safe plus	Jun	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	2021	2022	2023	1	2	5	5	4	2	7	New Incident	Jun	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	2021	2022	2023	1	Under Investigation	Jun	Sep	Oct	Nov	Dec	Jan	Feb	Mar	Apr	May	Jun	Jul	Aug	Sep	2021	2022	2023	4	5	4	3	4	10	12	3	5	9	23	11	
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Progress Report  Morriston Sept 23.xlsx




Progress Report Morriston Sept 23.xlsx

Datix listing report


			Date Reported			Incident date			ID			Who was affected?			Location of Incident			Incident Service			Reporters view on level of harm			Description			Immediate Action Taken			What were the findings of the management review?			Conclusion			Recommendations			Lessons learned			Progress Notes (Progress notes)			Investigator(s)			Title (Actions)			Action Type (Actions)			Description (Actions)			Approval status			Lesson Learned Sub Category			Feedback to Incident reporter			Was the incident a Never Event?			Are further immediate actions required at this time?			Drug administered or omitted (Medications Administered)			Intended / Suspected drug (Medications Intended / Suspected)


			11/9/22			6/16/21			15331			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Controlled drug collected from pharmacy but never entered in the CD book. 
Stored in the outer cupboard of the controlled drugs cupboard.
4 tablets delivered only 2 in the box. 
			Discussed with pharmacy and retrospectively entered in the controlled drug book. 
Checked that the patient had received 2 tablets of the controlled drug to ensure that they were accounted for.			Controlled drug had not been entered into the controlled drug book despite it saying on the box that it was controlled drug.
Drug administered correctly to the patient and correctly documented by two nurses on the prescription chart.			Discussed with all the nurses involved who are fully aware of their mistake.						Nil						Miss Nia Evans, Mr Martin Nicholls												Closed						Nil						No			Buprenorphine			Buprenorphine


			10/2/22			9/26/22			12483			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			patient given 10mg (5mls) oramorph intead of oxycodine 10mg			staff nurse informed senior staff, Dr informed. patient informed.
observations carried out patient was monitored			As soon as error realised doctor informed who reviewed. 
Patient made aware and apologised too.
Patient has now been discharged home
Patient had previously been on Oramorph, medication recently changed to shortec, the nurse had looked after the patient regularly and assumed the patient was still on oromorph so dispensed oromorph without properly checking the medication chart.  
only one member of staff required when administrating Oramorph as not needing to be signed as not recorded in CD book. 
Staff states shift very busy with several patients requiring oramorph and she made an error and has since reflected and learnt from it.  She was upset the incident had been raised again and feels she has learnt from it.			No harm to patient
Staff member very upset and supported. To reflect on this incident						Caution needed with all medication.  Staff reminded to use 5 R's principle when checking medication
Informed and made aware of the need to take time when administrating any medication regardless of how busy shift is, if having any issues with workload to inform nurse in charge who can then give support and assistance    
			staff nurse done reflection on incident and discussed with ward sister
staff nurse details added to incident			Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley												Closed						Caution needed with all medication
Informed and made aware of the need to take time when administrating any medication regardless of how busy shift is, if having any issues with workload to inform nurse in charge who can then give support and assistance    
No harm to patient
Staff member very upset and supported. To reflect on this incident. She feels upset this has been raised again. Reassurance given and support also						Staff member to reflect on incident, informed and made aware of the need to take time when administrating any medication regardless of how busy shift is, if having any issues with workload to inform nurse in charge who can then give support and assistance    			Morphine			Oxycodone


			10/1/22			9/30/22			12407			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			Low			Patient had been admitted to the ward from A&E. 
unable to find clerking paperwork, medication chart. 
contacted on call doctor to add patient's medication to HEPMA. He did do this, however had prescribed medication to commence from the 1/10/2022. 
Unable to give  due evening medication. 			informed on call doctor of this. 			Patient had been admitted to the ward from A&E. 
unable to find clerking paperwork, medication chart. 
contacted on call doctor to add patient's medication to HEPMA. He did do this, however had prescribed medication to commence from the 1/10/2022. 
Unable to give due evening medication. 
			New medication prescribing system implemented. Despite doctors receiving training, errors have been identified due to unfamiliarity of the new system. 
Medication prescribed ~22:30 on 30/09/22 on HEPMA system which is after the night time administration round on the system (22:00) and therefore schedules the first dose to be given at the next available administration round which was the night time drug round on 01/10/22. There is the ability to prescribe associated STAT prescriptions at the same time as prescribing regular medication if prescribing after a dose is due. Note on call doctor informed and no STAT doses of night time medication prescribed. Doctor failed to act upon request to prescribe medication resulting in a delay in patient receiving medication. 						Doctor failed to act upon request to prescribe medication resulting in a delay in patient receiving medication. 			Medication prescribed ~22:30 on 30/09/22 on HEPMA system which is after the night time administration round on the system (22:00) and therefore schedules the first dose to be given at the next available administration round which was the night time drug round on 01/10/22. There is the ability to prescribe associated STAT prescriptions at the same time as prescribing regular medication if prescribing after a dose is due. Note oncall doctor informed and no STAT doses of night time medication prescribed. 			Mrs Sharon Howells, Rebekah Williams												Closed						New medication prescribing system implemented. Despite doctors receiving training, errors have been identified due to unfamiliarity of the new system. 
There is the ability to prescribe associated STAT prescriptions at the same time as prescribing regular medication if prescribing after a dose is due. Note on call doctor informed and no STAT doses of night time medication prescribed. Doctor failed to act upon request to prescribe medication resulting in a delay in patient receiving medication. 
Investigation outcome shared with medical team and re-training on HEPMA advised. 						Medication prescribed ~22:30 on 30/09/22 on HEPMA system which is after the night time administration round on the system (22:00) and therefore schedules the first dose to be given at the next available administration round which was the night time drug round on 01/10/22. There is the ability to prescribe associated STAT prescriptions at the same time as prescribing regular medication if prescribing after a dose is due. Note on call doctor informed and no STAT doses of night time medication prescribed.			Simvastatin			Mirtazapine


			10/3/22			10/1/22			12538			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			None			Patient prescribed Mircera 75micrograms IV on HEPMA (hospital electronic prescribing system) as "other frequency" on 2nd Wednesday of every month, which were the correct directions. HEPMA produced daily administration boxes against this frequency. Mircera given on 1/10/22 and 2/10/22 before Pharmacist stopped medication. Hb 115 on 3/10/22. 			Consultant on call informed. Unable to contact prescriber. Nurse administering informed. HEPMA team contacted to confirm system error. Increase frequency of full blood count required as inpatient. 			New electronic system put in place. Doctors have received training on system but not fully familiar with using the system leading to a Patient prescribed Mircera 75micrograms IV on HEPMA (hospital electronic prescribing system) as "other frequency" on 2nd Wednesday of every month, which were the correct directions. HEPMA produced daily administration boxes against this frequency. Mircera given on 1/10/22 and 2/10/22 before Pharmacist stopped medication. Hb 115 on 3/10/22. 			New electronic system put in place HEPMA (hospital electronic prescribing system) Doctors have received training on system but not fully familiar with using the system.						Doctors should have contacted the HEPMA team if they were experiencing issues with the system. This has been feed back to the medical team moving forward. 			Unsure of rationale for selecting 'other frequency' on HEPMA system as monthly administrations available. Likely doctor not aware. Where 'other frequency' is selected a warning message appears stating 'Other frequency is for daily administrations only.' All prescriptions must be confirmed before prescribing where the proposed daily administrations would have been visible. Note prescription was prescribed at 04:51. HEPMA support is available 24/7 and no calls were taken on 01/10/22. Likely training issue and comms needed to promote use of HEPMA support line where unsure. 			Mrs Sharon Howells, Rebekah Williams												Closed						New electronic system put in place HEPMA (hospital electronic prescribing system) Doctors have received training on system but not fully familiar with using the system. 
Error was identified and rectified in a timely manner by pharmacist. 
Doctors should have contacted the HEPMA team if they were experiencing issues with the system. This has been feed back to the medical team moving forward. 						Consultant on call informed. Unable to contact prescriber. Nurse administering informed. HEPMA team contacted to confirm system error. Increase frequency of full blood count required as inpatient. 			Methoxy polyethylene glycol-epoetin beta			Methoxy polyethylene glycol-epoetin beta


			10/4/22			10/1/22			12584			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Ward pharmacist reviewed drug chart on morning of Monday 3/10/22. It was noticed that Clexane (enoxaparin) 40mg s/c once a day had been co-prescribed and co-administered with rivaroxaban 20mg once a day for Saturday 1st and Sunday 2nd October 2022. Both drugs are anticoagulants and should not be administered together.			Contacted on-call cardiology SpR via telephone to alert him to what had happened to instigate review of patient.  With authorisation from the cardiology SpR, the ward pharmacist crossed off the prescription for the Clexane to prevent any further co-administration. 			Prescribing Doctor had not amended the chart accordingly. No substantive staff on shift on that day. three agency nurses were allocated to the area. 			Medical staff failed to amend prescription chart. Nursing staff failed to recognise a double prescription of anticoagulants						Medical staff need to ensure they prescribe accordingly and Nursing staff need to know what medications they are administering.						Helen Davies												Closed						Nurse bank contacted to ensure that the agency nurse was spoken to with regard to safe medication administration. Ensure the prescribing medical staff are aware of the need to review the prescription charts.						Medical staff to ensure prescription chart are reviewed thoroughly and alterations to medications are appropriate. Nurse bank contacted to ensure that it is reiterated to agency staff the importance of knowing the medication s being administered			Rivaroxaban			Enoxaparin


			10/6/22			10/1/22			12800			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Out of date medication given to patient unknowingly. Medication had expired 30/09/2022.			Medication pulled from patient's POD locker and quarantined from other stock. New supply procured from Singleton ASAP for further doses. 			Patient received medication out of date, they were patient's own from home. Pharmacist confirms that patient was not harmed in this instance. Drug chart indicates on 3 occasions administered. " occasions by agency staff. Substantive staff member spoken to by pharmacy. 			Medication administered without checking expiry date. Substantive staff member spoken to by management and pharmacy to ensure improved future practice.  						Communication to staff to ensure expiry dates are checked along with administrating medications. 						Caitlin Francis, Ceri Lewis-Freeman, Mrs Hayley Brown, Nicola Davies												Closed						Thanks for reporting this incident, communication to staff to check expiry dates prior to administration.						Medications removed, patient informed and staff reminded to check expire date of medication. 			Tenofovir disoproxil			Tenofovir disoproxil


			10/3/22			10/3/22			12562			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patients lidocaine patch was not removed by day shift and was therefore left on the patient for ?24 hours and therefore a new one could not be applied in the morning and patient's pain levels could have increased. 			patient monitored to see if there was any visual signs of pain during the day and analgesia offered. 			failure to remove lignocaine patch resulting in  patient being unable to receive new dose. 			failure to remove lignocaine patch  at night by agency nurse - thus  not allowing next prescribed dose to be given . 						Importance of effective communication and clear documentation . 						Bethan James, Mrs Julie Cruickshank, Mrs Melanie Brooker, Pete Matthews												Closed						Thankyou for reporting this incident which has now been investigated. No harm to patient and no increased pain caused. Patient was observed closely. Drug chart was clearly labelled to indicate  administration and removal time . Nursing staff have been reminded of effective  verbal and non verbal communication to reduce risk of this happening again. 						clear communication between staff to ensure information is provided on timing of medication removal required. Drug chart to also clearly identify this . 			Lidocaine			Lidocaine


			10/10/22			10/5/22			13034			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Moderate			Whilst reviewing the patient after discharge from PACU in Morriston, the pain nurse noted the patient had been given the Clopidogril. The patient still had her epidural running and the epidural cannula was still in situ. The guidance for use of anti-coagulants with epidural is the patient should not have their normally prescribed anticoagulants while the epidural is in.
The patients paper prescription drug chart showed she had been given the clopidogril on the 5/10/22 and 6/10/22, contra to guidelines and best practice.			The clopidogril was stopped and the patients admitting team were told of the error, the registrar told me she had given the instructions to restart the clopidogril.
I discussed the matter with my consultant anaesthetist lead and he also discussed it with the on call haematologist who advised the earliest we should take the epidural out would be on 11/10/22, this would require the patient to stay in until that time.
I informed the registrar of the guidelines and  asked for coagulation screening to be done, and informed the team the epidural would now need to stay in for a further 5 days without any further clopidogril. 
Once a plan was in place my consultant anaesthetist and I spoke to the patient and explained why we would not be able to remove her epidural until 11/10/22.
			The patient still had her epidural running and the epidural cannula was still in situ. The guidance for use of anti-coagulants with epidural is the patient should not have their normally prescribed anticoagulants while the epidural is in.
The patients paper prescription drug chart showed she had been given the clopidogrel on the 5/10/22 and 6/10/22, contra to guidelines and best practice.			Incident shared with staff and correct procedure highlighted. incident will be shared in monthly skills days also.						Nurse to be aware of cautions to be used for patients with epidurals and ITO and abide by policy. Challenge anything, they feel/know to be outside of policy or incorrect.			Will discuss the staff who cared for the patient on 05/10/22 and get a statement 			Mrs Melanie Davies												Closed						Thank you for reporting this incident.						The clopidogril was stopped and the patients admitting team were told of the error, the registrar told me she had given the instructions to restart the clopidogril.
I discussed the matter with my consultant anaesthetist lead and he also discussed it with the on call haematologist who advised the earliest we should take the epidural out would be on 11/10/22, this would require the patient to stay in until that time.
I informed the registrar of the guidelines and  asked for coagulation screening to be done, and informed the team the epidural would now need to stay in for a further 5 days without any further clopidogril. 
Once a plan was in place my consultant anaesthetist and I spoke to the patient and explained why we would not be able to remove her epidural until 11/10/22.
			Clopidogrel			Clopidogrel


			10/6/22			10/5/22			12771			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			The cardiology team had stipulated and handed over to the nursing staff on the night shift that the patient was to have their clexane that evening on 5/10/22  as they were having an Angiogram 6/10/22. On checking the drug chart on 6/10/22 the clexane had not been signed for and on asking the patient, they recall not receiving it. 			Cardiology team aware and informed, patient having Angiogram 6/10/22 and prophylactic clexane prescribed post Angio.  			The cardiology team had stipulated and handed over to the nursing staff on the night shift that the patient was to have their clexane that evening on 5/10/22  as they were having an Angiogram 6/10/22. On checking the drug chart on 6/10/22 the clexane had not been signed for and on asking the patient, they recall not receiving it. 			Patient did not receive medication. Communication to staff member to ensure all medications are given and reminded of the implications of the patient not receiving treatment. 						Communication to the staff member of the implications of missed medication and to ensure medication charts are thoroughly looked at the ensure medication administered correctly. 						Caitlin Francis, Ceri Lewis-Freeman, Mrs Hayley Brown, Nicola Davies												Closed						Thanks for reporting this incident. 						Cardiology team aware and informed, patient having Angiogram 6/10/22 and prophylactic clexane prescribed post Angio.  


			10/6/22			10/5/22			12797			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			  Patient had recently been discharged from hospital following a CVA for rehabilitation. Discharged home for 1 day, fell and was re-admitted. Medications were prescribed but it was not until the time of completing the discharge summary that it was found medications had been missed. Patient had been commenced on amlodipine, ramipril, atorvastatin and clopidogrel from her previous admission,. However, these medications were not documented on the clinical portal at the time of the medication history check. Therefore, none of the outlined medications had been prescribed throughout the 4 weeks of the current admission. 			Highlighted to both the pharmacist and the ward doctor covering the ward. Advised to recommence all the medications missed, amlodipine to be recommenced at a reduced dose, and medications to be sent on to the patient who was discharged to Bonymaen House for rehab. Bonymaen house contacted and informed of the error, they will arrange for daily BP checks and Gp to review medication in 1 week 			This is a multifactorial incident: Medical, nursing and pharmacy staff involved.
Patient admitted early August under medical team with CVA.
Patient discharged 22/8/22 to Bonymaen House for rehab
Patient discharged home and fell within one day
Patient readmitted to MH 31/8/22 under T&O with tibial fracture
Admitting teams (Doctor, NP's and pharmacy) consulted GP record, but not the previous discharge summary.  GP record had not been updated since last admission and medications missed			Education to take place and suggestion of automatic medication list updates						Check all information including recent discharge summaries when admitting patient with recent admission						Miss Claire Topliss, Mrs Heather White												Closed						Thank you for raising this incident and allowing for learning for the future						Nursing, pharmacy and medical staff to be reminded to check previous discharge summaries in addition to GP records on admission
Consideration of more prompt update of GP medication list (can this be automatic)

			Amlodipine			Amlodipine


			10/6/22			10/6/22			12824			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Patient was due a strong analgaesic, Gabapentin, at 6am. This medication was not given by the agency nurse on duty overnight. This led to the patient potentially suffering pain.			Unable to give medication until the next prescribed dose, as it was too late for the medication to be given. Informed the team lead for South HDU who informed the nurse in charge. Datix also submitted. 			The agency nurse in question did not administer the gabapentin as the patient was asleep and not in discomfort. When I spoke to the nurse, she had handed this over to the morning nurse.			No harm came to the patient. The nurse had handed over to the day nurse, why it had not been administered. The patient benefitted by sleeping longer,						No harm came to the patient, Compromise is a lesson learned this could have been resolved on handover had the nurses had the discussion.			Agency Nurse Beena Joy was the nurse looking after the patient. This nurse works for pure agency. I will ask Tracy Wood the manager of bank to contact the agency to get a statement from this nurse. If Beena works on the unit in the next few weeks we will ask her for a statement ouselves.			Mrs Alison Demery, Mrs Melanie Phillips												Closed						If the day nurse had not agreed with leaving the medication, they should have come to an agreement on handover for the night nurse to administer the gabapentin to the patient prior to going home. Additionally, sleep is as important to patient's healing and well being as the drugs themselves. 						None, as this is a patient who required sleep, and the the drug could and should have been given as soon as he woke, which is was. 			Gabapentin			Gabapentin


			10/19/22			10/7/22			13761			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Patient was charted and given half of a 5mg Longtec tablet at 9am (oxycodone modified release tablet), these tablets should not be split or crushed as the modified release properties are affected. Nurse stated that the other half of the tablet was disposed off in the sharps bin.			Contacted Doctor to initially switch the patient to oxycodone liquid which is a more appropriate formulation for the required dose. The patient was taken off oxycodone later in the day as pain relief was well controlled.

The halved oxycodone tablet that was disposed off in the sharps bin was retrieved. This tablet was placed in a biohazard bag and clearly labelled in the controlled drugs cupboard. The wasted tablet was added into the controlled drug register to be returned by pharmacy for disposal. 			Patient was charted and given half of a 5mg Longtec tablet at 9am (oxycodone modified release tablet), these tablets should not be split or crushed as the modified release properties are affected. Nurse stated that the other half of the tablet was disposed of in the sharps bin. This was retrieved to be discarded appropriately as per policy. 
Once identified appropriate actions taken and prescription chart altered to reduce risk of error happening again. 

Nurse who administered the medication was newly appointed to ward  - second checker  - 
staffing -2 core rn with 3 new starters (super nummary) and x2 agency staff.  Only 2 core hcsw and x1 bank hcsw			error in administration and disposal of medication resulting no harm. 						Importance of administration and storage /disposal of medication to ensure error is avoided. 						Bethan James, Gareth Chapple												Closed						Thank you for reporting this incident where a modified release-controlled drug was cut in half and administered to a patient. The other half incorrectly wasted/disposed of initially. The staff involved in this incident has been spoken to and has been asked to familiarize with the CD medication policy including disposal process. 						Importance of correct dose and medication prescription to avoid error occurring in the future. Also storage and disposal of medication in line with policy. 
Nursing and medical staff to familiarize themselves with correct dosing and availability of medications.   			Oxycodone			Oxycodone


			10/7/22			10/7/22			12929			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 5			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			Severe			This patient was due to have ORIF ankle at Morriston on 7/10/22. She was fit and well, had no known previous allergies and had uneventful anaesthesia in the past.

She had an IV induction with with fentanyl, propofol and atracurium. She was intubated and moved to theatre. About 17-18 minutes after induction, after positioning, she was given cefuroxime. Within 5 minutes, she had a sudden BP drop from 110 systolic to 54 systolic. There was barely any change in heart rate from 90 bpm. SpO2 were 100%, ETCO2 had not dropped.  Surgery had not yet commenced, but the leg had been washed with chlorhexidine.			Radial pulse felt (barely palpable). IV Hartmanns given running. Repeat BP (similar). Placed Trendelenburg. Looked for cause. No rash, oedema, no change in airway pressures, no wheeze, good air entry. Gave 1mcg/kg adrenaline IV and called for help from duty consultant. Informed theatre team of suspected anaphylactic shock. Asked surgeons not to start. ET sevo 3.0 dropped to 2.2. FiO2 increased to 1. 18G IV access placed x 2.

Asked for anaphylaxis pack/tryptase. Further adrenaline prepared. Venous gas done. Tryptase taken.
Called for paediatric anaesthetist assistance who discussed with WATCH.
Needed 6 doses of 1 mcg/kg adrenaline, 2 x doses of IM adrenaline (300 micrograms), adrenaline infusion peripherally as per WATCH guideline.
Arterial line and CVP line placed then adrenaline given via CVP.
Urine catheter placed. 
K reduced to 2.8 so replaced intially peripherally then centrally.
pH dropped to 7.15 on ABG, lactate increased to 8.7, BE -14.1, HCO3 14.4. Gas exchange good and normocapnic so FiO2 reduced.
Glucose increase to 21. WATCH advised no insulin for time being, just start metaraminol peripherally and reduce adrenaline.
Gradually put operating table level. 2nd tryptase taken.
WATCH advised metaraminol peripherally and reduce adrenaline. 
This slightly improved ABG to pH 7.21, lactate 8.4, BE -10.1, HCO3 17.4.
Also WATCH advised switch sevo to morphine and midazolam to reduce vasodilation.
WATCH team not available for transfer and initially no PICU bed available at UHW so some delay, but then EMRTS came and bed made available at PICU UHW, so transferred ventilated.  
Referral form done to anaphylaxis clinic UHW.

Problems:
No refractory anaphylaxis guideline in anaphylaxis pack (though a different version is in QRH file).
No ideal CVP line size for 12 year old (12 cm, 5 French, 3 lumen available, but next size up was 16 cm 8.5 French 4 lumen). 11cm 8.5 French line would be useful.			Patient suffered anaphylaxis likely to anaesthetic medications. Transferred to CAV for PICU care. Received definitive orthopaedic treatment in CAV.  Referred to paediatric allergy clinic for investigation of cause.			Patient suffered anaphylaxis likely to anaesthetic medications. Transferred to CAV for PICU care. Received definitive orthopaedic treatment in CAV.  Referred to paediatric allergy clinic for investigation of cause. No ongoing harm to patient.						Patient suffered anaphylaxis likely to anaesthetic medications. Transferred to CAV for PICU care. Received definitive orthopaedic treatment in CAV.  Referred to paediatric allergy clinic for investigation of cause. No ongoing harm to patient.			12-year-old child. Could not proceed with surgery due to drop in obs.  Child has been transferred to Cardiff. Anaesthetics to review locally. 			Dr Lewys Richmond, Dr Nathan Tweed, Mr DuncanJ Davies, Saqib Masud												Closed						Patient suffered anaphylaxis likely to anaesthetic medications. Transferred to CAV for PICU care. Received definitive orthopaedic treatment in CAV.  Referred to paediatric allergy clinic for investigation of cause. No ongoing harm to patient.						no			Cefuroxime			Cefuroxime


			11/7/22			10/10/22			15178			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			None			Received a telephone call from patient, informed that community pharmacy refused to issue insulin as it was stopped during admission to hospital. Patient is a Known T1 DM, was on Tresiba and Fiasp. On checking DAL from 10/10/22, noted Tresiba and Fiasp discontinued. 			Arranged a prescription for Tresiba and Fiasp. Patient collected the prescription on 03/11/22 from Diabetes Centre.			Awareness of limitations of HEPMA system when prescribing "when required" insulin. 
HEPMA working group have discussed indicidents/mitigations more widely regarding insulin. 
Awareness that insulin dependent diabetic patients should be discharged with insulin. 
Encourage close MDT working with Pharmacist, Medical Team and Nurses to challenge prescribing decisions
			No further immediate actions other than raising awareness of incident with ward team. 						No further immediate actions other than raising awareness of incident with ward team. 			This incident is being investigated and several parties are involved in ensuring this does not occur again.  HEPMA lead Rebekah Williams is creating a new file to allow for the prescribing of PRN Insulin e.g. Novo rapid for hospital use only to ensure that this is selected for prn dosing of rapid/short acting insulin to correct hyperglyceamia.  This will help to ensure that patients are not discharged on PRN insulin that should be for hospital use only.  This incident did not allow for dose ranges of insulin for this patient and therefore a paper insulin chart was put in place and the regular insulin was crossed off.  This then looked like the patient no longer needed insulin even though they were type 1 and insulin dependent which had been signed off by both the Doctor and pharmacist not checking paper chart.  This has been discussed with the pharmacist and the Consultant has been informed to ensure all Dr's know that insulin should never be omitted for type 1 diabetes.  This is covered in all our diabetes education programmes.			Chris Cottrell, Lee White, Maneesh Udiawar												Closed						No further immediate actions other than raising awareness of incident with ward team. 						No further immediate actions other than raising awareness of incident with ward team. 			Insulin aspart			Insulin aspart


			10/18/22			10/11/22			13673			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Midazolam signed out of book by 1 registrant only for a new patient with no identifiable parameters in the CD book. Drug then not given for clinical reasons. However no record of wastage or disposal of medication in records or by whom. 			Discussed the situation that lead to this with clinicians and nurses. Balance updated and retrospectively signed for the patient by senior nurses on the day of discovering the abnormality in the CD book and balance of Midazolam verified. 			Midazolam was not checked out of the Control Drug book in a manner to reflect ITU policy.												I have spoken with staff nurse LT with regards to the poor documentation in the controlled drug register and the responsibility that comes with removing controlled drugs from the cabinet.  She has provided a statement which I have uploaded and, following our conversation, I am satisfied that she understands that ED and ITU work in different ways.  			Coca Sewell												Closed												Nurses involved have been spoken too and both now understand the correct way to record out Controlled drugs. 			Midazolam			Midazolam


			10/14/22			10/11/22			13393			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial			Low			Two different medications not given to a patient when they had been ordered by pharmacy early morning and were left in a green pharmacy medication bag in the medication room overnight and not given to the patient at all that day, patient spoke to the pharmacy technician the next morning about it			Two different medications not given to a patient when they had been ordered by pharmacy early morning and were left in a green pharmacy medication bag in the medication room overnight and not given to the patient at all that day, patient spoke to the pharmacy technician the next morning about it			Two different medications not given to a patient when they had been ordered by pharmacy early morning and were left in a green pharmacy medication bag in the medication room overnight and not given to the patient at all that day, patient spoke to the pharmacy technician the next morning about it.
Upon speaking to the nurse, the pharmacy bag was amongst other bags and not in clear site in the drugs room. The RN was not informed that the medication had been brought up to the ward. 
RN informed to check the medication room thoroughly before omitting a medication or check with another ward to see if they have the medication available and are able to provide the medication for the patient as a one off. 			Two different medications not given to a patient when they had been ordered by pharmacy early morning and were left in a green pharmacy medication bag in the medication room overnight and not given to the patient at all that day, patient spoke to the pharmacy technician the next morning about it.
Upon speaking to the nurse, the pharmacy bag was amongst other bags and not in clear site in the drugs room. The RN was not informed that the medication had been brought up to the ward. 
RN informed to check the medication room thoroughly before omitting a medication or check with another ward to see if they have the medication available and are able to provide the medication for the patient as a one off. 						check the medication room thoroughly before omitting a medication or check with another ward to see if they have the medication available and are able to provide the medication for the patient as a one off. 						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Mrs Sophie Evans, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						Feedback given to RNS.			Diazepam			Diazepam


			10/13/22			10/12/22			13288			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Critical medication Desmopressin not signed for midday and bedtime dose			Critical medication Desmopressin not signed for midday and bedtime dose			Critical medication Desmopressin not signed for midday and bedtime dose. Nurse caring for the patient had a student with her in the bay. The student RN was doing medication under the supervision of the RN. When the RN was spoken to regarding this incident, she states the medication was given and the patient also confirmed this. The nurse was unable to identify why she did not sign for the medication. No harm came to the patient. 			Medication given to patient but not signed for.						- Ensure all medication is signed for when given. If medication is not given for whatever reason then the explanation should be clealry documented on the back of the drug chart and the correct code e.g 4, should be please in the medication box. 						Mrs Caroline Riseley, Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						RN spoken to regarding this incident. 			Desmopressin			Desmopressin


			10/13/22			10/13/22			13322			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient had been prescribed Naftidrofuryl 100mg TDS on medication chart, Above this prescription a different drug was endorsed with assumed intention of clarifying the original drug prescription. However this was endorsed incorrectly as 'Nitrofurantoin'. Thankfully the correct drug was available on the ward and administered according to the correct prescription. Pharmacist alerted nursing staff to error.			Issue was discussed with pharmacist and the prescription was clarified and incorrect endorsements deleted on drug chart. Nurses on duty were informed and made aware of correct drug. Escalated to ward sister. 			The ward pharmacist discovered the incorrect endorsement on the drug chart; nitrofuranatoin (incorrect drug) was written above naftidrofuryl (correct drug). The first step was to check the patient had not come to harm as a result of this error. 

The drug found in the POD locker for the patient correctly matched the prescription which correctly matched the GP medication records. None of the incorrect drug was found on the ward. Nursing staff can recall giving the correct drug to the patient. I am satisfied the patient has not been given the incorrect drug.

It is not clear who endorsed the drug chart incorrectly. The endorsement was not signed so assessing who is responsible for the error is difficult. 			Incident investigated thoroughly.						Nursing staff aware not to clarify or make endorsements on drug charts without first speaking to a pharmacist. 						David Jackson, Helen Davies												Closed						Incident thoroughly investigated.						Ward Sister was alerted who advised a DATIX be submitted. 

Ward Sister is confident her nursing staff are aware that endorsing/clarifying drug charts lies outside of their remit.

The nursing staff on duty were informed of the error and reminded that endorsing/clarifying drug charts is not appropriate unless they are prescribers.			Naftidrofuryl			Nitrofurantoin


			10/17/22			10/14/22			13526			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			Patient is on Warfarin due to previous DVT.
Patient was restarted on his warfarin from the 12/10/2022 following his cardiac surgery.
patient normally takes large doses to maintain his INR in the therapeutic area.
Therefore on Friday patients INR was 1.2 and 10mg of warfarin was prescribed.
By the time the staff came to administer the medications the chart had gone missing.			A new chart was written with the the 2 previous day doses on, however did not check Clinical portal for Point of care INR result, and the doctors response was not to worry about it until tomorrow, therefore patient did not receive warfarin dose on Friday.
Patient continued to have Clexane injections 40 mg BD.
Spoken to Doctor on call that night, who states the dose omitted as the patient couldn't remember if he had had warfarin or not.

			Patient was prescribed 10 mg of warfarin as this was his usual dose pre-admission. When early staff handed over to late shift, they had shown them that the patient had been dosed for 10 mg and left the warfarin chart on the top of the desk. by the evening drug round a nurse from Cardiac ITU had come to assist with medications, it appears that the warfarin was missed on the round. The night staff started their shift, but the warfarin chart had gone missing, and the patient could not be sure that he had taken the warfarin or not.			patients' chart had gone missing, due to the missed dose the patients INR result dropped.						staff could have contacted the day staff to ask if the patient had received the warfarin.						Cerys Jones, Mrs klare Rogers												Closed						thank you for reporting this incident						Nursing staff spoke to on-call doctor who contacted the registrar for advice, the registrar advised not to give warfarin due to the patient not being able to say whether he had taken warfarin or not. A new warfarin chart was commenced and the 14/10/22 no information added. the patient was subsequently given 5mg doses over the weekend.


			10/15/22			10/15/22			13466			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Mixed Intervenors medication for the patient , had it checked , so it was doubled checked . Picked medication chart up for the patient,  which was next to the clean area ( tray ) with the medication in. Checked name, DOB , address and allergies all correct and allergic to bees and wasps , patient cannula had tissue, so re cannulated the patient. Administrated the medication, open the chart to sign my signature to notice the wrong medication has been administrated. Patient has been adminstarted another patient medication, but the drug chart for that particular patient wasnt in the medication room. Only this patient AL medication chart was next to the benzylpenicillin 			Informed nurse in charge, completed a datix, informed the doctors and informed and apologized to the patient . Doctors have checked patient. 			Staff nurse had mixed up a patient's IV medication with a different patient.  Once error identified, nurse informed patient and the admitting team.  NKDA, patient accepted nurse's apology. The nurse has written a full reflective statement surrounding the drug error.			Nurse has reflected on the incident-statement attached.  Experience shared with other staff members in order to learn from the incident.
Reiterate to all staff that when drawing up intravenous medication to do one at a time in the clinical room and check with another trained nurse. Administer that medication before going on to the next patient. One task at a time .						The incident has been reflected on and shared with staff in order to learn from the mistake.
Reiterate to all staff that when drawing up intravenous medication to do one at a time in the clinical room and check with another trained nurse. Administer that medication before going on to the next patient. One task at a time .
Reinforce IV policy which states a second checker is required to check the drug chart, medications and patient ID before administration of IV medications.						Joanne Noble												Closed						Nurses to concentrate on one patient's medication at a time and go to the bedside together to administer.						Observe patient, give prescribed antibiotics in 6 hours.			Benzathine benzylpenicillin			Metronidazole


			10/15/22			10/15/22			13452			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			I checked the controlled drugs with my colleague today ( 15/10/2022 ) at around 5am, and noticed to have 5 more ampoules of potassium than what the controlled drug book counts. On the controlled drug book there is 31 ampoules left but on the actual box of potassium there is 36 ampoules left. The numbers does not correspond at all.			Both myself and my colleague counted the ampoules numerous times just to make sure that we counted it right, even asked a third person to count it as well. Checked the controlled drug and tallied the amount of potassium that was taken out with the amount that was left, and it was correct,  there was no discrepancy on it. The potassium was last log out on the 09/10/2022. 
The controlled drugs is checked after every 12hours shift.
Sister-in-charge made aware of this discrepancy.
Incident report completed.
			When the drugs were checked again, it appears that the nurses had looked on the wrong page of the record book, and in fact there were the correct number of ampules of potassium there. 			no incident to investigate						Ensure CD Register is fully updates including page number changes.			incident investigated, and all drug count now accurate			Tracy Jones												Closed						When the drugs were checked again, it appears that the nurses had looked on the wrong page of the record book, and in fact there were the correct number of ampules of potassium there.

Ensure all information in the CD register is appropriately updated, including page numbers


 thank you for the datix, 						The page number at the beginning of the  record book for potassium was updated . No other action 			Potassium chloride			Potassium chloride


			10/19/22			10/15/22			13736			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Moderate			Liaison Psychiatry in Morriston Hospital attended to review in patient today (19/10/22) with a student nurse. Upon review, it was identified that patient had received on the 15th of October 2022, 2x1mg PRN Lorazepam and 2x4mg in 1ml intramuscular injection Lorazepam PRN at 00:20 and 20:00. This was indicated on the online medication chart as well as the medical notes of which documented the incident on the 18/10/22, there was no documentation of the incident on the day (15/10/22) nor was there documentation for the 16/10/22 and 17/10/22. The incident was also clarified by the staff nurse on the ward when queried if the medication chart was accurate.			Feedback to the Liaison Co-ordinator after review was completed to inform of incident.
Liaised with Liaison Psychiatric Consultant who informed a datix would need to be completed of incident.
Liaison Psychiatric Consultant to review patient on the ward today (19/10/22) to discuss incident in the first instance with treating team on the ward.																		Mrs Carys Walters, Mrs Natalie Dark-Harry												Under Investigation															Lorazepam			Lorazepam


			10/17/22			10/16/22			13546			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			10 x Fondaparinux 2.5mg/0.5ml was in the fridge on Friday when I left the ward but I found in the patient's medication locker on Monday morning 17/10/22. These are an expensive medication item and the medication is clearly marked and  highlighted FRIDGE item. Patient in bed Red bed 1. This will now have to be disposed of.			10 x Fondaparinux 2.5mg/0.5ml was in the fridge on Friday when I left the ward but I found in the patient's medication locker on Monday morning 17/10/22. These are an expensive medication item and the medication is clearly marked and  highlighted FRIDGE item. This will now have to be disposed of. Patient in bed Red bed 1			10 x Fondaparinux 2.5mg/0.5ml was in the fridge on Friday but found in the patient's medication locker on Monday morning 17/10/22. These are an expensive medication item and the medication is clearly marked and highlighted FRIDGE item. Patient in bed Red bed 1. Medication disposed of as unable to use. 			10 x Fondaparinux 2.5mg/0.5ml was in the fridge on Friday but found in the patient's medication locker on Monday morning 17/10/22. These are an expensive medication item and the medication is clearly marked and highlighted FRIDGE item. Patient in bed Red bed 1. Medication disposed of as unable to use. Staff member was unfamiliar with the medication. Rn's did not hand over that the medication was to be kept in the fridge and the nurse who moved the medication did not read the instructions for correct storage. 						Staff are to read medication labels regarding the safe and correct storage. Medication which is found in the fridge should not be removed unless instructed that it is safe to do so. If a member of staff is unfamiliar with a medication, they should read up on the medication and educate themselves before administering it. 						Mrs Caroline Riseley, Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Staff are to read medication labels regarding the safe and correct storage. Medication which is found in the fridge should not be removed unless instructed that it is safe to do so. If a member of staff is unfamiliar with a medication, they should read up on the medication and educate themselves before administering it. 						Patient discharged			Fondaparinux sodium			Fondaparinux sodium


			10/17/22			10/17/22			13607			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			During routine check of controlled drugs, staff identified a discrepancy of 43mls with the oxycodone liquid 5mg/5mls.Recorded balance 317mls.Actual balance 274mls.			Site manager informed immediately and discrepancy highlighted in CD book. Datix completed			Reviewed CD entries and mathematical subtractions in regards to running total of medication.
Noted pharmacy checks on  1st January 2022 and 12th May 2022. ( Volumes were not accurately measured during these checks )
On 25th October 2021 volume recalculated due to end of bottle. Therefore balance correct.

Noted new bottle of Oxycodone ordered and dispensed on the 1st December 2021. 250 mls . 
This was added to the old bottle which was recorded to have 231ml the volume . ( Question as to why a new bottle was ordered and dispensed at this time, )
NOTED on the 15th Sept 2022 - a pt had declined a 5 ml dose. This entry had a single line through which extended almost to the volume. The next deduction did not take the calculation from this but from the entry previous,

THERFORE 5mls ACCOUNTED FOR. 

On review with Pharmacy - discussed allowance for 10 % due to drawing up / decanting / small spillage when drawing up meds.
Re measured and due to requirement to decant noted 1ml wastage due to this task.
Also identified that approximately 1ml contained in the nib of the enteral syringe . 
Doses of this medication are very small - varying from 1.5 to 5 mls.  On discussion this provided a large amount of opportunities for minimum of 1ml wastage per dose.			general wastage due to task. compounded by the small volumes administered, and 1 miss calculation of 5 mls  usual 10% discrepancy was exceeded.						Bottles to be labelled with opened date and expiry after 6 months.
Quills or bungs to support with withdrawal of medication to be obtained.
Pharmacy to ensure review of reviewing accurate volume when new bottles ordered.
This will ensure monitoring and more accuracy re discrepancy in volumes. 			Discrepancy of 43ml oxycodone liquid volume from what is measured (24ml) and balance stipulated in CD register (67ml).

Investigated thoroughly with Ward S Sister, TF. 

CD checks being conducted regularly (1/1/22 and 12/5/22) but oxycodone liquid volume not measured for some time.

New oxycodone 5mg/5ml liquid bottle ordered 3/12/21. This was surplus to requirements and this order appears to be unnecessary.

Suggestions:
-order measuring device e.g. conical flask for purpose of measuring volumes during CD checks.
-draw up small volumes using a quill and syringe.
-store liquid CDs for maximum of 6m from opening. Apply an expiry sticker to newly ordered bottles.
-ward not to order more CD stock than required.
-nursing staff to contact pharmacist when CD liquid bottle is finished to review usage and adjust volume balance if appropriate.
			Alison Williams, David Jackson, Mrs Tanya Fuller												Closed						On review with Pharmacy - discussed allowance for 10 % due to drawing up / decanting / small spillage when drawing up meds.
Re measured and due to requirement to decant noted 1ml wastage due to this task.
Also identified that approximately 1ml contained in the nib of the enteral syringe . 
Doses of this medication are very small - varying from 1.5 to 5 mls.  On discussion this provided a large amount of opportunities for minimum of 1ml wastage per dose.
Actions to be put in place to monitor with pharmacy when new bottles ordered.						Discussed use of  quills and bungs to withdraw liquid medication. 
Information obtained and clarified that bottles should be classed as expired 6 months after opening not according to the bottles expiry date. ( bottles have currently been reviewed as per bottle expiry date ) 
Requesting label to be applied to bottles for staff to document opened date, Requested pharmacy support to question / review when bottles ordered to confirm correct volumes due to general wastage with staff. To review the use of a conical with pharmacy at this point and obtain order details. 
Full CD check completed 


			10/31/22			10/17/22			14699			Staff/Contractor			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 6			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			Adrenaline had been incorrectly stored in a box of dexamethasone.
Two ampules had been cracked and on checking the wrong drug identified			Adrenaline thrown
Staff informed			Thank you for reporting that the drug ampoule had been placed in the wrong storage box.  The checking procedures in place stopped the drug being administered to the patient.
All correct procedures were followed by users.
			No harm came due to everyone carrying out the proper checks prior to administering any medication to a patient.						How important all checks are in these situations
How many drug vials/boxes are very similar						Amanda Jones, Sister Rhian Medwell, Tanya Bowen												Closed						Thank you for reporting and for carrying out all the correct checks prior to giving medication to any patient.  This definately avoided any harm occuring to your patient.

All staff have been advised to double check when placing any medication back in storage.						Box was checked for possibility of more drugs being wrongly placed in wrong boxes.			Adrenaline			Dexamethasone


			10/17/22			10/17/22			13603			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			warfarin dose on 16/10/22 was unable to be given at correct time as no INR had been taken; following sample processing & INR result the warfarin was dosed and given at 0300 on the 17/10/22 by the night staff.   CTS registrar advised to report the incident.			CTS registrar made aware. 			patient admitted after a rtc under cardiothoracic treated for a fractured sternum. 
patient on warfarin on admission for multiple pes.
patients' warfarin was stopped after patient had episode of coffee ground vomiting and put on ppi iv for 72-hour regime.
patient had endoscopy showed multiple ulcers 

 

 			from the management review it can be seen that a lack of communication between doctors and staff nurses delayed the patient in receiving their warfarin until the early hours of the morning. 
						doctors from other teams to request bloods as soon as patient reviewed. decreasing the risk of delay in bloods being taken and results being obtained. 						Bethan James, Mrs Julie Cruickshank, Mrs Melanie Brooker												Closed						thank you for reporting this incident 
following the management review 
outcome - no harm 
learning - for consultant teams to request specific bloods directly after reviewing the patient, decreasing the delay in obtaining results, dosing and administration of warfarin. 
actions - to remind doctors to request bloods at point of reviewing patient to decrease delay in obtaining results 						for bloods to be requested at the time of doctors reviewing the patient, which will result in bloods results being taken at the correct time therefore not delaying the result and dosing of warfarin			Warfarin			Warfarin


			10/18/22			10/17/22			13683			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			None			Patient has been prescribed Methadone 90ml once daily and it was administered to her on 16/10/2022 and 17/10/2022. Upon substance misuse review it was found out that patient was on methadone titration in the community and the Methadone prescription has been suspended by CDAT because patient has missed more than 3 days.			> A same-day discussion with CDAT nurse was held and full community history has been taken-- patient has been on 45ml Methadone in the community and has missed her community doses on 9/10/22, 10/10/22 and 11/10/22. She was readmitted to the ward on 15/10/22 from A&E after she was found by a neighbour collapsed in her foyer. She was prescribed Methadone 90ml once daily on 16/10/22 and she had a dose on the day it was prescribed and another dose on 17/10/22. 
> A same-day discussion was held with renal pharmacist and upon checking, the renal pharmacist found out that on patient's previous discharge advice letter, her Methadone dose was 45 ml but on HEPMA there was a note stating that patient is issued 90ml Methadone and is being supervised in the community. Pharmacist rang the community pharmacy to confirm this and community pharmacy informed the renal pharmacist that patient's Methadone has been suspended because she has missed more than 3 days and the community did not know the plan going forward.
> Pharmacist and ward sister were both aware that there were 3x90ml bottles of Methadone all labelled with patient's name in the CD cupboard from a previous admission. Upon checking we found 1 bottle remaining, we checked the register and we found that the 2 bottles were signed out to patient
>A same-day discussion with renal consultant was held where both ward sister and renal pharmacist were present informing him of the incident. As patient is frequently admitted to the ward a written plan in the medical notes has been documented that the doctors will hold off on prescribing Methadone until confirmed with CDAT and pharmacy and where this wouldn't be possible, to follow hospital protocol on COIN
>The substance misuse team are aware and have reviewed patient on 17/10/22 and again on 18/10/22, patient came to no harm and a plan going forward has been confirmed
>The remaining bottle of Methadone in the CD cupboard has been isolated and will be returned by pharmacy			Patient has been admitted to the ward from A&E on 15/10/22 following a collapse at home. She is known to the renal department and has extensive past medical history including CKD, substance misuse, mental health and aggression. She is a regular dialysis patient who is supposed to be on 3x weekly dialysis but has kept missing her sessions which always leads to fluid overload and admissions to hospital. In this admission, patient has been prescribed Methadone 90ml once daily and it was administered to her on 16/10/2022 and 17/10/2022. Upon substance misuse review it was found out that patient was on methadone titration in the community and the Methadone prescription has been suspended by CDAT because patient has missed more than 3 days.

 A same-day discussion with CDAT nurse was held and full community history has been taken-- patient has been on 45ml Methadone in the community and has missed her community doses on 9/10/22, 10/10/22 and 11/10/22. She was readmitted to the ward on 15/10/22 from A&E after she was found by a neighbour collapsed in her foyer. She was prescribed Methadone 90ml once daily on 16/10/22 and she had a dose on the day it was prescribed and another dose on 17/10/22. When the CDAT nurse spoke to patient, patient asked her "not to inform nursing and medical colleagues that she defaulted on her Methadone 45ml titration." CDAT nurse asked Ward sister to put an incident report in given that the dose she received is higher than her routine dose.

I had a discussion on the same day with renal pharmacist and upon checking, the renal pharmacist found out that on patient's previous discharge advice letter, her Methadone dose was 45 ml but on HEPMA there was a note stating that patient is issued 90ml Methadone and is being supervised in the community. Pharmacist rang the community pharmacy to confirm this and community pharmacy informed the renal pharmacist that patient's Methadone has been suspended because she has missed more than 3 days and the community did not know the plan going forward.

Pharmacist and Ward sister were both aware that there were 3x90ml bottles of Methadone all labelled with patient's name in the CD cupboard from a previous admission. Upon checking they found 1 bottle remaining, checked the register and they found that the 2 bottles were signed out to patient.

A same-day discussion with renal consultant was held where both Ward sister and renal pharmacist were present informing him of the incident. As patient is frequently admitted to the ward a written plan in the medical notes has been documented that the doctors will hold off on prescribing Methadone until confirmed with CDAT and pharmacy and where this wouldn't be possible, to follow hospital protocol on COIN.

The substance misuse team are aware and have reviewed patient on 17/10/22 and again on 18/10/22, patient came to no harm and a plan going forward has been confirmed.

The remaining bottle of Methadone in the CD cupboard has been isolated and will be returned by pharmacy.

The patient has been continuously monitored and she has not shown any signs of overdose and has had stable vital signs since administration. She has been on and off the ward by herself "for fresh air" and she has capacity.			The incident has been thoroughly discussed among the MDT and it has been concluded that there were some areas for improvement which have been highlighted in this datix and although patient knowingly took a higher dose of her medication, she remains unharmed and is doing well.						As discussed in the recommendations above			Patient has been admitted to the ward from A&E on 15/10/22 following a collapse at home. In this admission, patient has been prescribed Methadone 90ml once daily and it was administered to her on 16/10/2022 and 17/10/2022. Upon substance misuse review it was found out that patient was on methadone titration in the community and the Methadone prescription has been suspended by CDAT because patient has missed more than 3 days. 

Patient has a long and extensive history of admissions and is well known to the renal department. She has a past medical history of CKD on dialysis, substance misuse, mental health issues, aggression and violence, IVDU, is known to be non-compliant with her dialysis treatments and medications, has had multiple ITU admissions due to overdose with illicit substances, is known to exhibit challenging behaviours and is associated with previous behavioural incidents which were reported on datix, one of which actually harmed another patient. The patient is known to the security team and the police for previous incidents in the ward. Behaviour exhibited by patient to CDAT nurse suggested that patient knowingly took the high dose of Methadone and was fully aware what dose she should have been on, even instructing the CDAT nurse to keep the information from ward staff and medical team. 

The incident has been thoroughly discussed among the MDT and it has been concluded that there were some areas for improvement which have been highlighted in this datix and although patient knowingly took a higher dose of her medication, she remains unharmed and is doing well. She is continuously being monitored.

			James Chess, Kristine Labayo, Mrs Sharon Howells												Closed						The incident has been thoroughly discussed among the MDT and it has been concluded that there were some areas for improvement which have been highlighted in this datix and although patient knowingly took a higher dose of her medication, she remains unharmed and is doing well.						Continue monitoring the patient and follow plan from substance misuse team. Patient will continue to receive dialysis as per renal plan.			Methadone			Methadone


			10/18/22			10/18/22			13689			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			Low			Received patient from recovery around 17.00. Patient came with Noradrenaline (unprescribed and not labeled) attached to central line. Went from theatre, to recovery, then to CITU with no prescription. Central line had not been documented safe to use as a post-insertion x-ray was not performed.  Not aware of Noradrenaline dosage since label wasn't on syringe or documented on drug chart. No bionector or 3-way tap insitu. 			chest X-ray was performed to check usage of CVP. Site was re-dressed and needed to have a suture added. Noradrenaline (4mg) was prescribed on drug chart, and a new syringe was drawn up with correct dosage and label attached. Signed and checked by two members of staff. No adrenaline was attached to a new line, with 3-way tap and bio-nector  insitu. 			Noradrenaline infusion had not been correctly labelled and no bionecter used.			Noradrenaline infusion not labelled correctly and no Bionector used.						Case discussed with consultant involved and presented at anaesthetic governance, CVC bundle emphasised and importance of correct labelling of drugs re-iterated.			Meeting and action plan agreed with LJ as per recovery input into investigation, email file uploaded to documents.			Dr Lewys Richmond, Dr Tracey Wall, Mrs Michelle Porter, Stuart Hughes, Victoria Russell-curtis												Closed						Case discussed with consultant involved and presented at anaesthetic governance, CVC bundle emphasised and importance of correct labelling of drugs re-iterated.						nil			Noradrenaline			Noradrenaline


			10/19/22			10/19/22			13727			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Low			On undertaking daily CD checks it was noted that Patient's own Zomorph 100mg was missing			No miss in daily checks so was documented that all CD checks were accurate on 18/10/22
Clean utility checked and CD cupboard.
Missing medication was 1 tablet in a strip that was contained in a green pharmacy bag.
Ward orange bags checked and same on hospital corridor but not located.
Matron/ pharmacy informed of incident.
CD cupboard very cluttered with several out of date medication that pharmacy have been requested to remove over the last week. 
			On undertaking daily CD checks it was noted that Patient's own Zomorph 100mg was missing
No miss in daily checks so was documented that all CD checks were accurate on 18/10/22
Clean utility checked and CD cupboard.
Missing medication was 1 tablet in a strip that was contained in a green pharmacy bag.
Ward orange bags checked and same on hospital corridor but not located.
Matron/ pharmacy informed of incident.
CD cupboard very cluttered with several out of date medication that pharmacy have been requested to remove over the last week. 
			Unable to identify how medication was un accounted for.
Staff that was on duty spoken to made aware of incident 
Potential explanation is due to weight of green bag may have been left on surface in clean utility and was accidently thrown						as above						Mrs Nerys Dunn												Closed						as above						Full cd check to be undertaken with pharmacy


			10/21/22			10/19/22			13948			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			None			Surgical doctor had increased the patients pregabalin dose to 350mg BD. This is higher than the BNF recommended maximum dose. Patient had been receiving the higher does since 19/10/22.			Surgical team called and informed. Dose changed back to the maximum BNF dose of 300mg BD			Incorrect dosage of Pregabalin given to patient from 19/10/2022 until 21/10/2022. 

Surgical team called and informed, dose changed back to recommended amount. 			Incorrect dose of medication given to patient. 

Discussed with surgical team. Importance of BNF reiterated. 						Importance of utilising BNF when prescribing medications. 			Currently still awaiting surgical review.			8N, Francesco Bonifacio, Katie Jones, Miss Mollie Kearns, Mrs Julie Andrews												Closed						Incorrect dosage of Pregabalin given to patient from 19/10/2022 until 21/10/2022. 

Surgical team called and informed, dose changed back to recommended amount. 

Discussed with surgical team. Importance of BNF reiterated. 						No			Pregabalin			Pregabalin


			10/25/22			10/20/22			14242			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Discovered that Oxycodone liquid stock had a 29ml deficit compared to quantity recorded when performing 6-monthly CD Audit checks. Over the 10% allowance.  			Volume measured and recorded stock adjusted. Ward Sister aware as present completing Audit. No calculation errors. We discovered bottles weren't measured when receiving a new bottle from pharmacy. Meaning the discrepancy would be carried over from each bottle and a deficit accumulated. Learning therefore already identified to check current quantity when receiving a new liquid-controlled drug and to inform pharmacy of any discrepancies. 			
 It was identified that when a new bottle sealed was received from pharmacy that the volume of liquid in the current bottle was not being measured.
The staff were simply adding the volume left according to the CD register to the volume of the new bottle.
This meant that any discrepancy would be carried over from each bottle and a deficit accumulated. 
Learning therefore identified to check current quantity when receiving a new liquid-controlled drug and to inform pharmacy of any discrepancies. 			Liquid CD's that come in bottle format do not have a measuring gauge on the bottle.
An accumulative quantity/volume of drug that was unaccounted for occurred over a 6-month period.
It has been agreed to check volume by measuring the remaining when a new sealed bottle is received to the unit.						Need to check volume of drug remaining every time a new sealed bottle received to identify any discrepancies early and prevent a larger accumulative balance developing.						Amy Payne, Bethan Mair Evans, Gareth Chapple, Jade Stamate, Mrs Judy Terry, Toni Davies												Closed						Thank you for reporting this concern and for initiating action to prevent reoccurance.						The necessity to check volume remaining in current bottle when receiving a new liquid-controlled drug and to inform pharmacy of any discrepancies. 			Oxycodone			Oxycodone


			10/20/22			10/20/22			13862			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Low			Patient transferred to OPAS via A and E today at 3 pm. during initial assessment. I noticed he wasn't prescribed any insulin. I've nursed this patient for many years in the community and knew he was an insulin dependant diabetic. on questioning patient stated that he was on insulin but hadn't had any since admission on 17/10/22.   			informed nurse practitioners in unit.
spoke to medical registrar to come and review patient.
recorded patients blood glucose levels.
emailed diabetic unit in singleton to try and clarify insulin dose.
administered insulin after dispensed by pharmacy																		Manju Krishnan, Mrs Rebecca Bowers												Under Investigation															Insulin degludec			Insulin degludec


			10/25/22			10/21/22			14251			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			OA patient prescribed promethazine 25mg ON this was prescribed on a paper chart in ED. Patient arrived to ward G where the chart was transcribed onto HEPMA. Promethazine was mis-transcribed and the patient was prescribed promazine 25mg ON. 

Patient did NOT receive the wrong drug as the ward only had promethazine NO promazine. The error was identified at time of TTO, 4 days after the mistake was made. 

This is a "picking" error.			The patients in-patient and discharge prescription was changed from promazine to promethazine. Dr and SN informed. 															Pharmacy review - Meds rec done by pharmacy correctly in ED & promethazine supplied to ED & subsequently transferred with patient to Ward G.
 •         Paper chart transcribed from paper chart to HEPMA where picking error made by doctor & promazine incorrectly prescribed - doctor error
 •         HEPMA chart checked by pharmacy (promazine incorrectly verified) – pharmacist error
 •         Promethazine administered against prescription for promazine on numerous occasions while on ward – strictly a nursing error, as nurse should have identified prescription stated promazine and drug being administered was promethazine (albeit this was the correct drug thankfully).
 •         Error identified at discharge when drugs in POD locker reconciled against discharge prescription and matched against drugs being used on admission.
			Morag O'gorman, Mrs Hilary Thorne, Mrs Karen Thomas												Under Investigation


			10/21/22			10/21/22			13942			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Patient was collected from theatre recovery. Recovery staff nursed informed me that a tablet had been found in the patient's bed when in recovery. They had documented in the recovery notes that it had been found. Unknown time of when the tablet had been lost in the bed, night nursing staff signed chart to say all morning medication had been administered. 			Recovery nurse gave tablet to me. Taken back to the ward, informed ward sister of incident. Confirmed tablet to be folic acid, disposed of tablet safely. 			Patient had been witnessed taking morning medication whilst in bed.  No medication known to have dropped into bed, but this is obviously what has happened as bedding is changed daily.  Folic acid is not a critical medication.  No harm to patient.  Email to all nursing staff to ensure patient and medication safety when administering and also to ensure compliance with medication policy.			Frail, elderly patient who is able to take medication independently but can be shaky at times.  Small tablet.  Despite being monitored patient still dropped tablet in bed. 						Nursing staff to give 1 tablet at a time to ensure that all are taken. 			20/10/22 Admitted from Anglesey ward for surgery the following day. 
21/10/22 Morning medication given prior to theatre.  Normal procedure is for morning medication to be given at 6am if patient is awaiting theatre that day.  
Staffing issue on ward that night. Normally ward cover is 2 qualified and 1 HCSW.  Due to sick calls ward covered by 1 Nurse from Burns Intensive care, 1 Agency nurse,, 1 bank HCSW.   Normal theatre medication not given.  Due to the nature of the patient behaviour additional support from Burns intensive care for this patient on a 1:1. I am awaiting confirmation of the staff member that administered the medication.  Signature is not known as they are not usual Powys ward staff. 			Mrs Louise Limbert, Siobhan James												Closed						This incident can now be closed						Email sent, no further action required. 			Folic acid			Folic acid


			10/22/22			10/22/22			14014			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			patient arrived in recovery room post operatively from theatre. semi-conscious. Upon routine post-operative checks, a box of pregabalin 300mg tablet (12 tablets) and a lighter were found in the patient's pocket. patient was wearing jogging pants.			the anaesthetists and theatre staff who were present and handing over during the incident were informed.  recovery team leader informed and SDMU ward sister informed and aware about the incident. will inform recovery manager. close observations performed. no other instructions from the anaesthetist.			Discussed incident with Anaesthetic Practitioner (AP) involved in this incident who has also provided a statement which has been attached. Patient arrived in Theatres from SDMU on a trolley, the AP did note the patient was wearing jogging trousers but did not request that they should be removed as the planned surgery was on the patient's neck. 
Surgery completed without event and patient transferred to Recovery, where the contents of this patient's pockets were discovered.			Pre-op checking of this patient and questioning whether anything was in the patient's pockets, or the removal of any outside clothing would have prevented this from occurring.						Requesting that all outdoor/personal clothing to be removed prior to commencement of surgery. 			Request sent to Anaesthetic Practitioner for statement. To be attached upon receipt.			Mr Gareth Williams, Stuart Hughes, Victoria Russell-curtis												Closed						Thank you for taking the time to report this incident. This has resulted in the Anaesthetic Practitioner involved to reflect upon how a patient is presented to Theatre from the wards and to be vigilant when patients have outdoor/personal clothing on.						None required at present. As part of this investigation process and subsequent discussion with AP involved, the AP is now very aware of this potential risk and will ask that all garments are removed prior to surgery.
Wards to be more aware of sending patients to Theatres with outside clothes on with the potential for belongings being retained in pockets.			Pregabalin			Pregabalin


			10/27/22			10/23/22			14428			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat			None			Patient discharged with the incorrect TTO on 23/10/2022. Patient noticed the error on 24/10/22 and reported back to SDMU. ENT SHO notified pharmacy of the error.			Patient was meant to receive phenoxymethylpenicillin (500mg QDS for 9/7), metronidazole (400mg TDS for 9/7) and prednisolone (40mg OD for 3/7). Patient actually took home a TTO with co-trimoxazole and metronidazole, and subsequently took 2 doses of both medications. Due to the error the patient missed 2-3 doses of phenoxymethylpenicillin and 1 dose of prednisolone (which was likely taken later in the day). The patient had NKDA and therefore no harm came to the patient. 
The patients actual TTO remained in the SDMU triage drug room. Conformation was sought from ENT SHO that they were happy for the patient to receive the medications as prescribed the day before. TTO was checked by pharmacy to ensure it was complete and was given to the patient promptly with an apology from the ward sister. 
The other patient remained admitted on SDMU on 24/10/22 and therefore no medications needed to be dispensed for this patient, and no harm or error is associated with this patient. The incorrect medications were disposed of by pharmacy.			This was a human error and the nurse who gave the wrong medication did not check the details on the TTO   pack, which is sealed. We always check the name with the patient. On this occasion this was not done. The nurse is a very competent and experienced nurse, and, on this occasion, this was a human error. No harm to the patient but the patient was in triage overnight and had slept in a chair and was keen to go home. The nurse was extremely rushed and under pressure with 17 other patients in triage and one very unwell patient in triage news score of 11. Although there was two trained working in triage and 17 patients, we were short of a health care, and it was extremely busy, and the nurses were working under tremendous pressure and is a consideration to acknowledged in this incident.			No harm to patient on this occasion and the nurse will complete a reflection on this incident and will attach to incident.
Staffing need to be adequate in triage matrons aware and attempting at all levels to rectify where possible
Incident discussed with registered nurses and reinforced the need to double check TTOs prior to discharge. 						Ensure that all staff aware that although working under pressure that to always follow policy to check medication dispensed by pharmacy correct patient details.			Will need to order notes to see who looked after the patient.			Miss Kirsty Hopkins, Mrs Arlene Cockings, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Vaughan Davies												Closed						I feel on this occasion that reinforcing of checking of medication by 2 staff prior to discharge is adequate and seen as a human error directly due to pressure and workload demands.						Incident discussed with registered nurses and reinforced the need to double check TTOs prior to discharge. 			Co-trimoxazole			Phenoxymethylpenicillin


			10/24/22			10/23/22			14123			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Moderate			HEPMA - suspended antibiotics not restarted during the weekend. Patient missed 2 doses of antibiotics of sodium fusidate. 			informed doctor. 															HEPMA Pharmacist - HEPMA team highlighted to doctor on ward on 21/10/22 that prescription was due to suspend. Prescription failed to be reviewed within HEPMA system. Prescription suspended on 23/10/22 at 13:00 and resumed on 24/10/22 at 13:08. Patient missed 3 doses. 
			Aimee Jenkins, Mrs Natalie Dark-Harry, Rebekah Williams												Under Investigation															Sodium fusidate			Sodium fusidate


			10/26/22			10/24/22			14280			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			agency nurse administered medication to named patient. daughter on visiting noted a pot of medication on her table. Immediately noted that it contained the wrong medication for her mother.			near miss incident. 2 patients with same name on ward and nursed in 2 different sections. Hepma in place on ward. Incorrect medication administration policy followed by nurse to check patient identification.			Unclear if nurse bank monitoring form submitted by ward manager and new management team now on ward  

No previous concerns highlighted despite 2 patients with same name on ward as identification checks followed by nursing staff. 
Hepma used on ward, the 2 same named patients on ward listed next to each other.			2 patients with same name allocated in beds next to each other and incorrect medications administered 						avoid allocating patients with similar/same name next to each to other 
staff to complete all 4 checks of patients details prior to administering any medications 			Nurse bank performance form to be completed and uploaded. ward manager to discuss incident with patients daughter.  No previous concerns highlighted despite 2 patients with same name on ward as identification checks followed by nursing staff. Hepma used on ward, the 2 same named patients on ward listed next to each other.			Alison Williams, Mrs Katrina Rees, Mrs Marites Colarina, Pete Matthews												Closed						please ensure monitoring forms are completed and submitted to nurse bank in the first instance of an incident being discovered so that reflective accounts can be obtained as soon as possible 
						staff made aware of importance of double checking hospital numbers, date of birth and address as well as name to avoid similar incidents 			Warfarin			Warfarin


			10/24/22			10/24/22			14114			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			On doing the patients morning medication 24/10/22, it was found that that patient warfarin and Tinzaparin that was due the evening of 23/10/22 hadn't been signed by the afternoon night staff. Patient can't recall receiving either medication and the nurse on the shift was an agency nurse and have been unable to contact to ask. 			Informed the team who ordered a INR point if care test showing INR 2.4 (Range 2.5-3.5).  Formal INR blood test ordered.			The agency nursing staff, did not sign for the Warfarin however was established the following shift this was given. There are retrospective nursing notes documented to confirm this. The staff completed an INR blood test to check the levels. Which is the correct course of action. However, the Tinzaparin was not given, and the nurse explains that it was an error on her part, but explained it was an extremely busy shift and that she had no HCSW assisting her in her bay. No harm came to the patient and the INR was low at 2.0, however improved to 2.4 the following day.  Staffing was 3+2 however there was a 1:1, so the ward was one HCSW worker short that shift. 			The agency nursing staff, did not sign for the Warfarin however was established the following shift this was given. There are retrospective nursing notes documented to confirm this. The staff completed an INR blood test to check the levels. Which is the correct course of action. However, the Tinzaparin was not given, and the nurse explains that it was an error on her part, but explained it was an extremely busy shift and that she had no HCSW assisting her in her bay. No harm came to the patient and the INR was low at 2.0, however improved to 2.4 the following day.  Staffing was 3+2 however there was a 1:1, so the ward was one HCSW worker short that shift. 						Education of importance of safe medication rounds.			Incident investigated; Documents uploaded. Ready to close			Caitlin Francis, Ceri Lewis-Freeman, Laura Scrine, Rachael Brown												Closed						Thank you for your report, the investigation has now been completed. 						Education of importance of safe medication rounds.			Warfarin			Tinzaparin


			10/26/22			10/25/22			14268			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Assessment Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Moderate			History gained from patient's daughter during triage in the Emergency Department. The above patient was discharged from Ward D, Morriston hospital on 25/10/22 with a bag on take home medications. On the evening of 25/10/22, the patient took the tablets in the bag. She took 2x75mg Venlaflaxine tablets (total 150mg). She became unwell after this, vomiting++, sweating, confused. 			ECG, bloods including a VBG was taken. The medical team agreed to review this lady. Nurse in charge informed of incident. Sister on Ward D had informed Emergency Department staff of the incident prior to patient's arrival in ED. 			Ward was short HCSW and busy and high acuity. staff handed over that TTO's were organised and gave what she believed was the patient's own tablets back to her. Staff has taken this on as learning and has written a statement. I have also sent out a reminder to staff to inform them to make sure we are checking each box belongs to the person receiving back the medications. 			Ward was short HCSW and busy and high acuity. staff handed over that TTO's were organised and gave what she believed was the patient's own tablets back to her. Staff has taken this on as learning and has written a statement. I have also sent out a reminder to staff to inform them to make sure we are checking each box belongs to the person receiving back the medications. 						Staff has taken this on as learning and has written a statement. I have also sent out a reminder to staff to inform them to make sure we are checking each box belongs to the person receiving back the medications. 			Discharge summary attached.
The patient remains in ED & is admitted under care of the medical team.			Mr DuncanJ Davies, Mrs Sara Morgan												Closed						Ward was short HCSW and busy and high acuity. staff handed over that TTO's were organised and gave what she believed was the patient's own tablets back to her. Staff has taken this on as learning and has written a statement. I have also sent out a reminder to staff to inform them to make sure we are checking each box belongs to the person receiving back the medications. 						None			Venlafaxine			Venlafaxine


			10/25/22			10/25/22			14261			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			None			Patient has been given MST in error. Patient with similar name next to patient in question. Protocol in relation to ID checks not adhered to .			Doctors informed, Vital signs ,especially  respiratory rate monitored throughout the day, Nil else ordered. Patient uncomplaining .  Nurse in charge informed. Reflective account completed.			Non- adherence to CD policy to ensure patient safety.
Both nurses did not attend bedside to cross check patients details to ensure correct patient was administered medication
Section had 2 patients that had similar names.
Ward reliant on high percentage of temporary staff.
High complex aquity of patient.
			as discussed above						Non -adherence to policy						Mrs Nerys Dunn												Closed						as discussed above						Doctor/ patient informed of incident advised to monitor observations and respirations any concerns to escalate immediately.
Nurses involved 1 was agency completed statement same attached to Datix
.Both nurses spoken to immediately and discussed  that this practice was unsafe and  patient may have had potential harm .
Advised as part of reflection and ensuring future improvement in practice to re visit hospital policy.
Bank made aware of incident  to inform Agency so that they are aware and may need t o provide further training for the agency nurse involved			Morphine			Oxycodone


			10/26/22			10/26/22			14329			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial			Low			Patient didn't had insulin since 21/10/22 till 25/10/22. He was NBM since 21/10/22 till 25/10/22 for OGD and was not on VRII. Blood glucose 16.3 @21.59 and Ketones 2.2mmol @23.45.  			Had Novomix30 14units this am with breakfast. 			 Complex patient  on dialysis 
This incident has been discussed with both his medical team and nursing team as lessons learnt from poor management of patients diabeties.
Patient didn't had insulin since 21/10/22 till 25/10/22. He was NBM since 21/10/22 till 25/10/22 for OGD and was not on VRII. Blood glucose 16.3 @21.59 and Ketones 2.2mmol @23.45.
Patient had upper Gi bleed on Friday 21/10/22 peri arrest call was placed.
Plan was NBM , IV access for PPI  IV fluids, Blood transfusion   family discussion due to high co morbidities .
22/10/22 Keep NBM  renal team aware of condition for dialysis today with blood transfusion, also reviewed by Gastro impression UPGI bleed .
23/10/22 Documented following ward round not for VRII as on fluid restriction and dialysis .
24/10/22 Refer to gastro for OGD sips water slow IVI .
Insulin was omitted as patient NBM since 21/10/22  blood glucose monitored  blood glucose stable  until 25/10/22 when greater than 14 Ketone recorded 2.2 
Was for OGD 26/10/22  and dialysis as Blood Glucose elevated insulin administered and DNS contacted to revie patient as a priority.
VRII commenced in dialysis patient had OGD that afternoon.
DNS informed ward that policy with management of Diabetic  patients  kept NBM had not been followed and that there is advice on COIN for management plan.			On- going ward training with management of Diabetic patients Lessons learnt from this incident to be discussed with all ward staff as an opportunity to raise practice awareness to ensure patient safety in the future						as discussed above						Huw Collins, Mrs Kerstin Harley, Mrs Nerys Dunn												Closed						On- going ward training with management of Diabetic patients Lessons learnt from this incident to be discussed with all ward staff as an opportunity to raise practice awareness to ensure patient safety in the future						 VRII commenced  following DNS review
Patients team made aware of incident and discussed their  training and learning requirements with management of renal patients kept NBM and requiring insulin therapy.
Nursing staff also made aware of incident and their responsibilities in contacting DNS for support.
Nursing staff did not flag up to doctors elevated BG or Ketones.
			Insulin aspart biphasic			Insulin aspart biphasic


			10/27/22			10/27/22			14379			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Error infusion of undiluted Heparin 20,000iu in 20 mls via Dialysis Machine at 3.5mls (3,550iu) in 1 hour instead of
Heparin 25,000iu diluted in 25 mls of Saline.
			ITU Dr. notified of the incidence.
ITU Nurse-in-Charge informed.
APTTR blood test sent and results showed 3.3 seconds - Heparin infusion titrated accordingly.
repeat APTTR blood test will be repeated in an hour time.			Heparin via CVVHD was wrongly set up, 20.000 units in 20 mls was connected instead of 25.000 units in 50 mls. 
Also the Heparin 20.000 units wasnt prescribed. 
The error was discovered just after an hour of the infusion being set up.												Statements uploaded. CS			Coca Sewell												Closed												Doctor reviewed the patient, as soon as the .
Patient had an urgent APTTr was sent at 05.03 hrs - nil ordered.
Further APTTr to be send in an hour ( sent at 06.35 hrs) - nil ordered.			Heparin			Heparin


			10/27/22			10/27/22			14403			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Moderate			Doing morning medication. Got bed 1 prescription chart out. Patient was talking about gabapentin and could see it on the drug chart. I went to get the medication which included Clexane 60mg. I explained to patient what medication given and administered the clexane.
I moved to bed 3 whose drug chart was on the table and noticed that the name on this drug chart was not for bed 3 but for bed 1. I went back to see drug chart of bed 1 and realised that I had made a drug error and gave the wron medication to the patient.			I spoke to the ward manager and told her of this drug error immediately once I realised that I had made an error.
The ward manager spoke to the surgical matron. I the doctor and spoke to the patient about this error.
I spoke to a pharmacist on the phone about the error.
Monitored patient's blood pressure and for bleeding.			Staff Nurse administered the wrong drugs to the wrong patient.
Patient, Medical team, pharmacy, ward manager and matron all informed of the incident. 			Did not follow the policy for checking it was the right patient						Always to check its the correct patient that the medication is being administered to by checking verbally with patient, check armband and address label on medication chart all correspond.
Advised to review Medication Management workbook.			Staff Member asked to bring in her revalidation asap 			Emma Walsh, Mrs Melanie Davies												Closed						Staff Member was very apologetic about their actions and felt terrible. 
to carry out Medicine management policy meeting and reflective account also asked for from staff member.
Always to check its the correct patient that the medication is being administered to by checking verbally with patient, check armband and address label on medication chart all correspond.						Everyone informed who should have been told including patient. Patient was monitored closely with no ill effects..			Gabapentin			Gabapentin


			10/28/22			10/28/22			14533			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient drug chart has been sent to the pharmacy at 9:30 hrs and at 11:30 hours could not find the patient medication. So, I called to the pharmacy, and they said it has been sent along with the porters to the emergency. I have checked in emergency again and could not find it out. I called to the pharmacy again and informed that I could not find it. They checked again and said that they have not received his drug chart. Delayed in receival of medication.			Informed the line InCharge at 12.40 and he followed up on that and later asked me to inform the doctor and get the new drug chart. I spoke with the ER registrar and got a new drug chart and sent it to the pharmacy.			Chart did not come to pharmacy, it does not sound as if the chart was logged in to pharmacy system from ED. 			error in transport of chart to pharmacy, compounded by mis-communication from pharmacy staff.						from a pharmacy perspective we should utilise the tracker system for all queries			Investigation update:
when asked for the chart and medication originally, staff would have checked porters' delivery basket and if it was empty then it would be assumed that the chart and drugs were out for delivery if not being processed at the time the question was asked.
on further investigation when the question was asked a second time the person questioned would have checked the pharmacy Tracker log and it sounds as if there was never a prescription logged in to the system which means the chart never got to pharmacy. There is currently a reporting issue with the pharmacy tracking system so we are unable to check reports for this time period. 

			Mrs Lisa Thomas												Closed						pharmacy should utilise tracker system to identify all work that is submitted to pharmacy during the week and use to communicate location of work in dispensary and identify anything that has not arrived to pharmacy. 						No			Apixaban			Apixaban


			11/1/22			10/28/22			14756			Organisation			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 1			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			Anaesthetic assistant found a vial of Ketamine, in its box with the plastic cap off. Pharmacy was informed. As the Band 7 Anaesthetic Speciality Manager I disposed of the contents the following day when I was checking drugs and found the vial to be unsecured. This was done with 2 other witnesses. 

			Vial appeared to have full volume of contents. Contents disposed of into sharps bin with 2 other witnesses.			Storage of the drugs are an issue due to storage cupboard being small.			Speciality Manager to get prices for new storage cupboards and finance approval will be looked at						Staff warned of dangers and advised to open cabinets with more caution						Amanda Jones, Sister Rhian Medwell												Closed						Speciality Manager will be sourcing prices for new cabinets for storage of controlled drugs						Look at bigger more suitable cupboards.			Ketamine			Ketamine


			3/10/23			10/31/22			23614			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Assessment Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Patient discharged from hospital.
In  the bag on discharge there was medications note prescribed - Sando K - tube of just under 20 tablets, and macrobid antibiotics, also not prescribed/ not on the discharge/
Not labelled.
No instructions.
Checked bloods and patient had normal potassium level.
Daughter found these medications in bag and raised with us.  they were not administered.
Daughter will tale to a chemist to be disposed of.			Daughter found these medications in bag and raised with us.  they were not administered.
Daughter will take to a chemist to be disposed of.
			Patient discharged from hospital.
In  the bag on discharge there was medications note prescribed - Sando K - tube of just under 20 tablets, and macrobid antibiotics, also not prescribed/ not on the discharge/
Not labelled.
No instructions.
Checked bloods and patient had normal potassium level.
Daughter found these medications in bag and raised with us.  they were not administered.
Daughter will tale to a chemist to be disposed of.			Reminder to nursing staff and pharmacy that when discharging patients to ensure that all medications have are labelled for the patient when going through TTO's. It is unsure whether the sando K was placed in  the TTO bag in pharmacy or on the ward therefore this message is spread to both teams. 						Reminder to nursing staff and pharmacy that when discharging patients to ensure that all medications have are labelled for the patient when going through TTO's. It is unsure whether the sando K was placed in  the TTO bag in pharmacy or on the ward therefore this message is spread to both teams. 						Carys Wilkins, Mrs Rebecca Bowers, Mrs Sara Morgan, Ms Claire Morris												Closed						Thank you for highlighting this incident.
Patient discharged from hospital.
In  the bag on discharge there was medications note prescribed - Sando K - tube of just under 20 tablets, and macrobid antibiotics, also not prescribed/ not on the discharge/
Not labelled.
No instructions.
Checked bloods and patient had normal potassium level.
Daughter found these medications in bag and raised with us.  they were not administered.
Daughter will tale to a chemist to be disposed of.

Reminder to nursing staff and pharmacy that when discharging patients to ensure that all medications have are labelled for the patient when going through TTO's. It is unsure whether the sando K was placed in  the TTO bag in pharmacy or on the ward therefore this message is spread to both teams. 						Reminder to nursing staff and pharmacy that when discharging patients to ensure that all medications have are labelled for the patient when going through TTO's. It is unsure whether the sando K was placed in  the TTO bag in pharmacy or on the ward therefore this message is spread to both teams. 			Nitrofurantoin			Nitrofurantoin


			11/1/22			11/1/22			14752			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			HEPMA - suspended antibiotics (as per protocol) patient missed midday dose of amoxicillin and metronidazole			Informed doctors and they restarted. 															HEPMA Pharmacist - HEPMA team visited ward and spoke with the patient's doctor to explain that the patient would not be able to receive their 14:00 doses of antibiotics unless they were reviewed and resumed. 
They were not resumed until 15:01 and no STAT doses were prescribed to cover the missed 14:00 doses. 
			Aimee Jenkins, Mrs Natalie Dark-Harry, Rebekah Williams												Under Investigation															Amoxicillin			Amoxicillin


			11/1/22			11/1/22			14727			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient was given 10 mg of Vit K IV  but only prescribed 2mg 			Patient monitored
Prescribing doctor immediately informed
			Unclear prescription written - very difficult to read dose prescribed.
Unable to locate which nurse was involved in administration - high number of bank/agency staff working and incident now 6 months old.  
Patient was monitored by medical staff - no adverse effects of incorrect dose 
High patient volume and acuity at time of incident - increased pressure on staff.			Unclear prescription written - very difficult to read dose prescribed.
Unable to locate which nurse was involved in administration - high number of bank/agency staff working and incident now 6 months old - staff unable to recall details.  
Patient was monitored by medical staff - no adverse effects of incorrect dose 
High patient volume and acuity at time of incident - increased pressure on staff.						See above			Notes reviewed: prescription for Vitamin K 2mg clearly written. Administration error by nurse - to be addressed.			Claire Herbert, Dr Kirsty Dickson Jardine												Closed						Unclear prescription written - very difficult to read dose prescribed.
Unable to locate which nurse was involved in administration - high number of bank/agency staff working and incident now 6 months old.  
Patient was monitored by medical staff - no adverse effects of incorrect dose 
High patient volume and acuity at time of incident - increased pressure on staff.
All substantive staff to be reminded of importance of ensuring prescriptions are legible prior to administration of medication - medical staff to rewrite if not clear and also of ensuring that nursing documentation entries are legible
Importance of checking dosage to be reinforced by clinical education team during regular ongoing training.  						All substantive staff to be reminded of importance of ensuring prescriptions are legible prior to administration of medication and also of ensuring that nursing documentation entries are legible			Phytomenadione			Phytomenadione


			11/4/22			11/2/22			15028			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Patient admitted to Dan Danino ward on the 31/10/2022. Some of the patient's regular medications were prescribed on this day however many others weren't including prednisolone 12.5mg OD, Apremilast 30mg OD and Buprenorphine 10mcg/hr patch. When undertaking a medication history on 02/11/2022 pharmacy identified these medicines had not been prescribed, with the buprenorphine patch due to be changed that day. Team was made aware of the issues on the 02/11/2022. The following day upon review by pharmacy these medicines were still not prescribed. Meaning the patient had missed 3 days of prednisolone and apremilast and was a day late in changing the buprenorphine patch. 			Pharmacy made SHO on a different ward aware of the issue who kindly prescribed the medication for the patient who then received the medication that day. Issue raised to the team looking after patient again on the 03/11. 			Regular medications delayed with prescribing which resulted in the patient having medication delivered a day later. 			Patient's medications prescribed and given at earliest point.						TAVI consultant and Clinical fellow is currently attending the ward to check regular medications are prescribed before patients have their procedures.
TAVI nurse specialist will be completing the prescriber's course when able to						Alison Francis, Dr Ayush Khurana, Dr Dave Smith, Mrs Lisa Thomas												Closed						Thank you for reporting						Pharmacist notified the TAVI team to prescribe remaining regular medications and medication was delivered at earliest point.			Prednisolone			Prednisolone


			11/3/22			11/3/22			14952			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Patient discharged this afternoon.  Ambulance transport arrived to take patient home but patient off ward and ambulance in rush to leave.  TTO medications given to ambulance crew by ward staff member not responsible for patient to help as staff responsible on break.  Post discharge noted that CD medications not given.  Unable to arrange to get medications to patient therefore arrangements made by SHO for GP to prescribe and patient will pick up tomorrow and is happy to miss dose tonight, despite prescription being available prior to surgery closing.  As need to go through medications with patient, patient contacted and all fully explained and understood.  Noted however 2 other medications belonging to another patient in separate bag (Risperidone and Loratadine). Staff member discharging saw similar name on second bag and gave to ambulance crew believing they belonged to the patient.			GP contacted and CD medications prescribed for patient to pick up tomorrow.  Patient happy with this and to miss dose tonight.  No further issues envisaged
All medications fully explained and understood to patient over phone.
Risperidone and loratadine to be disposed of by patient.  No reason to suspect this will not be done by patient
Need to explain medications fully face to face on discharge reiterated to staff member for safety in future.
Staff member aware to check with responsible nurse to ensure no such repeat in future or ensure responsible nurse undertakes full discharge
Staff member very upset and counselled accordingly			The patient should have been given her TTO's and have had them fully explained, one by one to ensure transparency and safety.  Even if the ambulance crew had to wait.  Furthermore the staff member should have asked the staff member responsible for the discharge to either come from break to ensure discharge safely or have had the discharge explained to her, so that she could have discharged safely without rush.			no harm on this occasion but lessons identified and learned 						as above			Await reflective account from staff nurse affected.
Discuss with Ward manager if any further actions needed			Mr Jason Preece, Mrs Sharron Boyce												Closed						staff member spoken to and lessons identified and learnt 
always seek support from colleagues 						The staff member has been both upset and accepting of the incident and a reflective incident is pending.  Correct process has been reaffirmed and no further issues expected


			11/15/22			11/3/22			15775			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Respiratory Assessment Unit (up to 4.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Pharmacy contacted at 4:30pm unable to completed discharge as not signed. Staff informed this would be completed in the morning. Discharge signed at 5:40pm by doctor after pharmacy closed. Patient discharged out of pharmacy working hours and discharged off HEPMA and WCP. No medication supplied and patient had not been counselled on their apixaban. Patient told to come back the next morning for medication.Pharmacy contacted at 4:30pm unable to completed discharge as not signed. Staff informed this would be completed in the morning. Discharge signed at 5:40pm by doctor after pharmacy closed. Patient discharged out of pharmacy working hours and discharged off HEPMA and WCP. No medication supplied and patient had not been counselled on their apixaban. Patient told to come back the next morning for medication. Patient arrived on ward the next day at 8:30am before pharmacy had been contacted resulting in patient waiting on the ward for discharge medication and counselling.			Contacted HEPMA team and IT to recall the discharge. This delayed the discharge taking 2 hours for this to be recalled, preventing pharmacy completing the discharge. The patient was asked if they wanted to wait or call back, they decided to call back when ready. Queries were resolved and the discharge was completed along with counselling.			Pharmacy contacted at 4:30pm unable to completed discharge as not signed. Staff informed this would be completed in the morning. Discharge signed at 5:40pm by doctor after pharmacy closed. Patient discharged out of pharmacy working hours and discharged off HEPMA and WCP. No medication supplied and patient had not been counselled on their apixaban. Patient told to come back the next morning for medication. Patient arrived on ward the next day at 8:30am before pharmacy had been contacted resulting in patient waiting on the ward for discharge medication and counselling.			Patient arrived on ward the next day at 8:30am before pharmacy had been contacted resulting in patient waiting on the ward for discharge medication and counselling. Contacted HEPMA team and IT to recall the discharge. This delayed the discharge taking 2 hours for this to be recalled, preventing pharmacy completing the discharge. The patient was asked if they wanted to wait or call back, they decided to call back when ready. Queries were resolved and the discharge was completed along with counselling.						Dr tick for TTO's at the earliest opportunity						Aimee Jenkins, Gemma Rees, Mr DuncanJ Davies, Mrs Sara Morgan												Closed						Thank you for reporting this incident, Patient had full capacity and was happy to be discharged and come back in the morning to collect TTO's. All regular medication was given prior to patient leaving. Keeping the patient in hospital would have affected patient flow.  						No			Apixaban			Apixaban


			11/10/22			11/5/22			15378			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			The error was identified during a routine pharmacy review of a patient's re-written drug chart.
Chart re-written on 5th Nov. Re-write checked on 9th Nov.
Patient prescribed dapagliflozin 10mg od on original chart, new chart re-written at a dose of 20mg od.
The max licensed dose for HF (indication for this patient) is 10mg.  			Error identified on 9th Nov, ~11.30am and immediate action taken to resolve - prescribing team, nurse on the day and sister contacted to discuss incident.
Nurse on the day was agency and agreed highly likely gave 20mg dose (2 x 10mg tabs) that morning as the chart reads as 20mg. 
Sister agreed chart read as 20mg dose and whilst it wasn't possible to approach/speak to previous nursing staff who worked shifts 6th Nov to 8th Nov, we agreed that it is highly likely the patient had been receiving 20mg doses (4 days in total).
Prescribing team agreed chart read as 20mg and dose should be 10mg for indication. Pt also diabetic and on insulin with risk of hypoglycaemia when used in combination with SGLT2's. Pt's BMs stable, no reported hypoglycaemic events and prescribing team report he is stable enough for discharge. Prescription therefore amended to 10mg od. 			The error was identified during a routine pharmacy review of a patient's re-written drug chart. Chart re-written on 5th Nov. Re-write checked on 9th Nov.
Patient prescribed dapagliflozin 10mg od on original chart, new chart re-written at a dose of 20mg od. The max licensed dose for HF (indication for this patient) is 10mg.  
Error identified on 9th Nov, ~11.30am and immediate action taken to resolve - prescribing team, nurse on the day and sister contacted to discuss incident. Review of chart indicates all temporary staff signatures. for period of admission - 5/11/22 to 9/11/22. Chart read as 20mg dose and should be 10mg for indication - picked up by pharmacy check . Pt diabetic and on insulin with risk of hypoglycaemia when used in combination with SGLT2's. Pt's BMs stable, no reported hypoglycemic events and prescribing team report he is stable enough for discharge. Prescription therefore amended to 10mg od.  Bloods checked which showed improvement -no  harm occurred.  			wrong dose of medication prescribed on admission - and administered by  temporary nursing staff.  No  harm occurred. Error identified and chart corrected to ensure correct medication dose given. 						Importance of correct medication dose and timely pharmacy checks. 						Bethan James, Marie Grace Aveo, Mrs Julie Cruickshank, Mrs Melanie Brooker												Closed						Thankyou for reporting an incident where the incorrect dose of medication was administered to a patent due to clerking error.  Once identified - actions were taken to ensure correct dose administered.
Medical and nursing teams made aware of importance of ensuring correct dose of medications. Since this report the ward has now transferred over  to electronic medication charts.  No  harm occurred to patient. 						drug chart rewritten to ensure correct dose is administered 			Dapagliflozin			Dapagliflozin


			11/6/22			11/5/22			15085			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Whilst the bedside nurse was on her break myself and another nurse needed to check noradrenaline as it was running out, when going to attach to the other noradrenaline port of the octopus line on the central line we noticed that the noradrenaline that was currently running was running alongside actrapid on the same octopus, these drugs are not compatible to run alongside each other according to the drug compatiabilty chart on medusa. This noradrenaline and actrapid had both been put up by the day shift staff. It was also noted that the actrapid that was running had been up for more than 24 hours, this should be changed 24 hourly and a new line, it was due for change at 21:40 and the error was noticed at 01:30			The actrapid and feed were stopped immediately, a new noradrenaline was titrated onto another port on the central line, then the offending octopus was aspirated and flushed with sodium chloride as per protocol. A new actrapid and line were drawn up and connected to the seperate octopus. Feed recommenced and the patients blood glucose checked. Nurse in charge informed. Datix completed and the nurse at the bedside has been informed, I have explained to her to always check your drugs and lines as part of the safety checks not to take the word of the previous staff incase of errors such as this. I have also given her a drug error reflection to complete. The two nurses from the day shift who put up the drugs will need to be spoken to also and relfections completed, the nurse in charge will arrange this. 			Policy had not been correctly followed by the three staff involved in this incident.  All three could identify their downfalls and have demonstrated learning from this incident.			Policy was not adhered to.  All staff involved have received supportive discussions and have, through their reflections, demonstrated learning.						That policy needs to be followed at all times.			Reflections have been updated for both staff members who checked the Noradrenaline.  Staff nurse NT has yet to submit her reflection.			Mrs Rhiannon Hall												Closed						Thank you for reporting this incident.   It has been investigated.						None at present.			Noradrenaline			Noradrenaline


			11/8/22			11/7/22			15244			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			During the bed side checks after hand over, patient found to have Dex 4% +Sodium chloride 0.18 % 500 mls bag attached to the CVC flush instead of Sodium chloride 0.9% 500 mls bag			Bag changed to Saline 0.9% 500 mls
Informed Nurse in charge			Both nurses involved were spoken with regarding the incident and asked to complete the drug error management paperwork which included a reflection of the incident.			Supportive conversations and reflections have taken place and the relevant documentation completed and uploaded.						To concentrate when checking drugs/fluids.			I have spoken to both nurses who were involved with this drug error.  During this professional conversation I am happy to say that both staff members attitude to learn and reflect from this incident has been excellent.  I have passed this on to my band 7 colleague. 			Mrs Rhiannon Hall												Closed						Thank you for reporting this incident, it has been investigated.						None at this time.			Glucose + Sodium chloride			Glucose + Sodium chloride


			11/7/22			11/7/22			15197			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Low			Midday medication administered to patient. I checked the medication chart and potted the co-amoxiclav tablet as prescribed on the drug chart. I checked the route, prescription signature and date of the prescribed medication. I then asked the patient his name, address and date of birth and checked it against the addressograph on the drug chart, which all matched. I then gave the patient the co-amoxiclav tablet which he took himself. Around half an hour after I administered the medication, student nurse informed me that a prescription error had occurred as the patient has a penicillin allergy and was prescribed co-amoxiclav orally. 			When I was informed about the error, I immediately informed nurse in charge and then checked the patients' observations which were a NEWS 0 and the patient said he was feeling fine in himself. Staff nurse L then called the doctor and informed the patient about what had happened. The patient was happy with the apology and explanation and did not want to make a complaint. The patient said he was not even sure if he was allergic to penicillin as it was something that happened in childhood. The doctor reviewed the patient and was still happy for the patient to be discharged home this afternoon. The prescribing doctor and pharmacist have also been informed of the error. I will be writing a reflection on this incident to improve my practice and prevent an error like this happening in the future.			Prescribing Doctor failed to identify allergy before prescribing
Nurse administering medication followed guidelines incompletely and therefore administered a drug before checking allergies.
No harm to the patient who stated he was not certain that he had an allergy			Prescribing Doctor failed to identify allergy before prescribing
Nurse administering medication followed guidelines incompletely and therefore administered a drug before checking allergies.
No harm to the patient who stated he was not certain that he had an allergy						Prescribing Doctor failed to identify allergy before prescribing
Nurse administering medication followed guidelines incompletely and therefore administered a drug before checking allergies.
No harm to the patient who stated he was not certain that he had an allergy			All procedures were followed in accordance with medication error policy, staff nurse was made aware that incident would be sent to her line manager on Tempest ward for reflection and medication management.			Mr Jason Preece, Mrs Sharron Boyce, Tiegan Parr												Closed						Prescribing Doctor failed to identify allergy before prescribing
Nurse administering medication followed guidelines incompletely and therefore administered a drug before checking allergies.
No harm to the patient who stated he was not certain that he had an allergy						No harm to patient
Ensure adherence to guidelines and policy			Co-amoxiclav			Co-amoxiclav


			11/9/22			11/8/22			15292			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Patient returned from theatre at 19.15 and handover received by nursing staff in bed area.
Hartman's infusion commenced at 150mls/hr and attached to femoral line at 19.20. 
On closer investigation it was identified by another member of staff at 20.30 it was attached to the femoral arterial line but transduced with the PA/yellow line on the triple transducer set, line was labelled art line further up. the line.			Hartman's was stopped immediately at 20.30 and disconnected.
Anaesthetic reg notified, arterial line disconnected from PA/yellow line, capped off. To be handed over for possible removal tomorrow as patient also as right radial arterial line.
Patient pedal pluses and CRP checked and have continued to be by nursing staff.			The staff nurse involved is junior and has worked on the unit less than a year. The line was labelled at the end furthest away from the patient, however the sticker closest to the patient had come off. The nurse should have checked the line prior to attaching any medication. No harm came to the patient.  When the error occurred, the senior staff who discovered the error acted immediately and discontinued the infusion.  Staff informed the anaesthetist, however nothing documented in the medical notes.  			The staff nurse involved is junior and has worked on the unit less than a year. The line was labelled at the end furthest away from the patient, however the sticker closest to the patient had come off. The nurse should have checked the line prior to attaching any medication. No harm came to the patient.  When the error occurred, the senior staff who discovered the error acted immediately and discontinued the infusion.  Staff informed the anaesthetist, however nothing documented in the medical notes.  						The staff member is understandably upset and has learnt a valuable lesson and will always check all lines in the future. Theatres informed to ensure labelling of lines is closer to patient.						Emma John, Heather Howells, Matthew Lewis, Mr Ross Phillips, Mrs Michelle Porter, Mrs Tracey Williams Jones, Rachael Brown												Closed						Thank you for your report, this has now been investigated and the staff involved have given statements and staff have been educated. Thank you very much. 						The senior staff acted immediately on discovering the error. The junior staff member was educated on the importance of checking all lines before connecting anything to it. 			Sodium chloride			Sodium chloride


			11/8/22			11/8/22			15252			Patient/Service User			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			epidural giving set connected to venflon not epidural port and bolus dose administered iv 			disconnected immediately following bolus and connected to epidural port
patient informed,
consultant anaesthetist informed
patient mews observations unchanged


			Notified of event the afternoon it happened.

Discussed with Obstetric lead following morning.

Doubled up all CT new Obstetric anaesthetists on SIngleton Obs rota following day

REview of Obstetric anaesthetic training was undertaken between nigel jenkins ( obs lead) and college tutors ( anna roberts and mike eales). Training of anaesthetists for basic IAOC has consequently changed.

Anaesthetic trainee was spoken to about the incident by Dr's Susan Williams and Nigel Jenkins to provide feedback, learning and support.

Trainee has subsequently presented the case at our M and M meeting in April 2023.

This incident is an example of lines for different use being compatible and we are supposed to be changing to non compatible epidural lines. Equipment use should be NR Fit in the trust, This has been presented at anaesthetic and theatres governance and added to the risk register.			Workload for a team consisting of trainee and consultant - mitigated by doubling up of trainees during IAOC.

Lack of NR fit connectors - Added to risk register.						Workload for a team consisting of trainee and consultant - mitigated by doubling up of trainees during IAOC.

Lack of NR fit connectors - Added to risk register.			Notified of event the afternoon it happened.

Discussed with Obstetric lead following morning.

Doubled up all CT new Obstetric anaesthetists on SIngleton Obs rota following day

REview of Obstetric anaesthetic training was undertaken between nigel jenkins ( obs lead) and college tutors ( anna roberts and mike eales).  Training of anaesthetists for basic IAOC has consequently changed.

Anaesthetist Lee was spoken to about the incident by myself and nigel jenkins to provide feedback, learning and support.

Lee Gauntlet has subsequently presented the case at our M and M meetings.

This incident is an example of lines for different use being compatible and we are supposed to be changing to non compatible epidural lines.  Equipment use should be NR FIt in the trust

			Dr Lewys Richmond, Dr Susan Williams, Dr Tracey Wall, Mr Jonathan Gates, Mrs Kate Bannister, Ms Rita Chohan												Closed						Notified of event the afternoon it happened.

Discussed with Obstetric lead following morning.

Doubled up all CT new Obstetric anaesthetists on SIngleton Obs rota following day

Review of Obstetric anaesthetic training was undertaken between nigel jenkins ( obs lead) and college tutors ( anna roberts and mike eales). Training of anaesthetists for basic IAOC has consequently changed.

Anaesthetic trainee was spoken to about the incident by Dr's Susan Williams and Nigel Jenkins to provide feedback, learning and support.

Trainee has subsequently presented the case at our M and M meeting in April 2023.

This incident is an example of lines for different use being compatible and we are supposed to be changing to non compatible epidural lines. Equipment use should be NR Fit in the trust, This has been presented at anaesthetic and theatres governance and added to the risk register.						Not at present.			Bupivacaine + Fentanyl			Bupivacaine + Fentanyl


			11/9/22			11/8/22			15351			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Phase IV Recovery			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient admitted to Intensive Care in the evening of the 08.11.22.  Patient had 2 x Peripheral Nerve Blocks, both to be administering 10ml/hr Levobupivacaine.  Routine Observations were documented in the Administration Record as per guidelines.  In the morning of the 09.11.22 the ITU Doctor routinely examined the patient and it was evident that they were experiencing pain around operation site and discussions were made in regard to Increasing analgesia and introducing Patient Controlled Analgesia (PCA).  The Nurse at the bedside performed her routine observations and noticed that both Pain Auto Fusers were full and no medication had been administered.  On closer Inspection with Doctor present, it was noticed that each line was clamped therefore no analgesia had been administered to patient since Insertion and routine observations had been recorded incorrectly.  Pain Score on ITU observation Chart was initially documented as 2 on admission and then patient slept through the night so was scored as a 0.  			Doctor present immediately unclamped each Pain Auto Fuser and then administered a 20ml Bolus of Levobupivacaine to ensure patient's comfort.  Clinical Support Band 6 was informed, documentation inspected and photocopied.  Statements requested from Staff Members involved. Nurse In Charge Informed and Incident Report Completed. 			After lengthy discussions with all 4 members of nursing staff, it is clear that there was a failure in the 'task' of checking the nerve block observations, and also handovers.  If the observations had been correctly checked they would have noticed the volume not going down, and also that the lines were clamped.  Furthermore, in a concise handover this should have been flagged up straight away.  The patient came to no harm.  However, he was in considerable pain the following day. Thus, this has been a failure in delivery of care. 			The 4 nurses have reflected very well and all want to improve from this incident.  Furthermore, I have contacted the doctor and he too was very professional in his response.  This mistake was caused by human error.  All involved in the incident want to learn from this and become better practitioners. I am happy to move on with reflection and learning. 						As above 			I have discussed this incident with the 2 theatre nurses who cared for the patient when having surgery.  Both will provide me with statements over the coming days.  			Mr Edward Smale												Closed						As above 						The 4 nurses have all been very apologetic and professional.  Not one has tried to gloss over the situation.   Furthermore, the professional conversations I have had with them have been excellent, and their reflections have been excellent.  I am happy to move on from this with learning and reflection.  			Levobupivacaine			Levobupivacaine


			11/10/22			11/9/22			15418			Organisation			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Day Surgery Unit Theatre			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			During end of day Control Drug check fentanyl ampule fell out of cd cupboard and smashed.  Pharmacy informed and P. Swithenbank disposed of ampule.			See above.			Accidental -All protocols were followed.			Pure accident.
Policy followed.						N/A						Jade Rouse, Joanne Phillips, Mrs Kim Stephens												Closed						Staff followed procedure.						None			Fentanyl			Fentanyl


			11/9/22			11/9/22			15343			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Healthcare support worker asked a staff nurse to sign a chart to allow her to give paracetamol to a patient in her bay as the nurse from there was on break. Staff nurse signed the chart and healthcare support worker went to get paracetamol from the drug room. Pharmacist questioned and stopped it being given by the healthcare support worker. Staff nurse then gave the paracetamol to the patient.			Pharmacist questioned and stopped it being given by the healthcare support worker. Staff nurse then gave the paracetamol to the patient. ward manager made aware who also made matron aware of the incident. 															I have spoken hcsw Natalie and staff nurse maya regarding this incident and asked them to provide statements, and refection's. 			Julius OBANA, Mrs Natalie Dark-Harry												Under Investigation															Paracetamol			Paracetamol


			11/18/22			11/12/22			16008			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient's clexane dose was increased from 40mg OD to 70mg BD on 11/11/2022 but was not administered twice a day for 6 days following the dose change. 

Bisoprolol dose was changed from 2.5mg OD to 2.5mg BD on 15/11/2022 but was not administered twice a day for 2 days following the dose change. 			Clarified intentions for increasing doses of clexane and bisoprolol. Patient unable to communicate in English so not able to confirm administration of morning injections. Staff nurse looking after the patient made aware alongside nurse in charge. Consultant happened to be on the ward reviewing other patients so also informed of the events. 

Dose changes made clear on the drug chart by "boxing" medication. 			The patient was admitted to CEW on 07/11/22 with cardiology problems. On the 11/11/22 the patients Clexane were increased from 40mg OD to 70mg BD. This increase was not documented in the doctor's notes. The morning dose was not given for 7 days.  There is no explanation on the drug chart as to why this was not given, there is no explanation in the nursing notes either. Then on 15/11/22 Bisoprolol was increased from 2.5mg OD to 2.5mg BD. This change was documented in the doctor's notes. For 2 evenings this dose was not given. Again, there is no explanation on the drug chart or nursing notes. The ward was not fully staffed on all shifts and was staffed with a lot of agency and bank staff. Unable to find the exact source or reason as to why this medication was not given. The patient was not harmed from this error. 			The patient was admitted to CEW on 07/11/22 with cardiology problems. On the 11/11/22 the patients Clexane were increased from 40mg OD to 70mg BD. This increase was not documented in the doctor's notes. The morning dose was not given for 7 days.  There is no explanation on the drug chart as to why this was not given, there is no explanation in the nursing notes either. Then on 15/11/22 Bisoprolol was increased from 2.5mg OD to 2.5mg BD. This change was documented in the doctor's notes. For 2 evenings this dose was not given. Again, there is no explanation on the drug chart or nursing notes. The ward was not fully staffed on all shifts and was staffed with a lot of agency and bank staff. Unable to find the exact source or reason as to why this medication was not given. The patient was not harmed from this error.						The importance of giving the correct medication for the patients and the potential harm it may cause if errors occur. 						Ceri Lewis-Freeman, Dr James Barry, Laura Scrine, Mrs Karen Owen, Nicola Davies, Rachael Brown												Closed						Thank you for your report. This has now been investigated. 						Unfortunately, this was not discovered until the day the patient was being discharged home by the pharmacist. All staff informed at the time and the patients doctor made aware. 			Enoxaparin			Enoxaparin


			11/14/22			11/13/22			15611			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Patient given Oramorph 5mg at 23.50hrs 
When re-checked drug chart I had not noticed that maximum dose in 24hours was 20mg. Patient had already exceeded this within the 24hours. 
			Explained this to patient and apology given when noticed
Patients doctor informed
Regular observations taken to monitor patient 
Will inform ward manager 
Document in patient nursing notes and will hand this over for future reference to staff			Patient unharmed. 
Correct dose of Oromorph 5mgs given but given 10 minutes earlier than allowed within a 24hr time period, which meant that the patient exceeded the prescribed dose of 20mgs/24hr by 10minutes.  Correct procedure followed once error identified.  Doctors felt patient not put at risk.  No additional monitoring requested.   
Staff member raised the incident herself as she realised after it had been given and this will be shared with the wider nursing team to highlight the importance of checking for 24hr limits on PRN medications.			No harm to patient. 
Staff on ward all informed of incident to highlight awareness of possible future errors. 						Times to be more closely studied when giving PRN medication			Prescription of Oromorph 5mgs, with a maximum of 20mgs in a 24hr period.  
Patient had received 25mgs in a 24hr period, the last dose was given 10 minutes before the 24hr clock was due to restart. 
Doctor informed, no concerns, no monitoring required.  Pharmacy informed, also no concerns. 
			Mrs Louise Limbert												Closed						Staff member to reflect 
Times to be more closely studied when giving PRN medication
This incident can now be closed.  No harm.						Staff member to reflect on incident 
			Morphine			Morphine


			11/14/22			11/14/22			15622			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Checking CD drugs and was unable to find a stock amount of methadone 52/54mls (amount unclear in the CD book)			Site matron has been in formed 			methadone was accounted for in the CD cupboard by ward manger and pharmacist 			methadone was accounted for in the CD cupboard by ward manger and pharmacist 						nil			I have spoken to Charles pharmacist and the Methadone has been accounted for. we have also got a full CD audit booked for tomorrow. 			Mr Scott Pegler, Mrs Natalie Dark-Harry												Closed						thank you for reporting this incident. methadone was accounted for in the CD cupboard by ward manager and pharmacist. 						nil 			Methadone			Methadone


			11/16/22			11/15/22			15810			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			The patient telephoned the ward to inform staff that he was discharged earlier this evening and had just arrived home.  He has just noticed that he wasn't given his oral amiodarone as a TTO.  Currently on 400mg TDS, then 400mg OD from tomorrow.   Advised to double check pharmacy bag, but with no avail.  The patient stated that he has missed x2 doses today.  Reassurance given. 			Advised patient to contact his out of hours GP/local A + E, to see if this medication could be obtained tonight.  Advised that his local Dr's would be able to access his records online to confirm medications and dosages.  If any further issues, to ring ward back.			The patient was discharged home 15/11/22. On arrival home the patient claims that his prescription of oral Amiodarone was not in the pharmacy bag with his other medications. On further investigations, the medication chart has been ticked for take home Amiodarone BD 400mg.  The Discharge Advice Letter states that Amiodarone was within the medications at the time of discharge. The form is signed for on the accuracy check; however, it has not been signed by the prescriber or on the dispensing check section. The wards cardiology discharge checklist has been signed by a nurse to say that "TTO's dispensed from pharmacy, checked against drug chart and explained to the patient". The documentation from the ward and pharmacy appears to show that the medication was dispensed and sent home with the patient, however the patient claims not to have them so unable to comment exactly what has happened. 			The patient was discharged home 15/11/22. On arrival home the patient claims that his prescription of oral Amiodarone was not in the pharmacy bag with his other medications. On further investigations, the medication chart has been ticked for take home Amiodarone BD 400mg.  The Discharge Advice Letter states that Amiodarone was within the medications at the time of discharge. The form is signed for on the accuracy check; however, it has not been signed by the prescriber or on the dispensing check section. The wards cardiology discharge checklist has been signed by a nurse to say that "TTO's dispensed from pharmacy, checked against drug chart and explained to the patient". The documentation from the ward and pharmacy appears to show that the medication was dispensed and sent home with the patient, however the patient claims not to have them so unable to comment exactly what has happened. 						Ensure patient checks with the nurse all medication before going home. Check the patient is happy that they have all medications. 			Documentation Uploaded			Laura Scrine, Mrs Lisa Thomas, Rachael Brown												Closed						Thank you for your report, this has now been investigated. 						Staff advised patient on what to do regarding missing medication. Reassurance given to patient.			Amiodarone			Amiodarone


			11/16/22			11/16/22			15883			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Telephone conversation with ward sister, sister explained patient did not receive her 6am dose of Parkinson's medication and patient was now very difficult to rouse 			I explained that I was unable to attend at time, suggested that if patient was unable to take oral medication to ask doctors and pharmacy to arrange a transdermal patch as the medication is time critical.
several hours later I received another call stating the same and was informed the patient had still not had the medication.  On arrival to the ward and inspection of the drug chart further doses of the Parkinson's medication had not been administered.  I was told 'the SHO was organising something' I attempted to telephone the SHO but the call was not answered.															Volume 3 requested.			Mrs Caroline Riseley, Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Under Investigation															Levodopa			Levodopa


			11/18/22			11/18/22			15975			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			Noticed a deficit of 33.5mls of oxycodone hydrochloride liquid medication on CD checks. 			Deficit has been corrected on the overall volume of the medication after being measured in the presence of my colleague.			Referral made to pharmacist who reviewed the discrepancy with myself. The findings was the calculations were not accurate and was in the 10 percent natural wastage as per protocol. 			staff to be mindful of when administrating liquid medication and calculations. Document any spillage are made and re calculate as appropriate . continue to ensure Cd meds are checked daily as per protocol. 						staff to be mindful of when administrating liquid medication and calculations. Document any spillage are made and re calculate as appropriate. continue to ensure Cd meds are checked daily as per protocol. Use of medication syringes when measuring out dosages as more accurate that medicine pot
			Discussed with Ward sister Victoria Griffiths on Friday 18th 
plan to review CD's for accuracy with ward sister and pharmacists Friday 18th			Karen Allcock, Mr Jonathan Phillips, Victoria Hopkins												Closed						No harm to patients.
ensure staff document clearly.
Good practice to acknowledge errors and to escalate appropriately 
						message put across to staff to be mindful of calculations.
pharmacist to do weekly checks with myself band 6 for month 


			11/28/22			11/21/22			16669			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			Patient was discharged home supposed to have district nurses to be administer insulin, but this was not arranged.

I then brought the patient back for education, and when she showed me the drugs, she was sent home with, she had a pharmacy bag with a different patient's name and details on, this person was also on totally different insulin to the one that the patient in question was prescribed.
She did also have the right insulin, but luckily the daughter called us to check which one the patient in question needed.			Patient was discharged home supposed to have district nurses to be administer insulin, but this was not arranged.

I then brought the patient back for education, and when she showed me the drugs, she was sent home with, she had a pharmacy bag with a different patient's name and details on, this person was also on totally different insulin to the one that the patient in question was prescribed.
She did also have the right insulin, but luckily the daughter called us to check which one the patient in question needed.			Agency pool nurse was working in the bay in which the patient went home. The TTO's (tablets) were checked with ward sister. Insulin was not. 
There was an insulin pen attached to the TTO bag, and the patient was also given an insulin pen from the locker to go home. 
The NOK of the patient contacted the ward to say she has returned home with the wrong insulin. 			Time is to be taken when administering medication at all times. Medication rounds are protected, same with TTO's. The ward was fully staffed at the time but perhaps the nurse had a busy bay. Nurses are encouraged to reach out for help from their colleagues if they are struggling with their work load. Patient safety is key.  						Human errors can be reduced when precautions are in place and supported by others. Going forward pool/agency nurses are to have discharging procedures run through with a substantive. Ensure discharges are completed correctly and discharges are safe. 			I have attached the Discharge Advice Letter (DAL) 21/11/22 for the patient, Julie Parker. The accuracy-checking technician is an experienced member of staff. The DAL annotations (ticks to indicate checked items and endorsement of supply quantities) are suggestive of a robust checking methodology. I am confident this technician has not put the wrong insulin amongst this patient's TTOs.

The items for discharge prescription are checked in a room distinct from the ward environment. It is unlikely the incorrect insulin would have been accidently collected from the ward. 			Alison Williams, 2TQ, Greeshma Sibi, Mrs Tanya Fuller												Closed						Thank you for reporting. 						Pharmacy and ward manager made aware. 			Insulin lispro			Insulin detemir


			11/25/22			11/22/22			16474			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			During morning medication round the agency nurse working in that bay accidently gave Humalog 25 mix instead of humalog. The insulin pen was in the locker already, assumed it was the right one. 			When the mistake was noticed the nurse informed the pharmacist, dr and ward sister. 
Regular blood sugars done on patient post incident to check for irregularity. 
Medical r/v by Dr			The agency nurse administered insulin in the morning with a pen located in the patients drug locker. 
Later in the afternoon after a phone call from a nok off a different pt alerted us she was sent home with the wrong insulin pen, upon inspection the wrong insulin was in the patients locker on the ward. It was then the error was discovered. 
			no patient was caused to patient. 
Nurse was very upset with herself for the error. I believe she has learnt from the experience. Statement added to documents. 						more attention needed at medication rounds. Double checking your action and administering to be confident in your actions. 						Alison Williams, 2TQ, Mrs Tanya Fuller												Closed						Thank you for submitting 						Pharmacy, Dr and ward sister informed, blood sugars checked. 
Pt informed.
Regular blood sugars performed. 			Insulin lispro biphasic			Insulin lispro


			11/23/22			11/23/22			16358			Public/Visitor			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			Agency nurse approached me stating she had made a drug error.
She stated that she had given Tinzaparin 4,500 to a patient where it was not prescribed			Patients Dr informed
Observations recorded
Patient informed			Patient admitted  following a Fall, sustained small subdural haemorrhage, was under the care of ED but was taken over by the Medics. 
Admitted on the 15/11/22, Went home on the 29/11/22. 
Following medication error, Doctor was asked to review patient, she was reviewed at 18.42, Plan- for Neuro obs overnight, please call if any concerns of headache, GCS 15/15 overnight. 			Agency nurse administered medication that had not been prescribed for a patient.
The Dr was informed and so was the patient
Avoidable incident 
No untoward reactions noted 						Agency nurse to reflect on incident.  Documentation attached.  Nurse to check drugs charts properly before administration of drugs to ensure patient is precribed medication.. Never assume!			Agency Nurse statement attached 
I have spoken to DNS agency about this Incident 			Julie Eley, Mrs Eliza Guinto												Closed						Thank you for reporting this incident						Neuro observation was done for 24 hours, GCS 15/15


			11/23/22			11/23/22			16364			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			On approaching  the bed area to assist in care the Milrinone drug syringe was alarming empty. Being unfamiliar with this specific  cardiac drug and it effect on the patient i quickly checked with the bed area nurse who was not iv competant , changed the syringe and restarted the infusion. Whilst tracing the line back to the patient to asses what the infusion was connected with, the patient started to drop her blood presssure. The lines were not clearly marked and were very tangled so i asked for further assistance from another iv trained colleague to assist me while the bedside nurse attempted a non invasive BP reading.It was then i discovered that the milirone was attached to the nor adrenaline and actrapid infusions. There was also  no spare port for a second piggy back noradrenaline to be attached
On checking with medusa noradrenaline is incompatable with Actrapid 			All lines were then correctly administerd to the patient as per compatability .Blood pressure improved .Doctor informed Nil ordered			Nurse connected Intravenous infusions together which weren't compatible.															Coca Sewell												Closed												As soon as the error was discovered (approximately an hour since the error taking place), the infusions were reconnected correctly.
doctors informed and nil ordered.			Noradrenaline			Noradrenaline


			11/24/22			11/24/22			16420			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient had a witnessed 'fall' this morning. Fall not from great height. Patient went to get up from bed but lost balance and fell back onto bed and had hit his head on bed rail as reported by morning staff. GCS and observations have been stable throughout.  Patient is on apixaban 5mg BD and as the fall had happened after morning drug round. The ward was particularly busy during the afternoon and the agency nurse automatically given the pm dose of apixaban which was prescribed.  This had not been omitted by the day team DR who had reviewed patient post fall.  No visible injuries to patient throughout the day and no tenderness to head. Patient already confused with a gcs of 14/15 throughout day.  Patient plan from morning was for  CT of head which is still awaitied.  			Told doctor as soon as she realized the mistake, who in reflection had accidently forgotten to put a cross to withhold apixaban for the evening dose due to awaiting ct scan. Neuro observations continued hourly. Patient's baseline is confused so this remains unchanged - no increase in confusion or change of behavior noted. Radiology rung to ask if patient is still having CT and they confirmed. Ward manager informed who retrospectively has completed this datix due to agency nurse not having access to complete.  			Patient had a witnessed 'fall' this morning. Patient went to get up from bed but lost balance and fell back onto bed and had hit his head on bed rail as reported by morning staff. GCS and observations have been stable throughout.  Patient is on apixaban 5mg BD and as the fall had happened after morning drug round. The ward was particularly busy during the afternoon and the agency nurse automatically given the pm dose of apixaban which was prescribed.  This had not been omitted by the day team DR who had reviewed patient post fall.  No visible injuries to patient throughout the day and no tenderness to head. Patient already confused with a gcs of 14/15 throughout day.  Patient plan from morning was for  CT of head which was still awaited when apixaban given in the afternoon. .  			Drug administered in line with patients prescription.
The nurse neglected to remember that the patient had fallen that morning and was awaiting a CT scan.
The drug chart had not been adapted by medic/prescriber.
Patient came to no apparent harm as a result.						Medication charts to be reviewed following patient falls and marked to indicate need to omit any blood thinning medications until CT scan result available.						Mrs Julie Cruickshank, Mrs Melanie Brooker, Pete Matthews												Closed						Thank you for reporting this incident and taking all appropriate actions at the time.						All appropriate actions taken at time.
Patient came to no apparent harm as a result.
CT undertaken at approx 6pm - nad			Apixaban			Apixaban


			11/26/22			11/24/22			16547			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			when I came onto my shift, I realised that 2 doses of Tazocin were given to the patient first dose on the 24/11/22 and second dose early morning 25/11/22. patient has an allergy to penicillin, patient felt okay no reaction to the tazocin only complaint was that the cannular discomfort, i contacted SHO and she came to review patient, SHO spoke with microbiology, and they recommended starting patient on meropenum .  			Patient made aware of error, she was fine and felt well in herself, cannular removed and re-cannulated, new antibiotics given as prescribed by trained staff.			Patient was prescribed antibiotics Tazocin, although the patient is allergic to Penicillin.			Patient was administered 2 doses of Tazocin despite being allergic to penicillin, once detected antibiotics switched to Meropenem						Check allergies every time you administer antibiotics or any medications						Cerys Jones, Kendall Yeates, Mrs klare Rogers												Closed						Thank you for reporting this incident						Tazocin stopped after 2 doses and meropenem commenced			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			11/25/22			11/25/22			16486			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			Pharmacy technician overheard agency nurse discussing insulin of a different formulation to what was prescribed for the patient in question. Pharmacist was alerted and clarified insulin formulation administered in morning of 25/11/22 was incorrect; Humulin-I was administered rather than Humulin-M3.  

			1. Review what type has been given: Humulin-I. This is 'insulin human (as Insulin isophane human)' which is intermediate-acting insulin. Insulin that was prescribed: Humulin M3.	This is 30 % soluble insulin / 70 % isophane insulin.

2. determined potential clinical implications: Humulin-I does not contain soluble (fast-acting) insulin. Blood sugars may be higher than expected compared to if Humulin-M3 was given.

3. Immediate action: Clarified with nurse which insulin had been given. Reported to Ward-S Sister and requested she review blood sugars. FY1 Dr Leonard informed and clinical review requested.

4. DATIX completed. 

5. Administration note written on HEPMA to caution nurses regarding the prescription and to ensure they take care to administer the correct insulin.

6. Insulin stock list to be reviewed. Insulin-I stock was appropriate as this is used for the 'Hyperglycaemia due to dexamethasone during COVID-19' protocol on COIN. Owing to lower COVID rates this could potentially be removed from ward stock.

7. Nurse involved with incorrect administration made fully aware of error and showed difference in prescribed insulin to that administered.			Agency nurse spoken to after the incident. A bit defensive about regarding the error, stating the prescription is not clear. 
Spoke to pharmacist in regard to implications. Pharmacist happy to do IR1. 
Asked agency nurse to do a statement. 			Staff made aware of error, had to provide a statement and to reflect upon incident. 
patient safety is a priority. 						Protected medication rounds to be enforced. 						Alison Williams, 2TQ, Mrs Tanya Fuller												Closed						Thank you for reporting 						Ward sister did blood sugars, staff informed to do regular blood sugars due to difference in insulin. 			Insulin isophane human			Insulin isophane biphasic human


			11/26/22			11/25/22			16517			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient was due an IV medication at 22:00 on the 25/11/22, I noticed that I had mistakenly omitted this medication at 5:00 on the 26/11/22.			I immediately reported it to the band 6 clinical support and then to the nurse in charge, doctors informed, nil ordered.			medication ommited by mistake												Awaiting nurse's reflection to upload			Coca Sewell												Closed												Doctors informed and the advice was to give the next dose as soon as noticed			Clarithromycin			Clarithromycin


			11/26/22			11/25/22			16531			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Warfarin was not dosed for this patient despite the ward doctor being informed at 5pm.			Spoke to the nurse looking after this patient at 12:13 on 26/11/22 to ask if anything was handed over in regards to the Warfarin not being given. The nurse stated that she was on shift yesterday & heard the HEPMA team inform the Doctor that the Warfarin needed to be dosed but when she went to give it there was an X in the box so she assumed it was not to be given. I stated that it would show as 0mg if it was an intentional omit, but an X stated that it still needed to be dosed. I asked if she could inform the doctor of the incident & that a dose was needed for tonight as well, she stated that there was currently a Doctor on the ward so she would speak to him immediately.			The patient is on an ongoing heparin infusion due to INR levels. No harm would come to the patient with this dose of warfarin being missed. 
Discussion held with on ward pharmacist who was aware. 			Documentation and communication to be improve. 						communicate as a team. 						Alison Williams, 2TQ, Mrs Tanya Fuller												Closed						Thank you for reporting. Discussed as a team, patient was at no harm due to ongoing heparin infusion. Feedback given to team  						Drs and pharmacy made aware of IR1 			Warfarin			Warfarin


			11/26/22			11/25/22			16522			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Respiratory Assessment Unit (up to 4.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			At around 5:30 am on the 25/11/22 whilst checking the Control Drugs patient's own CD meds noted to be missing one tablet (Zomorph 30mg)			checked all the cupboard and surrounding areas, but unable to find the missing tablet, and checked with colleague who checked the CD the night before who remarked there was a loose sealed tablet in the box of patient's own meds but it's still unable to find.			At around 5:30 am on the 25/11/22 whilst checking the Control Drugs patient's own CD meds noted to be missing one tablet (Zomorph 30mg)			checked all the cupboard and surrounding areas, but unable to find the missing tablet, and checked with colleague who checked the CD the night before who remarked there was a loose sealed tablet in the box of patient's own meds but it's still unable to find.						The importance of carefully dispensing controlled medication.			On discussions with Staff - the Zomorph was loose, in the sealed pack by itself. 
Pharmacist to be informed on Monday. 			Gemma Rees, Mrs Sara Morgan												Closed						Thank you for reporting this incident. Unfortunately, on further inspection the medication wasn't found. 						checked all the cupboard and surrounding areas, but unable to find the missing tablet, and checked with colleague who checked the CD the night before who remarked there was a loose sealed tablet in the box of patient's own meds but it's still unable to find.
Ward manager and matron informed.
Police notified.			Morphine			Morphine


			11/28/22			11/26/22			16605			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Error identified by pharmacist working the saturday see email: 
"Hello All,
I was covering the upstairs corridor for the weekend service today. I covered ward R and picked up on a prescribing error for...

Doctor has prescribed 'Isotretinoin 20mg MORNING and LUNCH' on HEPMA opposed to Isosorbide mononitrate 40mg 8am and 2pm. I got this changed straight away by one of the other doctors on the ward. "
			Pharmacist covering contacted the doctor to amend the error. 																		Mrs Natalie Dark-Harry, Julius OBANA												Under Investigation															Isotretinoin			Isosorbide mononitrate


			11/26/22			11/26/22			16550			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Moderate			During administering of control drugs, the patient was given 20mg of zomorph instead of 10mg, reason for this incident was loss of concentration whilst checking control drugs with another colleague. 
Patient and family were made aware of the incident immediately and an apology given to the patient and family and on-call doctor informed.    			informed on-call doctor of the drug error and informed the patient that he was given a further dose of zomorph 10mg, advised by the on-call to monitor for signs of opioid toxicity and if the patient feels unwell to inform on-call as soon as possible. 			The nurse administering the medication is competent, experienced and conscientious in delivering a high level of nursing care.  It would appear that this was a case of human error within the context of a busy ward area.  Staffing was in line with NSA, however, due to sickness absence the skill mix was not ideal.
The incident was noticed immediately and escalated appropriately.   Patient and family were made aware of the incident immediately and an apology given to the patient and family.  The nurses involved have  written a reflection.  There is acknowledgement, that although bedside checks were made, the second checker did not accompany the administrator and that although the right patient was identified, the wrong dose was given.
			As above						As above			Awaiting second nurse's reflective account to be completed and attached.			Mrs Julie Andrews												Closed						As above.  No harm noted to patient.  Family informed, patient informed.  Staff reflected on incident and have recognise their error.						On going ward based shared learning			Morphine			Morphine


			11/27/22			11/27/22			16586			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient X was prescribed co-trimoxazole for UTI.  X then found to be allergic to trimethoprin as written on front of drug chart but had been missed. 

			On-call pharmacist called to check the allergy. Advised to stop the anti-biotics. Spoke with on-call doctor who has stopped the anti-biotic. They have said for day team to check with microbiology tomorrow what anti-biotic X can have. Observations taken and stable. 			Patient had been prescribed a medication that could have potentially caused a reaction due their allergies 			potential allergic reaction avoided by nursing staff who notice the allergy and related drug. pharmacy informed and on call team who crossed of said antibiotic. 						always double check allergies before any administration and prescribing of any medication.						Mrs Melanie Davies												Closed						Antibiotic prescribed which could have caused a allergic reaction to the patient
 potential allergic reaction avoided by nursing staff who notice the allergy and related drug. pharmacy informed and on call team who crossed of said antibiotic.
 always double check allergies before any administration and prescribing of any medication
						no			Co-trimoxazole			Co-trimoxazole


			11/27/22			11/27/22			16579			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			patient due for zomorph 20 mls but given 20mls of oramorph instead 
medication administered by staff nurse not staff member who is completing datix  			sister informed, pharmacist informed and on call doctor informed, Prn medication reviewed patient is already on oramorph. 
doctor advised to monitor patient for any adverse effects, 4 hrly observations recorded patient remains stable 			patient due for zomorph 20 mls but given 20mls of oramorph instead 
medication administered by staff nurse not staff member who is completing datix  
sister informed, pharmacist informed and on call doctor informed, Prn medication reviewed patient is already on oramorph. 
doctor advised to monitor patient for any adverse effects, 4 hrly observations recorded patient remains stable 			observations were stable in 24hrs post dose and doctors reported no harm to patient 						please refer to the SBUHB policy for safe administration of controlled drugs 						Alison Williams, 2TQ, Mrs Tanya Fuller												Closed						please refer to the SBUHB policy for safe administration of controlled drugs 
observations were stable in 24hrs post dose and doctors reported no harm to patient 
Patient known learning disabilities - LD team aware of incident.						monitoring form submitted to nurse bank, reflection requested but not received 			Morphine			Morphine


			11/30/22			11/29/22			16824			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Patient was prescribed 4 hourly antibiotic therapy and the 10am dose was omitted.			Doctors informed.  Due to patient then being transferred for MRI, decision made to continue with treatment on return to the unit.			It was established that there was an opportunity to administer the antibiotics on time however, due to the inexperience of the member of staff, this did not occur.			Patient came to no harm and the need for further staff support has been highlighted.						The staff member involved has learned the need to speak up and tell someone if he is struggling with his workload.			Following my conversation with staff nurse SL I do have some concerns regarding his progress.  I have discussed these concerns with the PDN team and Matron BJ and there are plans in place to offer SL further support at this time.  This will be reviewed regularly.			Mrs Rhiannon Hall												Closed						Thank you for reporting this incident.						The PDN team are involved and are currently developing clinical support for the member of staff involved.			Amoxicillin			Amoxicillin


			11/29/22			11/29/22			16737			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Staff from HEPMA telephoned ward G and spoke to nurse in charge. They informed the nurse that the patient's warfarin was not dosed and was not administered from the evening of 28/11/2022 (the previous day). The nurse informed the Doctor responsible for the patient. The patient, therefore, missed a dose of warfarin on 28/11/2022. The nurse informed the patient. 			INR bloods taken and warfarin dosed on 29/11/2022. 																		Mrs Karen Thomas, Morag O'gorman, Mrs Hilary Thorne												Under Investigation															Warfarin			Warfarin


			11/29/22			11/29/22			16751			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / ECHO / Accident & Emergency (up to 4.12.22)			Low			Nurses in red resus checked CD's this morning. They noticed x7 of patients own Zomorph missing. Patient no longer in dept, ?gone with patient but not signed out. Posibly in the last three days. 			IR1 completed
Notes checked
CD cupboard checked 			incident reported to pharmacy 
Visiting staff reminded of local policies and need to adhere to SBUHB policies
Issue raised within local teaching and nursing handover			as above						as above						Rachel Newton												Closed						as above						as above			Morphine			Morphine


			11/30/22			11/30/22			16830			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Routine CD check identified patient own CD's missing from cupboard.			CD medication entered into patients own CD book twice, error identified and missing medication retrieved from ward the medication was transferred to.			Patients own CD medication was located in patient own medication trolley within the locked drug room. CD book checked and it was believed this had not been entered therefore re-entered. 
Medication then transferred to ward where it was believed the patients was currently, however it was for a different patient with the same name that was admitted on 11/11/22. Error identified during a routine CD check and medications retrieved from the ward it was transferred to.			Patient medication transferred to ward patient had believed to have been transferred to, following investigation it was identified that the medication belonged to a patient with the same name that had previously been admitted and discharged. medications retrieved and signed back into the patient own CD log.						As above						Miss Kirsty Hopkins												Closed						Missing medications located and returned to unit.
Multiple learning points identified to be implemented with immediate effect.						Multiple learning points identified for this incident which will be implemented immediately, there was no medication administration error.			Morphine			Morphine


			3/27/23			12/2/22			24827			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			Moderate			This 10 yr old boy was admitted to ED for fever, sepsis and generalised tonic clonic seizures. He was intuabted by the anaesthetist and CTH showed evidence of raised intracranial pressure and some herniation of the brain stem. He needed 3% saline to reduce the intracranial pressure urgently. However, this solution was not available in the trolley or the drawers kept for paediatric resuscitation.			We asked someone in the team to get this fluid from the ED or paediatric ward. We eventually got this fluid however it took nearly 10 precious extra minutes which could have been saved if it was kept in the resuscitation area of theatre where children are kept intubated while waiting for transfer to PICU. The patient was later transferred to PICU and unfortunately died due to the complications of rapidly progressive pneumococcal meningitis.			From the investigation it was highlighted by Pharmacy that we do not stock the requested 3% N Saline within the trust however, pharmacy does stock 2.7% N Saline.  From discussion with Lead Paediatric Pharmacist and Paediatric clinicians in regular contact with the WATCH team it was confirmed that 2.7% has been used within this Trust and is an acceptable strength in the absence of the requested 3% from the reporter. (Confirmation emails uploaded to this Datix).  			From investigation it was highlighted via the Pharmacy department, that the Trust does not stock the requested 3% N Saline however, do stock 2.7% N Saline.  From discussion with Lead Paediatric Pharmacist and Paediatric clinicians in contact with the WATCH team it was confirmed that 2.7% is regularly used and is an acceptable strength in the absence of the requested 3% from the reporter. (Confirmation emails uploaded to this Datix). This is also stated within the  SBUHB guidelines CID3060 Fluid Management in Paediatric Patients (Reviewed no changes - July 2023). 

This strength of fluid was not stored in the theatre department due to the rarity of its request.  This has since been rectified as an outcome of this Incident and is now stored in both sides of the theatre department within the pharmacy omnicell for any future requests. Communication of these changes have been communicated to all theatre staff including the Paediatric Anaesthetist team.						To store 2.7% N Saline for emergency access in both phase 4 and Main theatre pharmacy omnicell.  To ensure this information is communicated to all members of the theatre team.			Email forwarded to Theatre pharmacist today, regarding the trust stock of 3% saline and the ability for us to add to our emergency stock levels.  Awaiting response to be able to move forward with a plan.			Mr Jason Hoskins, Mr Stewart Dow, Mrs Johanna Banks, Mrs Nicola Dickens, Stuart Hughes, Victoria Russell-curtis												Closed						Thank you for submitting this DATIX and highlighting your concerns.  The outcome from this investigation is as follows:- The Trust does not stock the requested 3% N Saline however, do stock 2.7% N Saline.  From discussion with Lead Paediatric Pharmacist and Paediatric clinicians in contact with the WATCH team it was confirmed that 2.7% is regularly used and is an acceptable strength in the absence of the requested 3% .  

Previously, as a theatre department we did not stock either strength of fluid due to its rarity in request however, from your Datix it has highlighted the need for this strength of fluid  within certain emergency situations.  We have now put in place and store 2.7% N saline strength within our pharmacy omnicell in both phase 4 and main theatres for any future emergency request.  This information has since been communicated to all theatre members of staff and in correlation with the Paediatric Anaesthetic team for their future reference. 						Arrangements made and put in place to store 2.7% N Saline in both Theatre Phase 4 Pharmacy omnicell and Main Theatre Pharmacy omnicell, mirroring each other.  This new action was also communicated to all theatre staff and in correlation, the Paediatric Anaesthetists via email for their reference.


			12/2/22			12/2/22			16975			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Metronidazole 500mg IV was administered instead of Metronidazole 400mg. Although same medication but the prescription is NG metronidazole not IV.
Staff were unable to find medication for NG route so given it IV instead. 			Doctor informed that the medication was given IV instead although the prescription is NG route.  
No harm to patient. Nurse in charge informed of the incident.			Metronidazole was administered via intravenous route instead of via Nasogastric route.															Coca Sewell												Closed												Doctors informed - nil ordered. No harm to the patient. 			Metronidazole			Metronidazole


			12/6/22			12/4/22			17193			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Whilst reviewing a new patient, I was informed that the patient was supplied his Parkinson's medication out of hours. Upon completing a drug history, the patient was taking before admission and prescribed Madopar 200mg/50mg capsules. Whilst checking the medication that was supplied out of hours already in the POD, I noticed that Madopar CR 100mg/25mg capsules was supplied and two doses given to the patient in error.			I initially spoke to the nurse looking after the patient who was incidentally also the nurse in charge that day to confirm the mechanism by which the Madopar CR capsules were obtained. She confirmed that the Madopar CR was supplied by bed managers via the emergency cupboard. I double checked the on call pharmacy log to confirm that there had been no pharmacy input out of hours. The nurse in charge mentioned that the formulation had been challenged by the staff at the time with the SHO. The SHO told the staff to give the Madopar CR and then for it to be resolved in normal working hours; the prescription wasn't changed neither was a STAT prescription prescribed by the SHO. 

I ordered the correct preparation urgently and informed the parent medical team looking after the patient. 			Patient was admitted to CCU after PPCI. Staff on CCU gave Madopar CR 200/50 instead of Madopar 200/50mg. She had checked with the bed managers and also with the SHO on call who advised to give due to a few doses being missed already. Two doses were given night and morning to avoid any more being missed as it is a vital medication with the idea to follow up with team and pharmacists in the morning. No harm came to the patient and it was stated by the pharmacist that the patient's mobility was much better the next day and hadn't affected him at all.			Appendix 1 and self reflection completed by staff and attached to datix.
When doctors make the decision out of hours to give a different medication make sure it's written up on the stat side and documented in the notes for future learning 						Write up the medication on the stat side until the correct medication was ordered in the morning						Amy Payne, Jade Stamate, Mrs Catrin Howells, Mrs Dayana Francis, Mrs Judy Terry, Toni Davies												Closed						Thank you for reporting this incident, all necessary measures taken to avoid the same incident occurring in the future 						nil			Co-beneldopa			Co-beneldopa


			12/4/22			12/4/22			17043			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Patient currently nil by mouth being fed via PEG and given medication via PEG as well.  Morning medication administered by staff and charted as prescribed after confirming patient identity using ID band. Later after midday while staff was chatting to relative about administering afternoon medication. Relative informed staff that he will do it and that they will be fine. Staff inquired further as to why they were giving medication only to realise that relative had given the morning medication as well. Double dose of medication was noted to have been administered to patient in the morning. Relatives informed on the situation. Patient observation was done, noted to be within range for the patient. Airway patent, breathing room air, saturations above 95%. On call SHO phoned and updated about the situation recommended to monitor patient observations hourly and update him on any changes.			Patient observation was done, noted to be within range for the patient. Airway patent, breathing room air, saturations above 95%. Patient appeared settled and comfortable in bed. On call SHO phoned and updated about the situation recommended to monitor patient observations hourly and update him on any changes. Relatives informed about the incident and apologised to them.			The named patients mother was a staff nurse in hospital and also a carer to her mum. From admission the daughter had been giving medication to the named patient with supervision from staff. On the day of the incident the staff nurse had given medication to the patient via the NG tube. When she left the room to see to other patients in the ward, the named patients' dad had gone into the room and administered medication without checking with staff first. (no documentation to say how medication was obtained or whether it was patients own which had been brought in).
 On realising what had happened, medical team were informed and hourly observations were taken. Family were updated of incident. The patient was monitored and no harm noted.
The consultant asked the family not to give any medication whilst patient was in hospital in order to prevent any further errors. 			No failures by staff. There were no family on ward at time of medication round. medication was administered without staff being informed. It is documented that the Consultant spoke to the family members and requested that no medication should be given to patient by family members in order to prevent errors occurring. The patient was monitored by staff nurses and no harm noted.						Communication is important with not only the patient but relatives too.
Staff have learnt to advise all relatives not to bring in medication from home unless required by staff and not to give out any without consulting professionals on duty
						Miss Louise Horton, Mrs Karen Thomas												Closed						Thank you for reporting this incident. There were no failures by staff however in reflection, a care plan should have been in place if family members were to give medication and this should be handed over to all staff. 						Nil at this time			Paracetamol			Paracetamol


			12/6/22			12/5/22			17213			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient given sando-K instead of sando cal.
			Doctor informed as soon as the drug error was noted. Patient informed about the drug error. Nurse in charge informed about the drug error. Bloods taken since. Doctor aware and had no further concerns. Patient stable.			Patient was given the incorrect medication by a staff nurse, Sando K was given instead of Sando Kal. As soon as the nurse realised, doctors were informed and it was deemed that there was no further action needed. No harm came to the patient. The patient was informed.			Staff nurse is more aware of the risks and importance in knowing what medications are administered						To ensure the right medication is given. Concentrate on the medication rounds and always check if you are unsure						Catherine Allen, Helen Davies												Closed						To ensure the right medication is given. Concentrate on the medication rounds and always check if you are unsure before administering						No			Potassium bicarbonate + Potassium chloride			Calcium lactate gluconate + Calcium carbonate


			12/6/22			12/5/22			17239			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			The nurse went to pharmacy within the unit to obtain Thiamine 100 mgs to administer to a patient. The nurse noticed the medication plastic container had a mixture of different size tablets within it. On closer look the plastic container had 50 mgs and 100 mgs tablets of Thiamine.			The plastic container was distroyed. 			Thiamine medication plastic container found to have different stenghts tablets inside. 															Coca Sewell												Closed												Container with medication distroyed as per pharmacist advice.			Thiamine			Thiamine


			12/5/22			12/5/22			17137			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient arrived for a TAVI procedure. Upon going through check list, it was checked if the patient had been administered paracetamol (which is routine for a tavi procedure). 
On the drug chart the paracetamol had been signed for at 13.40hrs, but a full bottle of IV paracetamol was hanging from the pole on the bed.
The cath lab nurse was given a verbal message from the ward nurse via the porters - 'you haven't given us enough time to get the patient ready'.
Difficult to ascertain whether the patient had had the paracetamol or not.
Also the wrong notes were sent up with the patient.
			Correct notes sent for.
Patient confirmed they had not had paracetamol.  Nurse checked with doctors if happy to give paracetamol in the lab. Paracetamol hanging on the bed discarded, and new IV paracetamool set up.			Nurse who was allocated to look after the TAVI patients has given feedback on this incident.
She informs me that the Lab did not ring down to the ward to instruct to give IV medications which is what they would normally do.
She informs me that the porters attended the ward to collect the patient and that's when they knew they had to give the IV medications, for the antibiotics to fully go through and then the IV paracetamol to go through, the antibiotics require 30 minutes to be fully administered. The ward nurse could not administer the IV paracetamol at this point due to only 1 cannula, the nurse sent this with the patient only signed by one nurse so the lab staff could check the paracetamol and administer. 
It was recognised by the nurse allocated to look after the TAVI patients that the notes that had gone with the patient were the wrong ones and the nurse said she would take them to the lab, however the TAVI CNS stated she would take them as she was going there anyway. 			Lack of communication from both areas						Communications needs to be improved with both areas as we work so closely together						Cerys Jones, Mrs klare Rogers												Closed						Thank you for reporting this incident.						nurses are being asked to write statements. 			Paracetamol			Paracetamol


			12/8/22			12/7/22			17339			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			None			The patient was prescribed longtec 10 mg but accidentally had zomorph 10 mg given, on realising this i did a full set of observations and informed the doctors to review the patient. patient is stable news of 2 for saturations. doctors said the patient is stable and does not require review.  SHO on call rang the ward and informed me that if the patient was stable and news stable she did not require a doctors review 			Observations done, called the surgical F1 to review patient 			2 nurses have checked out the incorrect drug and administered.
Patient received no side effects and did not require medical review.
Both nurses spoken to by WM and advised of ensuring policy is adhered to and care to be taken when checking controlled drugs out of the cupboard.			2 nurses have checked out the incorrect drug and administered.
						as above						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						as above						None			Morphine			Oxycodone


			12/8/22			12/8/22			17347			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Medication cupboard keys missing			contacted all staff that have been on shift in the last 24 hours			Contacted all members of staff and students who were on shift in the last 24 hours, the keys were located with a student, as she had completed a medication round and had not given the keys back to the nurse, and went home with them in her pocket.			Student nurse took keys home						Nurses supervising the Student's should ensure they have the keys off the students once medications are administered.						Cerys Jones, Kendall Yeates, Mrs klare Rogers												Closed						thank you for reporting						Student nurse returned keys that day.			Other Drug not listed			Other Drug not listed


			12/8/22			12/8/22			17355			Staff/Contractor			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 16			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			During the drug check. On removing the Fentanyl 500 mcg in 10ml box from the top shelf of the controlled drugs cupboard the single ampoule fell out of the box, bounced off my chest onto the worksurface, where it broke.  The plastic blister pack had been open and as a result the fentanyl liquid went all over the worktop.			Cleaned up the liquid from the worktop and fragments of glass into the sharps bin. The damaged was witnessed by the scrub sister who was checking drugs. Spoken to line manager to make them aware and contacted pharmacy. IR1 completed.			Witnessed accidental drop and damage of CD ampoule.			This was an accidental and witnessed drop of CD whilst undertaking a CD check at the start of the list. All subsequent actions taken followed Health Board policies in reporting damaged CD's.
Damaged ampoule isolated, Line Manager and Pharmacy contacted and DATIX incident completed.

Pharmacy gave consent for damaged ampoule to be discarded and CD register count amended (witnessed by Line Manager).						No learning outcomes. Accidental damage, with all Health Board policies adhered to when reporting damaged CD's.						Mr Gareth Williams, Mrs Johanna Banks												Closed						All Health Board policies adhered to when reporting damaged CD's. thank you for taking the time to report this incident.						None required at present.			Fentanyl			Fentanyl


			12/11/22			12/10/22			17499			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			During bedtime medication round I found the patient's paper medication chart and noticed that no medications had been signed for the day, therefore I gave all medications that were prescribed from the morning onwards which had not been signed for. Medications given were: Doxycycline 100mg oral, Mirtazapine 15mg oral, Colecalciferol 8000IU oral, Clopidogrel 75mg oral, folic acid 5mg oral and Tinzaparin 3500 units subcut.  

After administering the medication, I logged into the online prescribing for my other patients and found that the patient also had medication prescribed on the online chart also even though the paper chart had not been crossed off by the Doctors. I discovered that I had given a second dose of certain medications due to the day staff nurse using the online chart during the day chart. Medications which had been double dosed were: Doxycycline, Clopidogrel, Folic acid and Colecalciferol 8000IU. 

			I informed the nurse in charge immediately, I then informed the on call doctor who reviewed the medications, crossed off the paper chart and requested to have bloods taken tomorrow to monitor platelets and to continue to administer prescribed medications as per online chart. The patient currently has increased acute confusion and therefore did not have capacity for me to explain the drug error to him. 			After administering the medication, I logged into the online prescribing for my other patients and found that the patient also had medication prescribed on the online chart also even though the paper chart had not been crossed off by the Doctors. I discovered that I had given a second dose of certain medications due to the day staff nurse using the online chart during the day chart.			incident occurred due to paper chart not crossed off.						Charts to be crossed off when transferred over to HEPMA.			It is my understanding there was an issue which first occurred on the night shift where the medics access stopped working on allocate and they couldn't generate Hepma as a result.  In order to give patient medication they switched to paper charts.  The Hepma team were aware and took the paper charts and put them on the system but there was another issue with signal which was not resolved until Monday.			Aimee Jenkins, Miss Nicola Caley, Mrs Sara Morgan, Rebekah Williams												Closed						Thank you for reporting this incident - this error happened due to the chart not being crossed off and staff un aware patient had medication prescribed online.						I informed the nurse in charge immediately, I then informed the on call doctor who reviewed the medications, crossed off the paper chart and requested to have bloods taken tomorrow to monitor platelets and to continue to administer prescribed medications as per online chart. The patient currently has increased acute confusion and therefore did not have capacity for me to explain the drug error to him. 			Doxycycline			Doxycycline


			12/11/22			12/10/22			17500			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Gentamicin prescribed for AM, gent levels were also due. Levels not done, this was not escalated or chased up and no Gentamicin given until saturday night when night staff discussed with doctor.			Delayed treatment due to not administering gentamicin or completing levels.			Gentamicin prescribed for AM, gent levels were also due. Levels not done, this was not escalated or chased up and no Gentamicin given until saturday night when night staff discussed with doctor.			- No gentamycin levels were taken when needed.
- Nurse requested levels from doctor however these were not done. The nurse did not chase this further and as a result dose was missed as unable to safely administer medication without levels. 						Ensure levels are requested when doctors are doing ward round in the morning.
If no levels are taken or requested by a doctor, follow up with doctor/team and explain why we need them to be taken. 
						Mr Mark Davies, Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						Feedback given to staff. 			Gentamicin			Gentamicin


			12/11/22			12/10/22			17501			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat			None			Apixaban prescribed twice daily has not been administered for the last 4 days. Initially this was on hold due to heparin infusion, however, this has not been recommenced, reviewed, investigate. 			Restarted on 10/11/2022 night shift as this was not given and nurse on handover did not know why they had not given this.															Notes requested.			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Under Investigation															Apixaban			Apixaban


			12/13/22			12/12/22			17668			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Patient was treated for an infection with Piperacillin-Tazobactam. Bloods cultures were taken 6/12/22 showing growth of E.Coli - initial handover from microbiology was to chance antibiotics to Tazocin. Handover from microbiology on 7/12 documented in the notes that the e.coli was resistant to Piperacillin-Tazobactam and to switch to levofloxacin. Levofloxacin 250mg BD prescribed on HEPMA on 8/12/22, given for the first time 9/12/22. Patient was not on HEPMA and also had a paper drug chart on which the Tazocin prescription was still active. This error was noted on 12/12/22 when gastroenterology team moved to staff ward G and it was noted that the patient was still on Tazocin and had also not had any monitoring bloods for 4 days - previous bloods had shown high WCC, low Hb, CRP 72, hypokalaemia and significantly deranged coagulation that were not monitored until the new team took over. Was not noted by any nursing staff during this period that the patient had both a paper and electronic drug chart during this period 			Patient was immediately taken off Tazocin and drug chart fully transcibed to HEPMA to prevent multiple drug charts. He has bloods taken that day to monitor his inflammatory markers and renal function - has been treated accordingly since continuing the correct antibiotics (levofloxacin)			Patient was treated for an infection with Piperacillin-Tazobactam. Bloods cultures were taken 6/12/22 showing growth of E.Coli - initial handover from microbiology was to chance antibiotics to Tazocin. Handover from microbiology on 7/12 documented in the notes that the e.coli was resistant to Piperacillin-Tazobactam and to switch to levofloxacin. Levofloxacin 250mg BD prescribed on HEPMA on 8/12/22, given for the first time 9/12/22. Patient was not on HEPMA and also had a paper drug chart on which the Tazocin prescription was still active. This error was noted on 12/12/22 when gastroenterology team moved to staff ward G and it was noted that the patient was still on Tazocin and had also not had any monitoring bloods for 4 days - previous bloods had shown high WCC, low Hb, CRP 72, hypokalaemia and significantly deranged coagulation that were not monitored until the new team took over. Was not noted by any nursing staff during this period that the patient had both a paper and electronic drug chart during this period 			drs did not recognise need to discard paper charts and solely run off HEPMA
nursing staff did not notice that HEPMA and paper chart were being used in conjunction with each other 
ward heavily reliant on agency staff and experiencing critical staffing deficits 						nurses to inform drs immediately if paper charts in use for drs to transcribe to HEPMA and paper charts to be discontinued 						Alison Williams, 2TQ, Mrs Tanya Fuller												Closed						Thank you for reporting.
new rotation of drs aware of need to active HEPMA and discard all paper charts on admission to ward 
pharmacy supporting with transcription of paper - HEMPA 
nurses to inform drs immediately if paper charts in use for drs to transcribe to HEPMA and paper charts to be discontinued 						new rotation of drs aware of need to active HEPMA and discard all paper charts on admission to ward 			Piperacillin + Tazobactam			Levofloxacin


			12/13/22			12/12/22			17677			Patient/Service User			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			Moderate			Patient suffered anaphylaxis after receiving blue dye, administered at 15.10pm 
Blue Dye Details (as unavailable under medication sector on this form) Batch No: 20PA606A Expiry Date: 09/23 			Airway secured and anaphylaxis protocol followed
ACCT team contacted and transferred to ITU Bridgend
Consultant Anaesthetist notified Next of Kin, regarding transfer.																		Jade Rouse, Miss Sian Williams, Mrs Kim Stephens												Closed


			12/12/22			12/12/22			17569			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology			None			Went to administer prescribed insulin to above patient, each patient has own locker with locked medication draw.  Patient prescribed Novomix 30 but  insulin pen in draw was Novorapid.
Insulin has been administered on previous days but query as to whether incorrect insulin was administered
Correct insulin administered on todays date and incident reported to nurse in charge, pharmacy and message left on diabetic specialist nurse answer phone, but return call not received as yet			Pharmacy aware
Nurse in charge made aware
Message left with DSN on answer phone to contact ward			Went to administer prescribed insulin to above patient, each patient has own locker with locked medication draw.  Patient prescribed Novomix 30 but  insulin pen in draw was Novorapid.
Insulin has been administered on previous days but query as to whether incorrect insulin was administered
Correct insulin administered on todays date and incident reported to nurse in charge, pharmacy and message left on diabetic specialist nurse answer phone, but return call not received as yet

Pharmacy aware
Nurse in charge made aware
Message left with DSN on answer phone to contact ward			Unclear if correct dose had been given. 
No harm came of this incident, patient was reviewed immediately by the team doctor, diabetic team informed.
Pharmacy were made aware and insulin was removed and replenished with the correct insulin. 
Area where the insulin is stored has been checked and all insulin have been stored in separate trays, labelled making it easy for staff to find, locate and collect the correct insulin pen for the patient. 
Patient's blood glucose monitored post administration of insulin and no concerns, no hypos and patient was clinically well. 

						Staff informed of incident and asked to be checking insulin charts to ensure the right insulin is being administered.
update training for staff regarding medication administration.  
Staff must make sure they complete the 5Rs, making sure they have the correct drug, correct dose, correct patient, correct time, correct route. 
			Investigation not fully completed - referred back to ward team.			Francesco Bonifacio, Mary Clarke, Michelle Chapman, Mrs Julie Andrews, undefined												Closed						Thank you for taken the time to fill in this Datix
Incident investigated please send for closing. 						no further immediate  actions required at this time, however staff must be vigilant when administering insulin or any other medication to  complete the 5Rs in order for the patient to receive their medication safely with no complications or dangers. 
Patient was made aware that the wrong insulin was at the patient's locker. 
			Insulin aspart			Insulin aspart biphasic


			12/13/22			12/13/22			17613			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient admitted on 10/12 at 0857 under palliative care and medics.  On numerous palliative medications, which had not been ordered with pharmacy on the day of admission ? why.   Not actually received from pharmacy until 6pm on 12/12, resulting in patient not receiving his regular medications along with his analgesia which included controlled drugs for his breakthrough pain, at the right times or regularly.  Had a dosit box from home which staff were unable to dispense form resulting in partner having to come in to give patient medication.  On the afternoon of 12/12 as medication had still not been ordered from pharmacy when partner came to see patient he had not received his breakthrough medication and was crying due to pain.  Pharmacy was then contacted and medication ordered.  Query  what hold up was with this patients medication, so unable to give partner an explanation.  The medication chart had been written up by the palliative team on 10/12, staff had been putting 6 on the chart and not signing as NOK was giving the medication from the doset box.   NOK had complained to myself (NIC) on 2 consecutive nights about this patient's medication.			Apologies given to patient and partner
Ensured all medication was given to patient during my shift on time, and breakthrough medication available so patient was not in pain
Ensured that on patient going to the ward, all medication that had been received for him from pharmacy went with patient 						Unsure of outcome of incident due to staff sickness
regular meetings now being held with pharmacy to omit any further incidents happening again 
Raised within Senior ED meetings and twice daily nursing handovers
Pharmacy lead given within Senior Nurse team 						as above			Safeguarding referral submitted - See communication section.			Laura George Hennah, Mr DuncanJ Davies, Mr Tristan Taylor, Mrs Della Llewellyn												Closed						as above									Aspirin + Paracetamol			Aspirin + Paracetamol


			12/14/22			12/13/22			17727			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology			None			Ward staff was doing morning medication round, when they went to give patient their insulin, they noticed that.
The wrong insulin had been given twice on the 13/12/22. 
Novarapid was given instead of Novamix 30. 
It was clear that this had happened as the nova rapid had patient's nave and date on and was in patient locker.			Ward staff immediately told pharmacy and ward manager.
The wrong insulin was taken from locker and replaced with correct insulin 
Diabetic nurses informed  			It appears the insulin was probably administered by the agency nurse working in the section on the shift that the incident occurred.  A message has been left on the member of staff's phone to ask her to ring the ward, but to date, she has not yet phoned.
			As above.  Will discuss with staff involved as soon as able.						Incident shared with staff to highlight the importance of checking medications before administration.						Amy Stephens, Mrs Julie Andrews												Closed						As above						No			Insulin aspart			Insulin aspart biphasic


			12/16/22			12/14/22			17865			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Surgical Short Stay			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient prescribed shortec liquid as TTO medication for day leave. TTO completed, signed out and collected from pharmacy 14/12/2022.  Medication not signed into CD book on SSS and was left at the patients bedside overnight in the medication bag. It was not locked away in the POD locker. 			Shortec promptly signed into CD book on SSS AM of 15/12/22 and signed out and returned to patient to take home. Nurse in charge informed of incident and datix submitted. 			Noted incident and this patient was discharged on day leave and had been given her controlled medication as a TTO and signed out correctly.However the patient came back in later in the evening and had brought back her medication but had been left on her locker overnight and had not been signed back into the CD book as per policy.This is not our usual practice but there was an agency nurse caring for this patient and had not followed policy.The following morning that this incident was identified by pharmacy was the day of the nursing strike and our usual staff were not on duty and I feel that this would have been identified and not occurred. 			This incident was rare and as previously stated usual staff were not working on the unit and we had help form other trained staff who were unaware that patient had probably put her controlled medication on the locker to be signed in by staff.Unlikely to occur again and no harm to the patient.
However have reiterated to staff hospital polices regarding patients own controlled medication and storage.						Reiterated to staff hospital polices regarding patients own controlled medication and storage.						Alice Bacon, Mr David Steel												Closed						Reiterated to staff hospital polices regarding patients own controlled medication and storage.						Will reiterate to all staff the nature of this incident to ensure that we follow policy and all controlled medication is always signed in by two trained nurses.			Oxycodone			Oxycodone


			12/14/22			12/14/22			17762			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			patient was handed over to ward staff from recovery staff after patient had surgery. patient came back to ward on a sliding scale on return to ward with potassium in normal saline. however, prescription had stated nil potassium. 			on discovery, the infusion was stopped. Observations recorded, doctors and anaesthetist informed.  correct prescription of intended fluids administered.			A lapse in concentration by the two nurse practitioners, does not reflect the high standards that both adhere to.
Both understand the importance of accuracy in terms of i.V. drug preparation, and will undertake remedial training.			This incident can be concluded following the implementation of the remedial action plan.						Concentration is paramount when checking I.V. drugs			Discussion with Lead Recovery Practitioner held. Circumstances observe that two other members of the Team set up the sliding scale. Currently awaiting statements from all concerned in regard the setting up of the I.V. fluid in question.
Statements will be uploaded when received.			Dr Lewys Richmond, Stuart Hughes, Victoria Russell-curtis												Closed						This incident could have been avoided if the gold standard of I.V. drug checking was adhered to. 
Remedial update training will ensure that standards are maintained.
						Both practitioners will submit reflective accounts that respect the gold standard of practice, that is also in keeping with N.M.C. code of conduct.			Potassium chloride + Sodium chloride			Sodium chloride


			12/16/22			12/14/22			17864			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient admitted onto Dan Danino ward for the treatment of severe and symptomatic aortic stenosis via elective TAVI. Whilst the pharmacy technician was completing a drug history, it was identified that the patient has a penicillin allergy which causes a rash which is documented on Welsh Clinical Portal but not, initially, documented on the drug chart. As per TAVI pathway, patient was prescribed flucloxacillin 2g IV pre-TAVI which was in the process of being drawn up for administration. Fortunately, the patient did not receive the dose. 			Allergy status confirmed with patient. Staff nurse informed and prescriber contacted. Antibiotic prescription changed to follow penicillin allergic TAVI pathway (teicoplanin 400mg IV). Allergy box updated to include penicillin allergy. 			Patient was admitted by the nurse practitioner the day before their TAVI procedure. when asking the patient if they had any allergies they responded that they did not, therefore the usual pre TAVI antibiotic regime was prescribed of Flucloxacillin and gentamycin.
The next day the pharmacy technician was completing a drug history on the patient and it was stated in the clinical information on clinical portal that the patient was allergic to penicillin. this was reported to the nurse looking after the patient, and avoided flucloxacillin being given			when notified the allergy to penicillin, an alternative antibiotic was prescribed. NO flucloxacillin was given.						Clinical portal should be checked when admitting patients for previous documentation						Alison Francis, Mrs klare Rogers												Closed						thank you for reporting						The patient was asked by the nurse looking after her if she had any allergies to medication and the patient confirmed she was allergic to penicillin. Prescription changed to appropriate alternative.			Teicoplanin			Flucloxacillin


			12/17/22			12/15/22			17936			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			Patient's warfarin was not dosed on 14/12/2022 and 15/12/2022. 			Doctor responsible for the patient made aware that the patient had not received warfarin as it had not been dosed			Noted that Warfarin dose was not prescribed for 14/12/22 and 15/12/22 on HEPMA. 
Medical notes checked, no harm to patient. INR promptly completed once noted.			Warfarin not dosed for 2/7. No harm to patient. INR remained stable.
HEPMA new to all staff members. 
AMU recently opened, new unit, new staff members.
Doctors not documenting in medical notes for warfarin to be dosed.						All staff to be more mindful when patients are on warfarin.						Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						Thanks for your feedback. 
Lessons learned and will be actioned by staff.
Warfarin not dosed for 2/7. No harm to patient. INR remained stable.
HEPMA new to all staff members. 
AMU recently opened, new unit, new staff members.
Doctors not documenting in medical notes for warfarin to be dosed.						Encourage staff to ensure warfarin has been dosed.			Warfarin			Warfarin


			12/16/22			12/16/22			17861			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			Sodium nitroprusside IV continuous infusion diluted in 0.9% saline. Medusa guide states SNP is incompatible in 0.9% saline and should only be diluted in 5% Glucose.			Infusion stopped and changed to correct diluent; Anaesthetist made aware. Staff to review long term infusion chart as this states it can be diluted in 0.9% saline. 			Findings of incident review shows all actions were taken appropriately at the time of the discovery of the incident
- Infusion stopped immediately 
- Patient reviewed by doctors, no harm noted 
- new infusion drawn up as prescribed 
- Long term prescription template amended
- all versions of the older template discarded appropriately 			N/A 						Staff to reflect on incident and awareness to be brought to ensuring prescriptions and solutions are correct. 			Investigation conducted; documentation attached. 
Awaiting witness statements from staff involved. 			Kirsty Pascoe, Matthew Lewis, Mr Ross Phillips, Rachael Brown												Closed						Thank you for reporting this, the prescription template has been changed. 						Nil actions required at current as all actions undertaken appropriately at the time of incident discovery. 
			Sodium nitroprusside			Sodium nitroprusside


			12/18/22			12/18/22			17994			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			During morning medication round frusemide 40mg was given to the patient in liquid form instead of 5ml of ferrous fumarate liquid. Frusemide had been previously prescribed to patient but was currently stopped. However, liquid bottle was still in the medication locker. 			Informed patient when realised the error and informed her that an incident form will be carried out. Gave the correct medication. Carried out observations on patient and informed doctor on call of error and observations. 			On discussion with staff member work load was high - ward recently located and new to  environment and discussions around not rushing when administering meds as this was felt to have had an impact on the error.			administration of incorrect medication.
Staff highlighted this immediately to both the pt and senior staff.						AW reflective piece			spoke to staff member to request Reflection 			Alison Williams, 2TQ, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller												Closed						Thank you for highlighting this incident. 
and for taking the time to honestly discuss this with us. 
Please as discussed provide us with your reflective piece.						No			Furosemide			Ferrous fumarate


			12/19/22			12/18/22			18079			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			On Sunday 18th December an FY1 doctor prescribed tinzaparin 14,000 units for a patient. There was no documentation in the notes and it is unknown why this was prescribed when it is contraindicated due to the patient's platelet count being very low.
The dose was administered at 22:00 on HEPMA.
 A few hours later the patient had a fall and banged their head. Night SHO came to review and saw that the patient had the dose on tinzaparin. Due to head injury the patient underwent a CT head which showed an acute on chronic intraventricular haemorrhage. 			The night SHO stopped further administration of the medication via HEPMA by discontinuing the order. 																		Morag O'gorman, Mrs Hilary Thorne, Praveen Eadala												Under Investigation															Tinzaparin			Tinzaparin


			12/18/22			12/18/22			18016			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Clydach Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology			None			When completing medication round it became apparent that wrong addressograph had been put on medication chart.  Medications were not administered.			Urology team had been on the ward clerking a patient and had completed a prescription chart for her. However, when medications being prepared for another patient, it was realised that the wrong addressograph had been used.			wrong identity label found on drugs chart, unable to identify who or where this mistake was done. Noticed while nurse carried out correct check before administration of medication so no incorrect medication was given.			no harm caused to patient due to nurse following correct medication policy						always to follow medication management policy totry and prevent mistakes happening.						Ffion Thomas, Mrs Faye Jeavons, Mrs Melanie Davies												Closed						for anyone administrating medication to follow the policy of checking it's the correct patient verbally and checking that their armband and label match.
always to follow medication management policy to try and prevent mistakes happening.
						no harm to patient as error identified before any medication was given.			Tinzaparin			Tinzaparin


			12/21/22			12/19/22			18201			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Patient transferred from ward D to B. Ward D use electronic drug charts and Ward B do not. Medical doctor asked to come to write a paper drug chart for patient to receive his medication, on call by night didn't come despite being asked a few times.  On the morning shift of 20/12/22 the team looking after the patient were contacted and said as the patient had moved wards it wasn't for them to do. Buddy team for ward B medical patients stated they didn't know anything of the patient so would not attend. 			Escalated to T&O matron, and medical matron. Pharmacy also. Pharmacy printed off a temporary drug chart that can be used until the medical team write out an actual chart			Transferring ward should of printed out a list of medication for the covering doctor to prescribe			No harm						Staff to ask transferring ward for the printed medication list. As this was new staff on B were not aware of this			Communication shared with all non-HEPMA wards in Morriston on how to print copies of the digital drug chart and contact details for support on 23/12/2022.			Aimee Jenkins, Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley, Rebekah Williams												Closed						Staff to ask transferring ward for the printed medication list. As this was new staff on B were not aware of this						Staff to ask transfering ward for the printed medication list. As this was new staff on B were not aware of this			Tinzaparin			Lansoprazole


			12/21/22			12/21/22			18235			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			Gave patient insulin that was prescribed on HEPMA. Insulin paper chart prompted me to check HEPMA for insulin dose. HEPMA then prompted me to check PRN side for insulin dose. Went to PRN side on quick chart and the only insulin available to give was Lyumjev 15 units. Checked with staff nurse Olivia who agreed that was the insulin that was prescribed to give. Patient also stated that he had been taking this insulin. Gave insulin as charted. 
Was later informed that Lyumjev had been suspended by the medical team, despite it not being taken off HEPMA. Showed doctor Luke the prescription chart and he agreed that the prescription was showing to give this insulin on PRN despite it being suspended on the regular side. Informed HEPMA team of incident. They reviewed the prescription chart on HEPMA and agreed there was an error on the chart which prompted me to give the insulin. They informed me they have spoken to the company in charge of HEPMA who said it was a fault in the system which will be rectified in the near future. The insulin has now been removed from the PRN side. 			Informed HEPMA team of incident. They reviewed the prescription chart on HEPMA and agreed there was an error on the chart which prompted me to give the insulin. They informed me they have spoken to the company in charge of HEPMA who said it was a fault in the system which will be rectified in the near future. The insulin has now been removed from the PRN side. 			Gave patient insulin that was prescribed on HEPMA. Insulin paper chart prompted me to check HEPMA for insulin dose. HEPMA then prompted me to check PRN side for insulin dose. Went to PRN side on quick chart and the only insulin available to give was Lyumjev 15 units.			Patient monitored closely, BM's taken regularly. 
No further harm to patient. 

HEMPA team reported to CMM as URGENT case. Escalated to HEPMA Programme Manager.						All fed back to Hempa and this should not happen further. 			Doctor advised to discontinue prescription.
Reported to CMM as URGENT case.
Escalated to HEPMA Programme Manager.
Message of the day added to WCP informing users not to use bulk suspend/discontinue. 
Email sent to all prescribers informing them of removal of bulk permissions.
Discussed in CRG and decision made to remove bulk permissions (cause of issue confirmed by CMM). Permissions to be reinstated following successful testing and upgrade of V8.2.
			Aimee Jenkins, Mrs Sara Morgan, Rebekah Williams												Closed						Thank you for reporting this incident, the patient was closely monitored. This was escalated to the HEMPA team as urgent and dealt with. You should not come accorss this incident again. 						Informed HEPMA team of incident. They reviewed the prescription chart on HEPMA and agreed there was an error on the chart which prompted me to give the insulin. They informed me they have spoken to the company in charge of HEPMA who said it was a fault in the system which will be rectified in the near future. The insulin has now been removed from the PRN side. 

Informed HEPMA team of incident. They reviewed the prescription chart on HEPMA and agreed there was an error on the chart which prompted me to give the insulin. They informed me they have spoken to the company in charge of HEPMA who said it was a fault in the system which will be rectified in the near future. The insulin has now been removed from the PRN side. 			Insulin lispro			Insulin glargine


			12/22/22			12/21/22			18313			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			TTOs requested from pharmacy in hours. Patient sent home after pharmacy closing hours with no changes to insulin regime (NovoMix 30 100 units/mL flexpen for T2DM). Informed in the morning that despite the patient confirming with the pharmacy technician that the patient had insulin with them, bed managers advised to give a full insulin pen from stock for discharge as they were under the impression that the patient didn't have insulin to go home - DAL clearly documents that the insulin is "with patient". This was not discussed with pharmacy in hours or with the on call pharmacist. 			Investigated nature of discharge with nurse on ward. Confirmed on-call pharmacist involvement by checking call log and speaking with pharmacist. Escalated to line manager for possible investigation.			Patient discharged home after pharmacy hours. TTO`s checked by agency nurse and noted to be missing patients insulin pen. On call pharmacy spoken to - nurse in charge  then got insulin and gave to patient to take home. TTO DAL stated insulin was with patient -however this was not the case. 
Patient given usual novomix 30 pen and bed managers aware. No harm to patient -although this is not usual practice. Patient well established diabetic and manages administration herself. 			insulin pen dispensed from ccu stock for discharge due to patients insulin not sent - although DAL stated patient had insulin this was not case. Pharmacy and bed managers were spoken to. No harm occured- however learning in effective communication and documentation. 						Importance of effective communication and timely reviews of discharge medications
Importance of documentation						Angharad Lawson, Gareth Chapple, Jade Stamate, Mrs Catrin Howells, Mrs Dayana Francis, Mrs Judy Terry, Mrs Lisa Thomas, Mrs Melanie Brooker												Closed						Thankyou for reporting an incident where a patient was discharged home with insulin taken from unit stock as missing from take home medications. Whilst there was a conversation with on -call pharmacy and bed manager this is not usual practice or policy. The nurse discharging was of agency and had also failed to complete discharge section of wncr .  All staff are asked to refresh themselves on medication discharge policy and processes in place. You are also reminded of the need to complete discharge section on clinical portal upon patient discharge.						importance of following discharge medication policy / safety checks to ensure medications are labelled correctly to avoid error. 
Importance of effective communication between teams			Insulin aspart biphasic			Insulin aspart biphasic


			12/23/22			12/22/22			18334			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Patients' daughter was informed that lacidipine 2mg has been suspended by the Doctors. Pt's blood pressure was monitored, and it was 134/73
Medical SHO informed and advice that the BP was ok overnight, but to monitor overnight and if its high to administer but if not to continue to
 suspend overnight and day team to review. Pt's daughter decided to administer all of Pt's medications herself including Lacidipine. 

			Medical SHO was informed about the administration of the Lacidipine by Pt's daughter. 
Medical SHO came to speak to Pt's daughter. (Please see SHO'S ENTRY)
ADVICED TO MONITOR Pt's BP overnight and to inform him of any changes 			Patients daughter had came to visit ward and was advised by staff that her dad medication had be put on hold. The daughter had enquired as to why this had happened. Whilst the staff nurse was speaking to the SHO about this the daughter gave her dad the withheld medication against the staff nurses advice. The staff nurse advised the SHO about this and he attended ward to speak to the daughter. Staff were advised to monitor the patients blood pressure over night and to contact him if there were any changes. The daughter was advised not to give any medication without speaking to staff as all medication was to be administered by ward staff.
Staff monitored patient overnight and his blood pressure remained stable throughout ( 148/78 @ 02:26 and 167 /87 @ 16:36). No harm came to patient and he was discharged the following day.			Staff acted appropriately and couldn't predict that this would happen. The daughter of the patient gave medication from her own supply even though it has been held by Medical team. No harm came to patient who was monitored overnight by staff. Patient was discharged home the following day.						No failures by staff, appropriate action taken						Miss Louise Horton, Mrs Karen Thomas												Closed						Thank you for reporting this incident. Staff acted appropriately and no harm came to patient.
Staff to ask all family members not to give any medication to relatives without medical team advice/guidance.
No failures by staff
Staff to share incident with other team members in order to promote vigilance especially with medication 						No further action required			Lacidipine			Lacidipine


			12/24/22			12/23/22			18397			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Low			took over care for patient at 19:00 - when conducting drug round - noted that gabapentin had been prescribed x3 on the drug chart. from reading the pain team notes it was suggested that gabapentin needed increases to 200mg TDS on 23/12 and then further increase to 300mg on 24/12. Both doses were prescribed. However, during the prior drug round 500mg of gabapentin was given. 			Gabapentin withheld 
Observation recorded - News 3 - 02 sat 94% and BP 93/63  
Patient alert and responsive
Oncall contacted - advice to keep monitoring patient, any further concerns or deterioration to escalate  			Both doses of Gabapentin were on the drug chart, this should have been amended by the prescriber at the time of writing.
Staff administering medication should have checked the doses and referred to medical notes for treatment plan,			Both doses of Gabapentin were on the drug chart, this should have been amended by the prescriber at the time of writing.
Staff administering medication should have checked the doses and referred to medical notes for treatment plan,						as above						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						as above						Medical review undertaken and nil ordered.			Gabapentin			Gabapentin


			12/23/22			12/23/22			18360			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient was due an IV dose of ceftriaxone 2g. At the top of the chart it was dated to be given today. Commenced this IV ABX however, on closer inspection we realised that the date at top of chart did not match and this drug had actually already been given at 6am. Approx 20mls been administered to patient and was taken down immediately.			The drug in question was taken down immediately. Close observations were conducted, and no ill effects noticed. Consultant aware.			The antibiotic had been changed so the dates were not in sink with the rest of the drugs, both nurses checking had only looked at the date on the top of the chart and not on the date directly above where they were signing. They followed the IV policy for checking but human error had caused this mistake. 			No harm came to the patient, both nurses followed the policy, however, failed to read the dates correctly on the chart compared to the antibiotic prescription						Not to assume the antibiotic prescription has the same dates as the top of the chart						Mrs Melanie Phillips												Closed						This was human error, both nurses are diligent and experienced, both have completed the drug pack, no harm came to the patient						Both are looking at the Iv policy and both have learned to be more careful. There was no harm to the patient and  nothing more to learn from both experienced nurses.			Ceftriaxone			Ceftriaxone


			12/24/22			12/24/22			18413			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Controlled drugs (CD's) had been recently ordered and delivered by pharmacy. Whilst checking the CD's into the CD cupboard with a 2nd nurse, I accidentally dropped a vial of 2.5mg in 50ml Fentanyl. It smashed, shattered and the liquid poured out. The batch number of the vial was 018023 and the expiry date was 04/2023.  			As it shattered inside the box there was no concern for sharps injury. The smashed contents were emptied into a drug tray wearing PPE and were emptied into a yellow sharps bin under the supervision of that same nurse whom the CD's were checked in with. Updated the CD book with the altered quantity / stock, and countersigned. Rung the ITU nurse in charge who informed me to write a Datix and phone pharmacy. I phoned pharmacy and they confirmed no further action is required. 			This was a simple accident.  However, there is still learning to be untaken here.  The nurses are aware that we must be incredibly careful when checking or handling CD's. 			This was a simple accident.  I hope we can move forward with reflection and learning. 						As above 						Mr Edward Smale												Closed						As above. 						No 			Fentanyl			Fentanyl


			12/26/22			12/26/22			18507			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Patient is on a sliding scale with 5% Dextrose 1 Litre (NIL POTASSIUM) prescribed as dextrose regime. When a staff nurse came to change the dextrose bag, the patient was found attached to an empty bag of dextrose with 20mmol Potassium, therefore indicating a full 1Litre bag of dextrose with 20mmol potassium was administered. 			Nurse in charge was informed. sliding scale prescription chart double checked no indication of the use of potassium. Notes checked to justify 20mmol potassium but no mention of 20mmol potassium noted in medical notes. Nurses from previous shift contacted to ensure no confusion or if verbal orders given by doctors. Nurse states no verbal orders given, and potassium was given by accident. 
Medical SHO informed of medication error. Awaiting Plan from Doctors. 			ED notes reviewed - unable to determine who has administered the infusion - ?if temporary agency staff.
No harm sustained by patient.
New version of insulin regime has been introduced since incident - ongoing teaching with staff with regard to correct administration of sliding scale and DKA medications  			ED notes reviewed - unable to determine who has administered the infusion - ?if temporary agency staff.
No harm sustained by patient.
New version of insulin regime has been introduced since incident - ongoing teaching with staff with regard to correct administration of sliding scale and DKA medications  						No			Documents attached and Statements requested from staff involved. 			Claire Herbert												Closed						ED notes reviewed - unable to determine who has administered the infusion - ?if temporary agency staff involved who are unfamiliar with the regime.
No harm sustained by patient.
Insulin regime/DKA teaching has been ongoing - ongoing teaching with staff with regard to correct administration of sliding scale and DKA medications.
Monitoring of situation						On going teaching and monitoring of situation.
Feedback to nurse bank			Potassium chloride + Glucose			Potassium chloride + Glucose


			12/26/22			12/26/22			18524			Organisation			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			On the evening controlled drug check, the vial of Ketamine was found to have the plastic cap loose in the box. The vial appeared to be full and there was no evidence of a needle puncture in the rubber. 			3 theatre practitioners disposed of the solution and completed the CD book as wastage. Band 7 will speak with Estates to see if the carpenter can remove the small shelf on the inside of the door. Some staff are storing the vials on this shelf, the vial is falling when door being opened, and this could be the cause of the cap coming off.			The storage cupboards are not really fit for purpose.   The shelf area is not suitable to store vials due to the size of them.

It is possible for vials to fall from this area when cupboard door is opened.

			Speciality manager will get prices for new drug cupboards and then seek financial support in obtaining these.						staff advised to be careful whilst opening cupboards and handling controlled drugs						Amanda Jones, Sister Rhian Medwell, Tanya Bowen												Closed						Managers will look in to purchasing more suitable storage solutions for the anaesthetic rooms.						New storage cupboards need to be sourced.  Discussed with Matron and looking for quotes.			Ketamine			Ketamine


			12/26/22			12/26/22			18506			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			As per medications chart, 75Mg asprin was administered via PEG. When signing it was realised the Asprin 75mg was already given by night staff.			Reported to nurse in charge.  Vital signs checked and patient safety ensured and stable.
Doctor on call informed. Team lead consultant and registrar was informed about the overdose of Asprin. Advised to observe for bleeding and leave drain in situ until tomorrow. 
Patient has been informed and apology given, and incident documented in nursing notes.			The staff nurse involved is very junior. She was unsure of looking after a PEG and was very nervous to be doing so. She sought advice from senior staff members. She felt the handover was very rushed and became confused about what medication had been given. Unfortunately, a double dose of Aspirin was given. The nurse acted appropriately as soon as she realised the error and informed the team and the patient. She is very remorseful and upset by the incident. No harm came to the patient. She has taken this opportunity to reflect on the error and learn from this and how to improve her practice. 			The staff nurse involved is very junior. She was unsure of looking after a PEG and was very nervous to be doing so. She sought advice from senior staff members. She felt the handover was very rushed and became confused about what medication had been given. Unfortunately, a double dose of Aspirin was given. The nurse acted appropriately as soon as she realised the error and informed the team and the patient. She is very remorseful and upset by the incident. No harm came to the patient. She has taken this opportunity to reflect on the error and learn from this and how to improve her practice. 						Double check medication chart and sign for at time of administering. 
Ask for support and help and challenge during handover to ensure you have all the correct information. 			Witness statement & Reflection paperwork given to the staff involved			Heather Howells, Rachael Brown, Tracy Jones												Closed						Thank you for your report, this has now been investigated and ready to close. It is very clear you have reflected on this incident and learnt from it. Thank you						Team was informed and the drains were to remain. 			Aspirin			Aspirin


			12/26/22			12/26/22			18529			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			patients transferred over from the new amsr this morning 
amsr use the hepma system for medicine administration 
ward C does not, 
patients are being transferred over with no written paper drug chart 
patient has been in pain since transfer and i am unable to give analgesia due to no drug chart written up 			doctor contacted and informed on several occasions throughout the afternoon 
as of 18.05 drug chart still not written up 
patient has stated that they are going to self discharge 
i have spoken to grand daughter on the phone and apologized me being unable to give medication and for her grand mother to be in pain throughout the afternoon 
			Patients are being transferred over with no written paper drug chart as other area uses electronic hepma system. Complained of pain but delay in doctor review for drug chart to be written despite several requests to attend ward. This made patient want to self discharge. Apologies provided and family member updated. 
Patient admitted 15/12/22 to AMSR and then 26/12  to ward c with exacerbation of COPD, fractured pubic rami and ? uti. medication eventually given - further review of medication undertaken and morphine sulphate prescribed twice daily. 
time of transfer to ward = 09.00
Time of dr review = 18.30			delay in patient recieiving analgesia
possiblilty of a self discharge and/ or complaint 
no interim plan in place regarding the transfer of patients from different areas in the hospital who were at the time at different stages of implementing the electronic prescribing 
						patients who are to be transferred from electronic prescribing area are to be transferred over to the ward with the prescription chart already transcribed 
communication and planning of new electronic systems and how they are going to work in the hospital when different wards are not on the same system 			Communication shared with all non-HEPMA wards on 23/12/22 on how to print a copy of the digital drug chart to use in the interim until it can be transcribed onto an All Wales paper chart. No calls were received by the HEPMA team on 26/12/22 for support with this. 			Aimee Jenkins, Bethan James, Marie Grace Aveo, Mrs Julie Cruickshank, Mrs Melanie Brooker, Rebekah Williams												Closed						thank you for taking the time to complete the incident form 
the incident has now been investigated and the following conclusions 
outcome no harm 
learning communication between wards needs to be improved, drug charts are required to be transcribed prior to patients being transferred to non electronic prescribing wards, reducing the amount of risk to patients from non administration of medication 
actions all wards in the hospital are now using electronic prescribing 						Communication between 2 areas to ensure measures are put in place prior to transfer to avoid future incident. 
Since this incident Hempa has now been rolled out on ward . 
			Morphine			Morphine


			12/30/22			12/29/22			18813			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Catastrophic / Death			Patient was found to have hyperkalaemia (6.1) and hypernatraemia (161) which are life-threatening electrolyte derangements. Treatment prescribed at 16:00 - calcium gluconate to stabilise cardiac membrane and insulin and dextrose to treat severe hyperkalaemia, followed by 5% dextrose after 2 quick bags to treat the hypernatraemia. Nurse handed over no intravenous access at 16:30, I inserted a cannula into his foot then and he was ready to receive treatment by 16:40 (cannula documentation in notes as evidence). I handed over the exact instructions of administering the fluids and stressed the importance of being quick with this directly to the nurse taking care of him. I then handed over to the on-call medical team to repeat and chase his bloods later in the night to ensure improvement.

Calcium gluconate was administered at 16:53. ECG was not done due to "patient agitation". However, when the on-call medical team came to review him at 21:07, none of the subsequent treatment had been given to treat his hyperkalaemia or hypernatraemia. This was a 4-5 hour delay in treating a life-threatening condition. The medical doctor had to promptly start the fluids himself and the night shift team had to then repeat bloods at 5:10 in the morning the next day. This is a significant delay due to failure of administering medication and could be considered a never event given the exact instructions given and the emphasis from the medical team about the severity of this situation.

This had been discussed among the medical team including the ward consultant the morning after, when we received a complaint from the on-call team.

Patient continued to deteriorate, died at 16:30 on 30/12/22.			Medical doctor on-call after hours gave fluids instantly himself and escalated to night shift medical team taking over to re-review the patient. 			I have spoken to our Consultant Dr Maddocks and also a medical registrar who has stated that this incident has not caused this gentleman's death. Matron Carys Walters and I have scrutinised the patients notes, and the prescription had been wrongly indicated by the doctor, therefore the nurse had the prescription changed by the medical team and then gave the medication promptly. The patient's death certificate states sepsis, Bronchopneumonia and influenza A, and frailty of old age, dementia, heart block and left ventricular dysfunction.			I have spoken to our Consultant Dr Maddocks and also a medical registrar who has stated that this incident has not caused this gentleman's death. Matron Carys Walters and I have scrutinised the patients notes, and the prescription had been wrongly indicated by the doctor, therefore the nurse had the prescription changed by the medical team and then gave the medication promptly. The patient's death certificate states sepsis, Bronchopneumonia and influenza A, and frailty of old age, dementia, heart block and left ventricular dysfunction.						doctor had prescribed the wrong infusion, communication could've  been better in that point of view, so further education need for the treatment of hyperkalaemia. 			Dr Maddock has not got Datix access therefore using Sister Natalie account to place entry. . Patient was critically unwell with pneumonia and flu on a background of advanced dementia. I do not think this delay and incorrect prescription contributed to his death.  This gentleman was unfortunately in the last few hours of his life. Dr Maddock Consultant Geriatrician. 			Mrs Carys Walters, Mrs Natalie Dark-Harry, Mrs Suzanne Holloway, Ms Claire Morris, Thomas Maddock												Closed						thankyou for reporting this incident - it has been fully investigated.						nil			Insulin soluble human			Insulin soluble human


			12/29/22			12/29/22			18724			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			Drug error made this morning. The drug charts were in the drug room, and I accidentally picked up the wrong drug chart for my patient and administered 300mg of Gabapentin that was not prescribed for the patient to take.			I immediately alerted the doctor as well as my ward manager and also phoned through to the pharmacy. I then informed the patient and explained the error that I had made and apologised sincerely. The patient reassured me that she used to take Gabapentin years previously and was aware that it was not a danger to her. 
I completely understand that this incident could have been far more dangerous had it been any other drug or if the patient had been allergic to the drug given. I usually always check right patient, right drug, right dose, the right route and the right time. 
I take full responsibility for this incident happening and this drug error was completely avoidable. I was not paying attention as there was a lot going on in the bay and we were understaffed. However, that is no excuse for this type of error, as I should have checked the patients drug chart and name before administering anything. I promise that in the future I will be highly vigilant and responsible when giving out medication of any kind. As I mentioned previously, this could have resulted in a far worse outcome. I am very lucky this time and will make sure that it will never happen again. 			After speaking to Beth she stated that doing agency shifts along side her normal hours is too much. she also has issues at home with a relative being poorly which she feels has decreased her concentration.			Beth followed protocol after the incident, she is aware of her mistakes and realises that she will have to undertake medicines management and reflection. Beth needs to follow the 5 Rs when given any medication and not to do any extra shifts.
supervised drug rounds to show support 
						Beth followed protocol after the incident, she is aware of her mistakes and realises that she will have to undertake medicines management and reflection. Beth needs to follow the 5 Rs when given any medication and not to do any extra shifts.
supervised drug rounds to show support 						Karen Allcock, Sister Claire Williams, Victoria Hopkins												Closed						supervision with drug rounds.
medicine management 
reflection and support where needed 						Beth followed policy and informed the appropriate people of the incident.
Patient reviewed by the dr. nil ordered just to monitor vital signs through the day.
Beth will need to do a reflection and be referred to medicines management. 			Gabapentin			Gabapentin


			12/30/22			12/29/22			18812			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Patient had bloods taken on 25/12/22 which showed a potassium of 2.5, therefore 40mm of KCL in IL NACL 0.9% was prescribed on this day to correct this and nursing staff were made aware of the prescription. It was then handed over on 28/12 that the potassium was never given to the patient on 25/12, this was raised with the nursing staff who said they would put the bag up. The next day bloods were taken and it was reviled that her potassium had dropped to 2.1 therefore 2 bags of KCL were prescribed and an ECG was asked for, this was handed over to the nursing staff to give to the patient at 14:00. As this was the afternoon and the bag was to be put up for 4 hours, it was handed over to the on-call team to chase the ECG and the potassium after the first bag to decide whether a second bag would be needed. At 21:00 the on call ward cover doctor arrived onto the ward and discovered that neither the ECG not the bag of fluids have been given. The patient has a PICC line, so access wasn't an issue.			Issue was raised with consultant in the morning. KCL was eventually given instantly by on call doctor.																		Mrs Natalie Dark-Harry, Mrs Carys Walters												Under Investigation															Potassium chloride			Potassium chloride


			12/30/22			12/30/22			18771			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			whilst administering Oxycodone liquid, it was observed that there was a balance discrepancy over the 10% overage by 5 mls. 			unit pharmacist contacted and notified, advised to datix.  no need for further investigation as only 5mls over satisfactory discrepancy of 10%			over expected 10% discrepancy in balance. 			high usage of medication, leading to increased possibility of spillage						purple bottle stoppers to be ordered			spoken to unit pharmacist, no need for further investigation.  bottle stops to be ordered by ward administrator. happy for incident to close.			Mrs Rachel Thomas												Closed						high usage of medication, leading to increased possibility of spillage
purple bottle stoppers to be ordered						learning point. to order purple stoppers for liquid medications to prevent excessive spillage.			Oxycodone			Oxycodone


			12/31/22			12/31/22			18852			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Moderate			The night shift in-charge and staff nurse noticed that buprenorphine patch 5 MCG was missing while checking CD drugs.  Done checks on bedside and found out that there is a patient who is taking regular dose of the mentioned drug. Seen that the patient patch was administered physically but no medication sign of administration done by the previous shift nurse on CD book or even in e-prescribing app as proof of documentation.			Informed ward manager on day shift/handover time.  Advised to do incident report for escalation and quality improvement 																		Mrs Rebecca Bowers, Ms Sarah Yeap												Under Investigation															Buprenorphine			Buprenorphine


			1/4/23			1/3/23			19102			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial			None			Patient accidentally given one day post Expiry date liquid Temazepam 10mg/5ml			Doctor informed. Advised to monitor. Observations satisfactory, no new changes noted. 			1 day out of date Liquid temazepam given to patient, patient informed and pharmacy immediately in the morning for temazepam to be taken back to pharmacy and new bottle to be ordered. 			NO HARM TO PATIENT						to check all medication date prior to administration. It was documented on CD book that  it was out of date. It does take many times to have our CD returned to pharmacy dispute writing in pharmacy communication book and speaking to them this is due to their staff shortages and the amount of time it takes to return CD but that still does not cancel out that nursing staff should check the expiry date of medication.						Emma Walsh, Miss Walters Katie, Mr David Steel, Mrs Melanie Davies, Mrs Stephanie Evans												Closed						to check all medication date prior to administration. It was documented on CD book that  it was out of date. It does take many times to have our CD returned to pharmacy dispute writing in pharmacy communication book and speaking to them this is due to their staff shortages and the amount of time it takes to return CD but that still does not cancel out that nursing staff should check the expiry date of medication.						Pharmacy said no risk to patient it is a manufacture date rather than a out of date which could cause harm			Temazepam			Temazepam


			1/4/23			1/3/23			19177			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			During handover I was told the patient had not had her once daily dose of prophylactic Tamiflu as the medication chart first needed to be rewritten by a member of the T&O team. After leaving handover, I tried calling the T&O SHO a couple of times so they could come down and prescribe the necessary medication however, there was no answer, and the phone was just left to ring. Then, at around 22:00, before I was due to begin my bedtime medication round, I called again and spoke to the SHO who assured me he would visit the ward before 00:00 and prescribe the Tamiflu. In spite of this, no one visited the ward overnight.			As a result, the patient in question missed her once daily dose of Tamiflu on the 03/01/23. The following morning, I updated the nursing staff on the day shift so they could chase T&O and get the patient's Tamiflu prescribed.  Her course has now been extended by one day because a day was missed.																		Mrs Louise Limbert, Siobhan James												Under Investigation


			1/3/23			1/3/23			19055			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			On checking control drugs, one ampoule of iv fentanyl (100mcg/2msl) slipped out of nurse's hands and smashed onto the floor, Broken fentanyl ampoule placed into a tray, kept safe and pharmacist telephoned.			As instructed by pharmacist, discrepancy updated onto CD book. Ampoule disposed in sharps box, witnessed by two qualified staff. 
			This incident was of an accidental nature and unintentional.  Policy procedures followed as a result of the incident.			This incident was of an accidental nature and unintentional.  Policy procedures followed as a result of the incident.						No lessons to be learned by this conclusion						Stuart Hughes, Victoria Russell-curtis												Closed						This incident was of an accidental nature and unintentional.  All policy procedures were followed as a result of the incident.						no further immediate action required			Fentanyl			Fentanyl


			1/4/23			1/3/23			19172			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			The Nurse on the long day on the 4/1/23 discovered on the drug chart that patients tinzaparin 4500units had been given twice on 3/1/23 as the nurse on the long day had signed for the tinzaparin on the evening drug round around 6pm. It was observed that the nurse on the night shift had signed for the tinzaparin but on the 4/1/23. Have asked patient if they remember having two doses but patient doesn't know.			Team informed and patient checked for any sign of bleeding. Patients next of kin to be informed.
Team has written up a stat dose on the front of the drug chart for the tinzaparin for 4/1/23 which has been administered.			After investigating this incident, it appears that no drug error has occurred, but the signature has been signed for the in the incorrect date. The dose on the 2nd of January was signed for on the 3rd of January and the 3rd of January was signed for on the 4th of January. I believe that the patient did not receive a second dose of Tinzaparin on 3rd of January. Unfortunately, patient is not in a position to confirm whether he received two doses. Staff acted appropriately when they thought an error had occurred. Doctors were informed. 			After investigating this incident, it appears that no drug error has occurred, but the signature has been signed for the in the incorrect date. The dose on the 2nd of January was signed for on the 3rd of January and the 3rd of January was signed for on the 4th of January. I believe that the patient did not receive a second dose of Tinzaparin on 3rd of January. Unfortunately, patient is not in a position to confirm whether he received two doses. Staff acted appropriately when they thought an error had occurred. Doctors were informed. 						Ensuring medication is signed for correctly to prevent errors occurring. 						Ceri Lewis-Freeman, Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has now been investigated and it appears no error occurred but was signed for in the incorrect dates box. 						Staff acted appropriately. Inform relatives that we do not believe an error occurred. 			Tinzaparin			Tinzaparin


			1/4/23			1/4/23			19131			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Moderate			On administering a patient's morning Zomorph 60mg, the nurse unfortunately gave it to the wrong patient who it wasn't prescribed for.
 			Cardiology team informed and also patient informed that they had received the medication. Patient has had a venflon inserted, so if needed Naloxone can be given. Patient placed on half hourly full observations with neuro observations and also placed on the cardiac monitor and O2 saturation probe.  Staff nurse to 1:1 to monitor for any deteriorate. If any deterioration to be transferred to ITU for an IV Naloxone infusion			The agency nurse gave controlled medication to the wrong patient. She gave 60mg Zomorph to the wrong patient without checking patient details first. She realised her mistake immediately and informed the medical team who were in the bay at the time, and she also informed the ward pharmacist who was also present. Correct procedures were followed once the error was realised. The medical team prescribed naloxone and inserted a cannula in case this was required, and the patient was put on strict monitoring including neuro obs and cardiac and saturations monitoring. The agency nurse and team informed the patient of the error and explained how she would be closely monitored. The agency nurse then informed the Ward manager of what had happened. Datix was completed and the agency nurse wrote a statement. The agency nurse was extremely upset by her error and was very remorseful.  The nurse had no explanation as to why the error occurred and can't explain other than perhaps, she was distracted because the medical team were in the bay.  The agency nurse has learnt a large lesson and will learn from this error. The patient came to no harm from taking this medication. 			The agency nurse gave controlled medication to the wrong patient. She gave 60mg Zomorph to the wrong patient without checking patient details first. She realised her mistake immediately and informed the medical team who were in the bay at the time, and she also informed the ward pharmacist who was also present. Correct procedures were followed once the error was realised. The medical team prescribed naloxone and inserted a cannula in case this was required, and the patient was put on strict monitoring including neuro obs and cardiac and saturations monitoring. The agency nurse and team informed the patient of the error and explained how she would be closely monitored. The agency nurse then informed the Ward manager of what had happened. Datix was completed and the agency nurse wrote a statement. The agency nurse was extremely upset by her error and was very remorseful.  The nurse had no explanation as to why the error occurred and can't explain other than perhaps, she was distracted because the medical team were in the bay. The agency nurse has learnt a large lesson and will learn from this error. The patient came to no harm from taking this medication however had a cannula inserted in case she required naloxone administered. 						Ensure patient checks are completed every time medication is given. 
Ensure 2 qualified nurses do bedside checks with the administration of controlled drugs. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has now been investigated and closed.						Situation was dealt with accordingly. 
Remind nurses that controlled drugs need to be checked by 2 nurses at the bedside. 			Morphine			Morphine


			1/7/23			1/7/23			19356			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			While doing controlled drug check staff noticed fentanyl 75mcg patch missing			Check all the boxes of medication inside and outside the controlled drug cupboard with 2 other members of staff, check all the patient prescription to see if anyone is prescribed fentanyl patch			 fentanyl 75mcg patch is in the CD cupboard. all stock accounted for.			fentanyl 75mcg patch is in the CD cupboard. all stock accounted for.						nil						Mrs Natalie Dark-Harry												Closed						thankyou for reporting this incident - it has been investigated.						nil			Fentanyl			Fentanyl


			1/8/23			1/7/23			19435			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient discharged home and for district nurse to administer Tinzaparin. 
On arrival to patient home no tinzaparin had been dispensed to the patient for district nurse to administer. 			Ward where patient had been discharged from contacted. Staff acknowledge that the tinzaparin had not been supplied to the patient. District nurse attended ward to collect one dose from ward stock to ensure no missed dose of medication. Ward arranged for Pharmacy to dispense the next day and for family to collect from ward when ready. 															Copy of DAL uploaded.			Angharad Pooley, Elin Phillips, Emma Walsh, Miss Walters Katie, Mr David Steel, Mrs Melanie Davies												Awaiting Closure


			1/8/23			1/8/23			19417			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			Low			On the first check of the rectal sheath - it was noted that what was in the pump did not match the prescription - bupivacaine is in the pump but levobupivacaine prescribed   			CEOPD anaesthetic - stated that the Bupivacaine and Levobupivacaine are the same thing and that its prescribed that way due to stock on the wards, as if prescribed differently we be unable to refill - anaesthetic stated that pharmacy to ring them on 23488 - aneasthistc stated to continue infusion  
Pharmacy stated - that theatres have prescribed the rectal sheath incorrectly, as pump has bupivacaine and the Levobupivacaine is prescribed. therefore, pharmacy have advised us to datix it   			Bupivicane used in wound infusion pump due to shortage of levobupivicaine.			Bupivicane used in wound infusion pump due to shortage of levobupivicaine. Prescription for levobupivicaine used.						Bupivicane used in wound infusion pump due to shortage of levobupivicaine. Prescription for levobupivicaine used. Shared at governance to remind of alternative medications being used.			Advice requested from APT			Dr Lewys Richmond, Dr Tracey Wall												Closed						Bupivicane used in wound infusion pump due to shortage of levobupivicaine. Prescription for levobupivicaine used. Shared at governance to remind of alternative medications being used.						no			Bupivacaine			Levobupivacaine


			1/13/23			1/10/23			19845			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			None			2 original boxes of zopiclone 3.75mg delivered to ward 03/01/2023 - no recorded administrations of zopiclone on HEPMA for the year to date - over 24 tablets missing/unaccounted for			Move zopiclone to CD register and check all POD lockers			Non C.D medication , Zopiclone x 2 boxes, reported missing by pharmacist.
On checking the non C.D cupboard, both boxes were found intact, not opened.
Zopiclone tablets have since been signed in as a control drug. On checking the C.D the correct amount was noted, therefore the 2 boxes reported missing were in fact these 2 boxes.			Zopiclone medication, previously non C.D medication, reported missing x 2 boxes. 
Today 2 boxes, intact, were found in the non C.D cupboard, where staff have always put same medication.
Zopiclone has now been transferred as a C.D to prevent any future errors.						Zopiclone medication, previously non C.D medication, reported missing x 2 boxes. 
Today 2 boxes, intact, were found in the non C.D cupboard, where staff have always put same medication.
Zopiclone has now been transferred as a C.D to prevent any future errors.			Incident report submitted due to unaccounted Zopiclone x 2 boxes. Myself  (Band 6) and A.Halls (Band 6)  on seeing this incident report this morning, went immediately to double check all stock areas in case of misplacement. At the time of Zopiclone being dispensed to ward, it was not a control drug, therefore no signature required to sign in.
Myself and A. Halls checked the "non C.D cupboard", of which there are 2, with staff unlocking the cupboards with and noted 2 full boxes of Zopiclone 3.75, both unopened and intact.
On checking the C.D cupboard, where Zopiclone, is now signed in, the correct amount was there.
Therefore, the 2 missing boxes were in the non C.D cupboard,  were there and not in fact missing. 			Kristine Labayo, GO, Mrs Sharon Howells, Tracy Davies												Closed						Zopiclone medication, previously non C.D medication, reported missing x 2 boxes. 
Today 2 boxes, intact, were found in the non C.D cupboard, where staff have always put same medication.
Zopiclone has now been transferred as a C.D to prevent any future errors.
						None needed.			Zopiclone			Zopiclone


			1/13/23			1/12/23			19812			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Antibiotic Piperacillin/Tazobactam was not reviewed within 72 hours in HEPMA, as per ARK functionality within the system, this antibiotic subsequently suspended resulting in the patient missing 4 doses of medication.
Drug suspended at 21:42 on the 11/01/2023 on HEPMA system, due to outstanding task not being complete.
Doctor completed outstanding task at 04:51 on the 12/01/2023. However as the antibiotic had already suspended, this would not result in the order becoming reactivated without the user manually resuming the antibiotic in inpatient rx.			Doctor contacted, additional training offered and ward pharmacist aware.			HEPNA system suspends antibiotics after 72 hrs pending DR RV			Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics
System suspends antibiotics as per protocol but no notification present						Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics
System suspends antibiotics as per protocol but no notification present						Aimee Jenkins, Alison Williams, Dr Jagadish Nagaraj, Mrs Anna-Marie Griffiths, Rebekah Williams												Closed						Thankyou for reporting this incident. 
Consultants have spoken to team and improved knowledge of suspension of meds RV						Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			1/13/23			1/12/23			19784			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			upon checking doing medication rounds, noticed that patient got ongoing IV sodium chloride 0.9% 1L instead or Hartmans 1L, infusion was stopped, doctor's made aware and advised to stopped and for bloods tomorrow and review. No actual harm to patient. 			Infusion discontinued, doctor's made aware, no actual harm to patient as per doctor- for review today. observations stable. 			On review of medication chart IV sodium chloride 0.9%  250mls administered 08.45hrs and prescribed as afluid challenge on 12/1 - followed by Hartmans 1L set up at 09.10hrs. 
Patient admitted following long lie at home 5/1/23 Acute kidney injury, heart failure and new af , cognitive impairment. covid positive 9/2/23.  Dr Purnell review during day of 12/1/23  diagnosis of HAP and following  chest xray and acute kidney injury - if no overlaod for IV fluids . Repeat covid swab negative,.  12/1/23 -Medication chart indicates that the 250mls of saline were actively prescribed and given prior to the hartmans. Timings on chart do not correspond with datix incident - although there are 2 times for the hartmans recorded -  09.10 and 11.01 hrs and report states 22.00hrs. This is indicated to be the error as nurse has documented in nursing record by night - that the incorrect infusion had been put up by day staff. Medical doctor was notified who checked blood results and stated no harm had occurred.   The staff member has been informed of the importance of ensuring safety checks are undertaken and that there is clarity in signatures as the second checker signature is illegible. 
Blood results looked at - sodium noted to be 150 on 12/1/23 at 08.30hrs (normal value is 133-146) with urea of 12.8 , further bloods on 13/1/23 @ 13.55hrs indicate sodium level 151 with urea 11.3. Therefor no adverse effect to patient. 
All staff to be reminded of the importance of effective documentation and communication. 
 

			Incorrect fluids administered causing no harm. Documentation poor around incident despite patient not adversely affected. 
No safety pump checklist in place to ensure safety checks during infusion. 						Importance of following IV policy safety checks. 
Use of pump chart to ensure regular safety checks are in place. 
Effective documentation of all teams			notes received and reviewed 27.6.23 - no documentation on wncr or in medical notes regards error -unable to identify staff who set up infusion at present.  No  arm to patient. 			Bethan James, Marie Grace Aveo, Mrs Julie Cruickshank, Mrs Melanie Brooker												Closed						Thankyou for reporting an incident where the incorrect fluids were administered to a patient i.e normal saline instead of Hartmans`s. Investigation is now complete and findings indicate no harm occurred to patient. All staff are reminded of the importance of effective communication and documentation when errors occur- as there was no medical documentation relating to this.  Staff are also reminded of the need to use pump charts where patients receive continuous intravenous infusions to ensure regular safety checks are undertaken.  Had this been in place the error would have been picked up at a much earlier point.   						Importance of following medication prescription policy and intravenous drug safety checks at bedside due to need to have second signature.  
			Sodium chloride			Sodium chloride


			1/16/23			1/12/23			19980			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient was transferred from ED to the acute medical unit. On arrival it was noted that the patient had not been given the following medications that morning in ED:-
 - co-trimoxazole 960mg tablet - critical medicine
 - omeprazole 20mg capsule
 - Sinetmet plus (co-careldopa) - critical medicine			The medication was administered on arrival to the acute medical unit			Unable to determine who cared for this patient - high numbers of bank and temporary agency staff working for past 2 years.  
Medication administered by AMU when omission realised.			Unable to determine who cared for this patient - high numbers of bank and temporary agency staff working for past 2 years.  
Medication administered by AMU when omission realised.
Substantive staff have been recruited into posts - education provided by the clinical education team including the importance of administration of time critical medication such as those included in datix.						See above						Claire Herbert												Closed						Unable to determine who cared for this patient - high numbers of bank and temporary agency staff working for past 2 years.  
Medication administered by AMU when omission realised.
Substantive staff have been recruited into posts - education provided by the clinical education team including the importance of administration of time critical medication such as those included in datix.						Substantive staff have been recruited into posts - education provided by the clinical education team including the importance of administration of time critical medication such as those included in datix.			Co-trimoxazole			Co-trimoxazole


			1/16/23			1/12/23			19977			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient transferred from Morriston ED to the acute medical unit. Patient had been diagnosed with a pulmonary embolism on 11/1/23. The patient did not have their prophylactic tinzaparin administered in January 9th or 10th with the code 5 being put in the administration box (medicine not available). I have discussed this with the medical team and they feel that the patient had the pulmonary embolism on admission so the missed doses did not cause the patient to develop the pulmonary embolism.			The medical team in the acute medical unit immediately started the patient on apixaban when they reviewed the patient.
I have discussed the case with the ED matron.						Issue to raised within local teaching and temporary staff to be made aware of local policies and the need to adhere to SBUHB						as above						Dr Kirsty Dickson Jardine												Closed						as above									Tinzaparin			Tinzaparin


			1/12/23			1/12/23			19770			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal			None			patient arrived to recovery room from theatre with on going actrapid sliding scale VR11, IV fluids running was plain 5% Dextrose. upon checking the VR11 prescription, the IV fluids would had been with potassium. also no documentations nor signatures noted when the plain IV fluids was put up from the ward.			Anesthetist who was present was informed, patient's blood sugar checked and IV fluids changed straight away as per blood sugar and prescription chart. recovery nurse in charge informed who adviced to do an IR.
handedover to ward staff nurse who looked after the patient.
recovery line manager to be emailed.			Due to a late call for sickness absence, the ward was short staffed, and the staff involved in the incidence was asked to come in early for a late shift.  Staff involved states she left the fluids by the patient's bedside to be checked, and meanwhile had to attend to an acutely unwell, deteriorating patient.  When she was able to return to the fluids to be commenced, she thought they had been checked and attached them as normal.   There were also 2 further fluid bags hanging on the drip stand, which, she acknowledges should have been removed prior to put up the new bag.  At the same time, theatre staff were phoning to ask that the patient be transferred to theatre.  Due to the acuity of the patients in the section, the theatre staff came to collect the patient themselves.  The staff nurse involved is a competent nurse and this would appear to be an isolated incident compounded by the ward environment at the time.  Despite this, she recognises the need to ensure all appropriate checks have been made, prior to commencing IV fluids.			Due to a late call for sickness absence, the ward was short staffed, and the staff involved in the incidence was asked to come in early for a late shift.  Staff involved states she left the fluids by the patient's bedside to be checked, and meanwhile had to attend to an acutely unwell, deteriorating patient.  When she was able to return to the fluids to be commenced, she thought they had been checked and attached them as normal.   There were also 2 further fluid bags hanging on the drip stand, which, she acknowledges should have been removed prior to put up the new bag.  At the same time, theatre staff were phoning to ask that the patient be transferred to theatre.  Due to the acuity of the patients in the section, the theatre staff came to collect the patient themselves.  The staff nurse involved is a competent nurse and this would appear to be an isolated incident compounded by the ward environment at the time.  Despite this, she recognises the need to ensure all appropriate checks have been made, prior to commencing IV fluids.						See above						Francesco Bonifacio, Mary Clarke, Mrs Johanna Banks, Mrs Julie Andrews												Closed						Need for ongoing discussion of incident in daily ward based huddle for a month.						No			Glucose			Potassium chloride + Glucose


			1/13/23			1/13/23			19846			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			PT is on TDS IV amoxicillin. Morning dose was not signed for by night staff so was given by day staff at around 09:00am. All relevant checks made. Night staff later messaged in the day at around 15:00 to say that they had given the morning dose at around 05:00, as such, pt had had two doses too close together.			Pt informed, doctors informed and line manager informed. Pt's remaining dose for today will be arrowed down for night staff to give so she only has 3 doses today.			patient admitted to ward C with chest pain and shortness of breath. treated as right sided pneumonia with iv and oral antibiotics. 
iv amoxicillin 2g tds and clarythromycin oral bd
on the day of the incident it was assumed that the night staff had not administered the morning dose of intravenous antibiotics, as the day staff nurse administered the antibiotics at  09.00. 
night staff contacted the day staff in the afternoon to say that they had given the morning dose of  intravenous antibiotics at 06.00

			intravenous antibiotic given twice in the space of 3 hours due to night staff not signing drug chart
no harm to the patient 
correct procedure followed post incident - doctor informed 
 						drug administration policy to be followed for all medication by all staff regarding medication administration  						Bethan James, Marie Grace Aveo, Mrs Melanie Brooker												Closed						thank you for reporting the incident regarding the intravenous drug adminstration 
outcome - no harm 
learning - drug administration policy not followed at time of incident. 
actions - to reiterate to staff the drug administration  policy to sign drug chart after the administration of a drug, to ensure reduction on drug errors regarding administration
						doctors informed of the incident regarding the iv antibiotic, nurse in charge informed of incident 
afternoon dose due at 16.00 was arrowed down to be given in the night time (patient still recieved 3 doses of antibiotics in the day)

			Amoxicillin			Amoxicillin


			1/16/23			1/15/23			20011			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			Patient have been admitted into Intensive Care following a peri-arrest due to low consciousness and epistaxis. When the doctor came to review the patient and the drug charts, including the insulin chart, it was noted that the patient's prescribed medication - Tresiba and Novorapid was not administered on 15/01/23 (day prior to ITU admission). There was evidence that the patient's blood sugars were monitored regularly and documented at the back of the insulin chart. However, there is no documentation to support whether the ketone levels were checked. This patient is known to be a type 2 diabetic and is insulin dependent. He was admitted in the ward with Diabetic Ketoacidosis and ? meningoencephalitis. 
The pharmacist was informed and was advised by the doctor to complete an incident form. 			Nurse-in-charge was made aware. Doctor have advised to monitor patients blood sugar and ketones, as well as starting the unit's own insulin protocol. Pharmacist have also advised to administer long-acting insulin Tresiba.			12.1.23 1525 ketones 0.8, at 1840 1.1
13.1.23 0048 ketones 0.5
14.1.23 1214 ketones 0.5

15.1.23 blood sugars recorded:                                                      16.1.23 blood sugars recorded: 
0242 - 5.1                                           0926 - 4.1                                  0009 - 8.8
0641 - 4.4                                           1204- 7.6                                   0533 -7.9
0908 - 2.7                                            1643 -7.8                               via ABG @ 0701 8.4 and at 0749 8.6			no concerns. no issue						none			patient transferred to ITU. ketones not recorded as blood sugars controlled. results obtained by review of clinical systems.			Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						ketone monitoring not indicated due to Blood sugar readings						none			Insulin degludec			Insulin aspart


			2/1/23			1/16/23			21120			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			It was brought to my attention that there was one 50mg Tramadol tablet short on 24/01/23 in the CD book on surgical short stay CD Book.On investigating it was established that it was note missing that the medication was wasted by two trained nurses  as the patient was given the medication intravenously instead of orally on the morning of the 16/01/23 at 04:35hrs.The evidence to support this is in  the patients medication chart  as it is documented that the patient had 50mgs intravenously not orally at 04:35hrs.Additionly this is in the CD book signed out by the same two nurses.
The error is that they two nurses did not document wasted they just documented error instead. This was not not clear that the Tramadol was wasted and then  discarded evident with two trained nurses.When speaking to the nurses they have realised their error and had actually thought that they had documented wasted.			The two nurses were spoken to and informed of this error and reiterated that they must ensure protocol is adhered to by clearly documenting that the medication was discarded and wasted. 			This has identified that the two trained nurses made an error  in the CD book on short stay by documenting error instead of wasted  medication and  discarded causing mis communication and that medication was missing rather than discarded. However the two nurses thought that they has documented wasted			Reiterate staff importance of documenting correctly in CD BOOK						as above						Joanne Noble, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke												Closed						INCIDENT INVESTIGATED LOOK TO CLOSE						Reiterate staff importance of documenting correctly in CD BOOK			Tramadol			Tramadol


			1/16/23			1/16/23			19995			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient was transferred to CCU from Cyril Evans following an episode of VF arrest , the patient has received 1 shock and required CCU for closer monitoring.. Patient was transferred to CCU with an infusion of 1gram of paracetamol running during the transfer time.  Whilst we were settling the patient in, the infusion pump alarm sounded, we continued the infusion. Later we found that the patient was prescribed for 500 mg of paracetamol starting from today, however since admission the patient was having 1 gram of paracetamol until yesterday. During handover from Cyril Evans to CCU, it was not handed over that the patient was now prescribed for only 500 mg and that the pump should be stopped.			We informed the patient and family. We informed the consultant on call and pharmacist. Observations taken and stable. 			Pt transferred to CCU from Cyril Evans following a VF arrest, CPR and 1 x shock. Upon transfer to CCU there was an infusion of 1 gram of paracetamol running. On drug chart paracetamol has been prescribed at 500mg from today. Nurse on CCU has documented that it was not handed over from Cyril Evans that the IV was running at 1 gram and should be stopped at a certain time. Appears to be a potential mis communication from this incident from both CCU and CEW

No documentation from CEW on WNCR to state events on CEW prior to arrest and on handover to CCU but statements attached.
Medication chart has 1g which is crossed out with 500mg written besides it, 1g had been given PO from 8/1-10/1 when the prescription starts 5/1. To avoid unnecessary confusion it should be crossed off and re-written. Luckily no harm to patient.			Miscommunication
Delegation of new staff with IV/Cardiac arrest 
CID3116 Policy Framework on the Management of Nursing Medication Errors - May 2019 (Revised September 2021) to be highlighted						Better prescription on chart, needs to be re written.
Clear communication/sometimes difficult in stressful situations
Potential delegation of patient post cardiac arrest to newly qualified who doesn't do IV.			Pt transferred to CCU from Cyril Evans (CEW) following a VF arrest, CPR and 1 x shock. Upon transfer to CCU there was an infusion of 1 gram of paracetamol running. On drug chart paracetamol has been prescribed at 500mg from today. Nurse on CCU has documented that it was not handed over from Cyril Evans that the IV was running at 1 gram and should be stopped at a certain time. Appears to be a potential miscommunication from this incident from both CCU and CEW

No documentation from CEW on WNCR to state events on CEW prior to arrest and on handover to CCU.			Jade Stamate, Laura Scrine, Mrs Dayana Francis, Rachael Brown												Closed						Thank you for reporting this incident, please see datix for feedback.						CID3116 Policy Framework on the Management of Nursing Medication Errors - May 2019 (Revised September 2021) to be given to nurse on CCU.			Paracetamol			Paracetamol


			1/18/23			1/16/23			20146			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			The patient was admitted to ED on 16/1/22, reviewed by the medical team and diagnosed with ?GI bleed which was to be confirmed with an OGD. The OGD was done on 17/1/23 which showed multiple erosions and possible Barretts oesophagus. The gastro consultant recommended omeprazole 40mg twice a day. 
On review of the patient on AMU on 18/1 there was no paper or HEPMA so the patient did not receive any omeprazole until 18/1 because no medication chart was completed. 			I have discussed this with the consultant looking after the patient in AMU and I completed a HEPMA chart for the patient and added on omeprazole 40mg twice a day which the nurse looking after the patient administered.			The patient was admitted to ED on 16/1/22, reviewed by the medical team and diagnosed with ?GI bleed which was to be confirmed with an OGD. The OGD was done on 17/1/23 which showed multiple erosions and possible Barretts oesophagus. The gastro consultant recommended omeprazole 40mg twice a day. 
On review of the patient on AMU on 18/1 there was no paper or HEPMA so the patient did not receive any omeprazole until 18/1 because no medication chart was completed. 			Patient was then put on HEPMA.						Medical team to be reminded to add patients onto hempa when admitted to AMU and a drug chart when in ED						Mrs Sara Morgan												Closed						Thank you for reporting this incident, Medical team to put patients on HEPMA on admission to AMU						I have discussed this with the consultant looking after the patient in AMU and I completed a HEPMA chart for the patient and added on omeprazole 40mg twice a day which the nurse looking after the patient administered.


			2/17/23			1/17/23			22277			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial			None			Lady presented with head and facial injuries following a fall.
CT head/face showed small volume traumatic subarachnoid and subdural blood along with complex left orbital floor and maxillary sinus fracture.
ED saw from HI point of view. Patient referred to OMFS for facial fracture management.
OMFS team asked ED junior to prescribe antibiotics - requested Ceftriaxone 1.5g TDS instead of Cefuroxime at the same dose.
ED junior prescribed as requested without checking.
Patient had 3 doses in total. 
Pharmacy identified error. Antibiotics were stopped at that point and nil further given.
Patient remained well throughout with no adverse effects from additional doses.
I have already spoken to the ED junior about this as learning experience - will check drugs/doses before prescribing, especially if being asked to do it by someone else. ED junior has reflected on this.
OMFS junior should have prescribed own medication - needed to see and clerk patient anyway.			See above.			ED junior prescribed as requested without checking.
Patient had 3 doses in total. 
Pharmacy identified error. Antibiotics were stopped at that point and nil further given.
Patient remained well throughout with no adverse effects from additional doses.
I have already spoken to the ED junior about this as learning experience - will check drugs/doses before prescribing, especially if being asked to do it by someone else. ED junior has reflected on this.
OMFS junior should have prescribed own medication - needed to see and clerk patient anyway.			ED junior prescribed as requested without checking.
Patient had 3 doses in total. 
Pharmacy identified error. Antibiotics were stopped at that point and nil further given.
Patient remained well throughout with no adverse effects from additional doses.
I have already spoken to the ED junior about this as learning experience - will check drugs/doses before prescribing, especially if being asked to do it by someone else. ED junior has reflected on this.
OMFS junior should have prescribed own medication - needed to see and clerk patient anyway.						OMFS team asked ED junior to prescribe antibiotics - requested Ceftriaxone 1.5g TDS instead of Cefuroxime at the same dose.
ED junior prescribed as requested without checking. have already spoken to the ED junior about this as learning experience - will check drugs/doses before prescribing, especially if being asked to do it by someone else. ED junior has reflected on this.
OMFS junior should have prescribed own medication - needed to see and clerk patient anyway.			Investigated by Medical team.  			Miss Cherri Douglas, Mr Ameeth Sanu, Mrs Julie Rees												Closed						Thank you for reporting this incident						Pharmacy identified error. Antibiotics were stopped at that point and nil further given.			Ceftriaxone			Cefuroxime


			1/18/23			1/18/23			20139			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Catheter Laboratory			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient arrived outside lab B for TAVI procedure. Patient was connected to IV paracetamol via  a pump device, but IV flucloxacillin in a 50ml saline bag with giving set was not connected to the patient but dragging on the floor. On checking the prescription chart, the flucloxacillin had been signed as given (although the time box had not been filled in).
			As the 50ml saline/ flucloxacillin bag was full, it was obvious that the antibiotics had not been administered.
A registrar was informed and the prescription chart was re-written for flucloxacillin. This was then drawn up fresh and administered.																		Catherine Allen												Under Investigation															Flucloxacillin			Flucloxacillin


			1/18/23			1/18/23			20085			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			A vial of Remifentanil 5mg was taken from the box and was put on the table but accidentally rolled off and fell on to floor and broke. 			Nurse - in - charge was notified and datix filled in. Broken ampoule disposed of with 2 nurses into the sharps box.			The nurses did't have the silver trolley by the CD cupboard with the sharps tray as it was by the bed area to prepare and administer the infusion.			Both nurses have reflected and will follow policy in future to prevent this incident happening again.						To always take a sharps tray to the cd cupboard and to use a silver trolley at the bed area to prepare the medication.						Mrs Alison Demery												Closed						Thank you for completing this Datix. It is so important that in future you need to follow policy and take a sharps tray to the cd cupboard to collect the drug you need and then take to the bed area and use the silver trolley to prepare the medication for the patient.						Yes. We will remind all staff to use the sharps trays and the silver trolleys when getting cd's out from the cd cupboard.			Remifentanil			Remifentanil


			1/23/23			1/18/23			20417			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient was transferred from SDMU on 17/01/2023. Drug chart has been marked 'SELF' for 5 days. The nurse working on 23/01/2023 discovered that the patient does not even her inhaler with her and brought this to my attention on 23/012023. No one has checked since the 17/01/2023 until today if patient had her inhaler or has been taking, to mark a chart self we should be watching the patient take/use and half sign self and half sign our signatures. 			AS above			Incorrect documentation on medication chart and a large gap when patient did not receive her inhaler.
Medical review undertaken and nil ordered.
Correct medication obtained by pharmacist. 
Incident shared with staff and discussed at ward meeting.
Incident was not discussed with WM at the time.			Poor practice by staff in administration of medication, pharmacy not aware of missing inhaler, patient unsure where it went to.						as above			Datix moved back into under investigation as this has not been completed.			Joanne Noble, Mr David Steel, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rachel  Helen Lang, Mrs Rebecca Clarke, Mrs Sallyanne Greenfield, Niamh Parry, Vaughan Davies												Closed						as above						as above			Beclometasone + Formoterol + Glycopyrronium bromide			Beclometasone + Formoterol + Glycopyrronium bromide


			1/19/23			1/18/23			20238			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			Patient admitted on 18.1.23 and is type 1 diabetic, consultant noted no insulin chart prescribed therefore patient had no insulin overnight. Patient blood glucose has been elevated today. 			Doctor prescribed insulin straightaway. 			Patient admitted on 18.1.23 and is type 1 diabetic, consultant noted no insulin chart prescribed therefore patient had no insulin overnight. Patient blood glucose has been elevated today. 			Doctor prescribed insulin straightaway. 						It is both Dr's and nurses responsibility to ensure correct medication is prescribed in a timely manner						Aklima Bari, Elizabeth Alexandra Davies, Mrs Rebecca Bowers, Rebecca Parcell												Closed						Thank you for reporting this incident. All appropriate action taken and handed over via staff meetings, emails and huddles.
make staff aware of this incident and the importance of it not happening again.
remind staff off effective communication with Dr's
check patients medical history in timely manner
effective hand over needed
						Doctor prescribed insulin straightaway. 			Insulin degludec			Insulin degludec


			2/6/23			1/18/23			21386			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient was supplied out of date hydrocortisone tablets by hospital pharmacy. This was administered to the patient for ~19 doses before being picked up by ward staff nurse. 			Reported to pharmacy once discovered. Handed over to responsible team to review patient. 			Patient was prescribed 30 mg of Hydrocortisone. On discovery patient had 20mg tablets and 10mg tablets in the drawer. The 20mg tablets were not visible in the drawer, therefore staff were giving 3 10mg tablets for doses. It was identified 19 doses into prescription that the 20mg tablets were out of date, however it is unclear whether the patient received any of this stock.			Patient prescribed 30mg hydrocortisone. Patient had 10mg tablets and 20mg tablets in his pod. 20 mg tablets were not always seen and staff had been giving 3 10mg tablets to provide the full 30md dose, however it is unclear how many of the 20mg tablets were received during his stay.						check the whole product for expiry date.						Gareth Chapple, Mrs klare Rogers												Closed						Thank you for reporting this incident.						patient was reviewed by doctors no side effects noted.			Hydrocortisone			Hydrocortisone


			1/19/23			1/19/23			20207			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 17			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			THE ANAESTHETIC TEAM WERE PREPARING FOR A COLORECTAL CASE. 
AN EPIDURAL WAS REQUIRED AND DIAMORPHINE REQUESTED TO BE GIVEN INTRATHECALLY
AN AMPOULE WAS REMOVED FROM CUPBOARD AND PLACED ON TROLLEY TO BE GIVEN WHEN PROCEDURE PERFORMED
THE ANAESTHETIC NURSE WENT TO GET A TRAY CONTAINER TO PLACE AMPOULE IN
BEFORE IT WAS PUT IN TRAY THE ANAESTHETIST ACCIDENTLY KNOCKED IT OFF TROLLEY ONTO FLOOR
THE DIAMORPHINE POWDER WAS STILL INTACT IN VIAL AMPOULE BROKE AT NECK OF  AM[POULE			 THE ANAESTHETIC ASSISTANT SPOKE TO  PHARMACY  THE PHARMACY TECHNICIAN NORMALLY COVERING THEATRES WAS NOT ON DUTY
PHARMACY ASKED AMPOULE TO BE QUARANTINED IN CUPBOARD UNTIL PHARMACY TECH COVERING  THEATRES BACK ON DUTY TO DISPOSE /REMOVE AMPOULE.
LINE MANAGER AND BAND 7 INFORMED AND DATIX SUBMITTED. AMPOULE PLACED INTO SPECIMEN POT AND SEASLED INTO A PLASTIC BAG.			Policies and procedures complied with.			Policies and procedures complied with						None - policies and procedures complied with						Mr Gareth Williams, Mr Jason Hoskins, Mrs Johanna Banks												Closed						policies and procedures complied with						no			Diamorphine			Diamorphine


			1/23/23			1/21/23			20416			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient was new to the ward Friday 20/01/2023 Ultibro 85/43 microgram inhaler ordered 20/01/2023. Pharmacy technician did not work Saturday 21/01/2023 or 22/01/2023 although pharmacy department open at reduced hours. Pharmacy technician came to work Monday 23/01/2023 went to complete medicines reconciliation with patient only to find that the drug chart had been marked with code 4 (patient refusing) Ultibro inhaler, when I spoke with the patient she informed me that she had not refused but in fact did not have her inhaler and had not even been offered it since admission to hospital. I then checked the POD locker the inhaler was not in there so I checked the medication room where I found the inhaler that I had ordered on the 20/01/2023 still in the pharmacy bag. 			Patient was new to the ward Friday 20/01/2023 Ultibro 85/43 microgram inhaler ordered 20/01/2023. Pharmacy technician did not work Saturday 21/01/2023 or 22/01/2023 although pharmacy department open at reduced hours. Pharmacy technician came to work Monday 23/01/2023 went to complete medicines reconciliation with patient only to find that the drug chart had been marked with code 4 (patient refusing) Ultibro inhaler, when I spoke with the patient she informed me that she had not refused but in fact did not have her inhaler and had not even been offered it since admission to hospital. I then checked the POD locker the inhaler was not in there so I checked the medication room where I found the inhaler that I had ordered on the 20/01/2023 still in the pharmacy bag. 			Patient was new to the ward Friday 20/01/2023 Ultibro 85/43 microgram inhaler ordered 20/01/2023. Pharmacy technician did not work Saturday 21/01/2023 or 22/01/2023 although pharmacy department open at reduced hours. Pharmacy technician came to work Monday 23/01/2023 went to complete medicines reconciliation with patient only to find that the drug chart had been marked with code 4 (patient refusing) Ultibro inhaler, when the pharmacy tec spoke with the patient she informed her that she had not refused but in fact did not have her inhaler and had not even been offered it since admission to hospital. The pharmacy tec then checked the POD locker the inhaler was not in there so checked the medication room where she found the inhaler that had been ordered on the 20/01/2023 still in the pharmacy bag. 			- Staff did not know inhaler had been ordered and did not check the medication room. 
- Code 4 is the wrong code, the patient did not refuse the medication, it was unavailable. This was not documented on the back of the drug chart. 
						Staff are the check the patients POD and medication room before assuming the medication is not available on the ward. 
If a medication has been ordered for the patient, pharmacy tech could have informed ward staff that the medication would arrive over the weekend and had been ordered.
Staff are to ensure the correct code is used on the drug chart and clearly documented on the back of the drug chart. 						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						Feedback given to staff. 			Indacaterol + Glycopyrronium bromide			Indacaterol + Glycopyrronium bromide


			1/21/23			1/21/23			20339			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology			None			Hartmanns Solution was found in a box at the back of the scanner where the saline is kept. We discovered the hartmanns has been attached to the pump injector and had been fully used. This has been used on multiple patients instead of saline. 			The empty bag of hartmanns was removed, as were the box and put back into the relevant store cupboard. Line manager was informed. The correct saline was replaced.			Unlikely to cause any harm compared to saline in the quantities used (it is pretty similar stuff in small volumes). If there were going to be problems it would be straight away. No need to follow up on the patients that had it.			new system of two people having to check the fluids being attached to the machine and staff had had training. Hartman's fluid removed from room

TW/VT happy no ill-effect to patients.						staff to double check bags being hung 						Mrs Susan Taylor												Closed						Thank you for raising this datix. It has now been investigated, actioned and closed						Yes review of procedures within CT.			Sodium lactate			Glucose + Sodium chloride


			1/23/23			1/21/23			20437			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			Patient reviewed by OG team today, noted dexamethasone not signed for 21/1/23 and 22+23rd documented as none in stock			Discussed with pharmacist, nil stock in cupboard, request noted in pharmacy book on 22/1/23			Asked by OG team to datix this event this morning following review
Dexamethasone not signed for on 21/1/23
Dexamethasone requested in pharmacy book on 22/1/23 as none noted in stock
There remains no stock in drug cupboard
D/W ward pharmacist- noted dexamethasone was requested in book after pharmacy technician had been to the ward to check book			Staff should have signed for the 21/1/23 and will be spoken to as to why the medication chart was left blank
Staff should have contacted the pharmacy to dispense the drugs or asked other wards if they had stock						Staff will be reminded of the medication administration policy, the need to escalate if drugs not available						Karen Allcock												Closed						This incident should have been avoidable
Staff could have escalated that there was no stock, or asked another ward to provide until stock available
Staff did not sign drug chart-will speak to that member of staff personally and remind them that the boxes in chart are to be filled with a code, not left blankStaff will be reminded of the medication administration policy
						?why the staff did not contact pharmacy or other wards for this medication rather than leave the patient go without taking this drug			Dexamethasone			Dexamethasone


			1/26/23			1/22/23			20641			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Patient had a list of medicines prescribed that were not for that patient. 
Medicines prescribed in error for this patient include: Novomix, clopidogrel, amlodipine, furosemide, atorvastatin, perindopril, Glycopyronnium, salbutamol inhaler and nebules, beclometasone inhaler.
Patient only received one dose of beclometasone inhaler out of the above list of incorrectly prescribed medicines. 
Looks like another patients paper chart had been prescribed onto the e-prescribing system under the wrong patient. First lot of drugs were prescribed 22/01/22 at 00:20 am and the second drug chart of the correct medicines prescribed 22/01/23 at 14:30pm. 			Ward pharmacist made medical team aware and checked these drugs were prescribed in error. Ward pharmacist then cleansed drug chart using the patients paper drug chart and drug history and deleted wrongly prescribed medicines. 																		Mrs Natalie Dark-Harry, Thomas Maddock, Julius OBANA												Under Investigation															Beclometasone			Other Drug not listed


			1/22/23			1/22/23			20403			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Drug chart lost and could not be found in the ward, Called on call pharmacist and Rang AMU AND A&E but was not not found			ON CALL pharmacist informed
Medical SHO informed and he rewrote the chart			Drug chart was not found , unsure as to where it went. No harm caused to the patient. 			Patient drug chart went missing unaware where it went. New drug chart completed and no harm caused to the patient. 						Ensure all staff including dr and nurses put paperwork back appropriately. 						Mr Jason Preece, Mrs Sharron Boyce, Tiegan Parr												Closed						No harm caused to the patient, new drug chart written and staff reminded of information governance policy and ensured e-learning was completed. 						NA			Ascorbic acid + Nicotinamide			Ascorbic acid + Nicotinamide


			1/22/23			1/22/23			20380			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			The patient had been having a wash behind the curtains around 10.30am, he managed to do this himself with no assistance. He pressed the buzzer to ask for the curtains to be opened and for his wash bowl to be taken away. When i was disposing of the wipes that were in the bowl the was a small hard package in the bowl, the package was square and taped together. I opened the package and the were wipes wrapped around some silver foil. I opened the silver foil there were no drugs inside the foil but the foil inside was blackened.  The patient is an Insulin dependant diabetic and his blood glucose levels are not well controlled at the present time.  			I spoke with the nurse in the bay so she was aware of the situation and showed her the contents of the package. I then spoke with bed managers and the site matron on call that shift and asked for advice on the situation. I was advised to document all that had happened, complete an incident report, speak to the patient and monitor for signs of deterioration in his health. 			All staff acted appropriately 			Staff acted appropriately, no harm came to patient or staff. patient was monitored as a precaution 						n/a - All staff acted appropriately 						Karen Allcock, Mr Jonathan Phillips												Closed						All staff acted appropriately 						NO


			1/23/23			1/23/23			20480			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 6			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			A young man with Type 1 DM, otherwise fit and healthy, was undergoing an 4-hour long orthopaedic operation. 
He had come from the ward with VRII on flow. Paracetamol had been prescribed on the drug chart but not given on the ward ('Morning ' and 'afternoon' doses were not given - reason not given on the drug chart).

During the course of the general anaesthetic, I had administered Paracetamol 1g IV at 5pm and had not documented it in anaesthetic chart immediately. I was distracted by a low BM result (4.0) needing stopping of insulin and repeating BM in 15 minutes whilst infusing only 5%Glucose with KCl. I then went out for a break when a colleague joined me. I came back at 6pm having remembered that I need to document the paracetamol that I had given.

My colleague informed me that they had also administered 1gram paracetamol IV as there was not documentation in the anaesthetic or drug chat.

			We assessed that that patient should not come to harm as they were 88kg, had not had paracetamol all day till 5pm and we can skip the 'bedtime' dose - therefore only 2grams would be given in 24 hours.
			Second dose of paracetamol given due to error in communication			Second dose of paracetamol given due to error in communication						Second dose of paracetamol given due to error in communication						Dr Lewys Richmond, Dr Tracey Wall												Closed						Second dose of paracetamol given due to error in communication, presented at governance to share risk.						no			Paracetamol			Paracetamol


			1/25/23			1/25/23			20568			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			When doing the morning medication round the patient's morning dose of insulin (Novomix 30) was given and signed for on a new drug chart. There were two insulin charts in the patient's file - one newly written with prescribed insulin and PRN insulin on the front of the chart, and one that had been crossed through and discontinued. Afterwards, when the discontinued chart was checked it was seen that the night staff has signed for the morning insulin dose on the discontinued chart.			The medical team were informed and the patient's BMs were checked. They remain elevated at above 25, ketones 0.0. The patient's sugars were also checked on a regular basis throughout the shift, starting more frequently and then hourly. BMs remained raised all morning. The patient was also kept on close observation by all staff in the bay. Mitigating circumstances were that the insulin chart that was originally signed was crossed off, and that the instructions given in handover and by the diabetes nurse specialists on the previous shift is that the patient's insulin should be given ten minutes before meal times, so it was unclear why it was given on the nightshift at 7am.			When doing the morning medication round the patient's morning dose of insulin (Novomix 30) was given and signed for on a new drug chart. There were two insulin charts in the patient's file - one newly written with prescribed insulin and PRN insulin on the front of the chart, and one that had been crossed through and discontinued. Afterwards, when the discontinued chart was checked it was seen that the night staff has signed for the morning insulin dose on the discontinued chart.			Patient administered second dose of morning insulin due to both documentation and communication error. Failure to appropriately cross out / discontinue old chart and absence of communication between teams to verify insulin already given. Also failure to sign new drug chart written as old chart signed.						Importance of filing discontinued charts and communicating effectively between teams.
All staff to complete diabetic modules			Staff nurse NP spoken to on day of incident - she was very upset that an error had occurred. On viewing drug charts the old one had not been fully crossed out or filed away - but a new chart was written and in patient bedside file containing a start date of 23/1/23. It was not signed for morning dose -and therefore administered the insulin. It was not until post administration that she realised there was an old chart - and when she looked at it found the insulin had been signed for the morning dose at 7am. NP stated she did not recall the nurse handing over the administration of the insulin during nurse report.  NP is very aware of the potential danger and reported insulin error to medical team immediately, and commenced keeping a very close review of patient blood sugars. No harm occurred and no hypoglycemic episodes.

ML - nurse who had been on the night shift was also spoken to in relation to the incident. She recalled that the patient had an elevated blood sugar - but unable to give a fast acting insulin due to prn prescription being full. She had therefore been advised by the b6 to give the normal morning dose of insulin whilst awaiting a dr review. The nurse confirms she gave the prescribed insulin at 7am as the patient had eaten - and then the doctor arrived to rewrite a new chart. She remembers the front of the old chart being crossed through - but replaced both old and new at bedside. 
It was discussed the importance of filing charts away in medical notes  once discontinued and clearly placing a line diagonally across each page to  with indicate no longer in use. 
case discussed with matron morgan - including actions taken by nurse. Advised to feedback learning points to staff. 
			Bethan James, Marie Grace Aveo, Mrs Julie Cruickshank, Mrs Melanie Brooker												Closed						Thankyou for reporting an incident where a patient received a second dose of morning insulin due to documentation and communication error. Investigation has identified no harm occurred to patient who was closely monitored. All staff are reminded of the importance of filing documentation at point of discontinuation of a chart - with clear verbal hand overs between teams, ensuring medications are signed for on current new chart. Staff are also reminded to complete the diabetic modules as part of learning outcomes for this incident. 						reported to doctor, close observations of blood sugars, ward manager informed of incident.			Insulin aspart biphasic			Insulin aspart biphasic


			1/25/23			1/25/23			20581			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient is on oral vancomycin for C-DIFF tx. When getting vancomycin out of the fridge, there wasn't enough to draw up. On closer observation noticed that this had been made up wrong. The previous drawn up vancomycin was in 1G vial instead of a 500mg vial as per protocol. Identifiable label handwritten had said '2.5ml = 125mg'. This was drawn up at 13:10 on the 25/01 without a second checker. As per instructions on patients drug chart it clearly states '500mg vial to be diluted with 10mls of water for injection'.   Made up new vancomycin with a second checker. 			Escalated to the dr as patient has had more than suggested dose. No acute changes noted from the patient. Bloods already taken in the am. Awaiting confirmation from pharmacy to confirm that it's ok to give next dose. 			patient was prescribed oral vancomycin for the treatment of c - difficile 
the 1g vial additive label was checked for 2 signatures - only 1 signature on the sticker 
the 1g vial had the amount of additive added to the drug 10mls water.
the amount per dose 2.5mls 
when the error had been noticed the patient had received 4 doses of oral vancomycin at the incorrect dose 			patient had had 4 doses of oral vancomycin by  the time the error was noticed  - no harm occured to patient. 
Failure of nurse to follow medication policy. 						Importance of double checking IV medications that are to be reconstituted and used for oral use. 
Importance of following medication policy safety checks. 						Bethan James, Mrs Melanie Brooker												Closed						Thanks for reporting incident involving incorrect reconstitution / thus dosage of vancomycin medication being administered.  Investigation indicates no harm to patient. All mstaff have been reminded of the importance of double checking reconstituted medications and following medication administration policy. 						I have spoken to the nurse who looked after the patient on the day in question 
i asked the member of staff about the medication, explained to the nurse the reason why this is a drug error - made up incorrectly (10mls water for injections) and the wrong dose vial was made up, resulting in the patient receiving 250mg in 2.5mls instead of the correct dose of 125mg in 2.5 mls 
i have asked the nurse in question to complete a self reflection from the policy framework on the management of nursing errors
i have explained that any drug that has to be diluted to give must be checked by 2 persons, as per medication policy 			Vancomycin			Vancomycin


			1/26/23			1/26/23			20681			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Low			On discovery this morning the pt had self administered 10 units of novomix 30 insulin. The pt has been self administering insulin, however it seems that the wrong insulin pen had been given to the pt the day before. Before being able to check the pen or dosage, the pt had self administered insulin.

			Diabetic nurse contacted and informed of the incident. 
IRI complete. 
6 units of novorapid given on the advice of the diabetic nurse.			The patient is a 60 year old diabetic patient who has capacity. The patient was self administering insulin throughout her stay upon ward T. On the day the datix was submitted, it was found that the patient had self administered 10 units of novomix 30 insulin. The patient had been self administering insulin, however it seems that the wrong insulin pen had been given to the patient the day before. Before being able to check the pen or dosage, the patient had self administered the insulin without checking the insulin pen.
Diabetic nurse contacted and informed of the incident and informed RN to give 6 units of novorapid. The patients BMs were stable and no harm came to the patient. Staff spoken to regarding this incident and informed that the patient is to be observed when taking her insulin. Patient informed that she is to wait for RN to be present before administering her insulin. Correct insulin pen given to patient. 


			- Patient self administered insulin, wrong insulin given to patient.
- Patient did not check it was the correct insulin. 
- Patient informed of incident. 
- Advice given from diabetic CNS. 
- No harm came to the patient. 						- Ensure all patients self administering insulin either have a nurse present at the time or show the RN the insulin they are going to administer prior to self administering.
- Ensure all patients who are self administering medication are safe to do so. 
			 This incident was reported in January 2023 but not investigated until July and so due to the length of time it would not be possible to investigate how the patient was given an incorrect insulin pen.
I have reviewed this and closed the datix but in future it is important to ensure timely review of all incidents to enable a thorough investigation can be carried out.			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						Feedback given to staff and spoken to diabetic nurse and pharmacy. 			Insulin aspart biphasic			Insulin aspart


			1/27/23			1/27/23			20719			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			when administering morning medications patient was complaining of pain, checked PRN side of medication chart and 1g of paracetamol was administered by night staff. The prescription clearly states 500mg to be given and no ore than 2g to be given in 24hrs. so I was unable to administer any.  informed medics so they wrote up an alternative medication (codeine phosphate). 			informed medics
informed NIC			Patient administered wrong dose of analgesia. 
Patient had received 1 g IV paracetamol 12 hours previously with no issues - 1g PO would be 'normal' adult dose.  
Unable to identify which nurse administered the paracetamol. 			Patient administered wrong dose of analgesia. Correct nursing protocols followed when staff identified the issue. 
No harm caused to patient as dosage administered is 'usual' adult dose.  						Nil 			ED notes reviewed - patient had received a dose of IV paracetamol 1g approx 12 hours previously.  No prescription chart scanned into zylab to review signatures of nursing staff caring for patient - no documentation regarding medication being administered.  			Ryan Lane												Closed						Patient administered wrong dose of analgesia. 
Correct nursing protocols followed when staff identified the issue. 
No harm caused to patient						No 			Paracetamol			Paracetamol


			1/29/23			1/29/23			20817			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Catastrophic / Death			Patient unwell under medics, made DNR. Patient given IV Mg+ at 1208 this afternoon, prescribed over 3hrs. Patient died after the Mg+ infusion. One agency nurse put the infusion up. Second agency nurse raised concerns that the Mg+ infusion went through too soon. I checked on red resus at 1305 and the Mg+ had already completed and patient was already deceased. 			Two nurses spoken to immediately. Reassurance given to the nurses. Medics with patient along with NOK. Silver O/C attended dept for me to update them. Asked the two agency nurses for statements. 			In depth review conducted by Clinical ED Lead
Agency nurses restricted from department and relevant agencies made aware of findings and to meet appropriate training needs
Patient passed away RIP from other underlying medical problems 			as above						as above			31.01.23 – Mark Poulden has been asked to review.			Amit Shivkumar, Karen Thomas, Mr Mark Poulden, Ms Rita Chohan, Rachel Newton												Closed						as above						Appropriate actions taken to restrict agency nurses and both agencies fully aware of incident and the reason for restrictions being in place			Magnesium carbonate + Magnesium trisilicate + Sodium bicarbonate			Calcium carbonate + Magnesium carbonate


			2/3/23			1/30/23			21269			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			When reviewing inpatient HEPMA charts I noted a non-administration note entered by a nurse on the 29/1/23 stating medication was not signed for on HEPMA due to the nurse signing for medication on the patients paper chart.
			I immediately contacted the ward and spoke to the nurse looking after this patient and asked if all medications had been signed for on paper - which the nurse confirmed. The nurse also stated there were discrepancies between what was prescribed on paper and what was prescribed on the patients HEPMA chart. Advised nurse there is potential of a patient having received double doses and the make Doctors aware immediately, and to inform the Dr to transcribe all items on paper chart to HEPMA as soon as possible. 
Emailed Dr who had prescribed items to HEPMA to reiterate the importance of ensuring no paper chart before adding medications to HEPMA - if a patient has a live paper medication chart, all items to be transcribed to HEPMA and paper chart crossed through.			ongoing issues and concerns with the delay in transcribing medication onto the electronic system 			Delayed process 						For the medical team to transcribe medication in a timely manner 						Morag O'gorman, Mrs Rebecca Bowers, Rebekah Williams												Closed						Thankyou for reporting this incident, it will be escalated to the medical team 						None 			Mirtazapine			Mirtazapine


			1/30/23			1/30/23			20835			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Patient admitted to ED on 25th Jan at 1738
Seen by medics at 26th Jan at 0930. Drug chart written up at time.   Patient has Schizophrenia which he is medicated for which were prescribed on chart from 26th Jan.  However psychiatric medications not given until 29th Jan evening.  Not given for 3 and a half days, '5' put on the chart which means medication unavailable.  ? why medications not ordered from pharmacy for 3 days.  Resulting in patient being more confused and very wondersome			Datix completed
Medication ordered today and given once received from pharmacy 
NIC informed 			No reason why medication not ordered at time of patient's attendance in ED.
Departmental pharmacist has been removed from dept who would normally review all medication charts each day and ensure medication ordered.  
			No reason why medication not ordered at time of patient's attendance in ED.
Departmental pharmacist has been removed from dept who would normally review all medication charts each day and ensure medication ordered.  
E-mail to be sent to all staff reminding them of the importance of administering medication especially time critical meds when due and to liase with pharmacy if not able to obtain them.						See above						Claire Herbert												Closed						Unsure of reason why medication not ordered at time of patient's attendance in ED.
Departmental pharmacist has been removed from dept who would normally review all medication charts each day and ensure medication ordered.  
E-mail to be sent to all staff reminding them of the importance of administering medication especially time critical meds when due and to liase with pharmacy if not able to obtain them.						E-mail to be sent to all staff reminding them of the importance of administering medication especially time critical meds when due and to liase with pharmacy if not able to obtain them.			Sertraline			Sertraline


			1/31/23			1/30/23			20958			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			nurse pulled out the file for the patient in bed 2 not checking it properly that it was actually bed 4 file and ending up giving some wrong medication to the patient in bed 2			cardiology sho infomed - nil ordered
patient on cardiac monitor
patient given full information of what happened and why it happened. given a full explanation of what medication was given and what they are used for and potential side effects
patient ok with the information and didnt want to complain 			The agency nurse picked up the wrong medication chart for the patient she was administering medication to. She failed to perform her patient identifier checks. The patient was given three medications in error. Error noticed immediately and medical team informed. Medical team ordered no action. There is nothing noted in the medical notes. Patient was monitored overnight and no harm came to the patient. The error was explained to the patient who was understanding. The agency nurse works regularly on the ward and was extremely remorseful and sorry.  			The agency nurse picked up the wrong medication chart for the patient she was administering medication to. She failed to perform her patient identifier checks. The patient was given three medications in error. Error noticed immediately and medical team informed. Medical team ordered no action. There is nothing noted in the medical notes. Patient was monitored overnight and no harm came to the patient. The error was explained to the patient who was understanding. The agency nurse works regularly on the ward and was extremely remorseful and sorry.  						Patient identifiers must be checked to prevent this type of error occurring. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has now been investigated and closed. 						Doctor was informed and nil ordered. 
Error explained to the patient. 			Tramadol			Pregabalin


			2/2/23			1/31/23			21206			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Taken over patients care and noted that patient was prescribed onto BD Tinzaparin, not given since prescription ? 23/24th January. 
Received patient on 31/1/23, recieved to ITU post surgery on 30/1/23 at 9pm.  

Pharmacist noted and informed to give the morning dose.			Tinzaparin dose given As prescribed after confirming to give with medical team. 
ITU pharmacist aware, ITU medical team, Clinical support and NIC made aware. 


Spoken to NIC who stated to incident report it to be investigated as potentially missed half of tinz dose for 6 days. 
 			The patient was prescribed Tinzaparin 4,500units once a day on 19/1 23 and the dosage was given daily in the evening.
Dosage was changed by the doctor to 4'500 twice daily as patient's weight is above 100kg , unsure of the date that the prescription was changed due to poor handwriting of doctor.  
Looked through the patient's medical notes and nothing has been documented that the patient's tinzaparin dosage has been changed to twice daily. 
Dosage missed on the 25/1 unsure of why the dosage was missed and not given. 			In conclusion The administration of medicines in a health  care setting must be done in accordance with a 
correct prescription chart that is clear and legible, with this incident the medication prescription when changed and re-dosed was not legible as seen in appendix s (Photo evidence).
The patient was transferred to ITU on the 30/1/23 post surgery who had a repair of abdominal aortic aneurysm with femoral vein harvesting and reconstruction on 30/01/2023. This was a 9 
hour procedure.
Prior to the transfer to ITU  whilst on Ward H The doctor who changed the tinzaparin dose did not document the change in the medical notes therefore there is no accurate date and time of dosage change.  The nursing team were not aware, however, as health care professionals it is the duty of the care of the nurse to report to the nurse-in-charge or to the doctor if they are unsure of the dosage or prescription of the drug. 
Therefore it is uncertain as to how many days or doses of tinzaparin did the patient miss out on as it does not show clearly on the date of the dose change on the drug chart.  
Fortunately the patient did not come to any harm at the time due to the missed doses, however, it is imperative that the nurse caring for the patient to report  any discrepancies or change to the drug chart if not legible to either the nurse-in-charge, doctors or ward pharmacist and if this would have happened the patient would not have had missed doses of tinzaparin.    

The Patient became unwell in ITU post surgery of a AAA repair and on the 4th February 2023 continued to rapidly deteriorate and was intubated and ventilated. The patient then had  CT thorax/abdomen/pelvis 
that was performed which showed,  Bilateral consolidations and pleural effusions, The surgical consultant then reviewed further recent scans on that day and found that the 
scan and found the patient to have a perforation within the duodenum. Further discussions were made with the surgical consultant and after discussing with vascular consultant and ICU consultant, it was then decided that taking the patient for a further  laparotomy will not be in his best interest. After discussion with family, it was decided to place the patient on end 
of life pathway. Patient died peacefully at 18:55pm on the 04/02/23  and  cause of death was multiple organ failure.

 						Patient came to no harm however on this occasion the incident would have been avoidable, if the nurse had reported to the doctor, nurse-in-charge and pharmacist of the change in drug does, this would have been rectified and drug would have been re-prescribed.  
As discussed previously in the recommendations, the nurse must be aware at all times  that they are accountable when it comes to administering medication and if any medication is prescribed incorrectly or not  legible, the nurse must challenge the person that prescribes the medication and to make sure the drug is prescribed correctly in order for the patient to receive their medication safely in accordance to the NMC and health board policy. 						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond												Closed						Incident investigated please send for closing. 						Patient was transferred to ITU on the 30/1/23 post surgery and error regarding the missed does of tinzaparin was then identified by the nurse in main ITU. 			Tinzaparin			Tinzaparin


			1/31/23			1/31/23			20951			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			On checking Controlled drugs as part of our duty my colleague and I discovered Shortec 5mg x 5 capsules were missing.			Double checked and triple checked the CD cupboard and surrounding medicine cupboards in case the shortec had been accidently put in the wrong place. Checked the floor area in case they had fallen anywhere. Nothing found despite thorough search. Contacted the Bed Manager for guidance. She advised to do a Datix and report to our ward manager in the morning.			When day staff came in on the morning shift another thorough CD check was undertaken with the night staff and CD's were found in the cupboard.  The small white box that the medication was in had become tucked behind the edge of the inner CD cupboard and were not visible.  The day staff completely emptied the cupboard and on doing a hand sweep was able to feel the box.			Staff encouraged to empty the internal CD cupboard when conducting the check .  The correct actions were taken, completing datix , contacting bed managers and further checking when day staff came on duty. 						As Above 						Catherine Allen												Closed						Thank you for your report.  All the correct actions taken, however please ensure that when checking the CDs and the cupboard all non visualised areas of the internal cupboard are swept manually to ensure that nothing has become lodged 						Ensuring that the cupboard is emptied when conducting CD checks and that all areas of the internal cupboard are visualised  			Oxycodone			Oxycodone


			2/1/23			2/1/23			21083			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Patient was due 35mls of methadone, two staff members went to do the CD but there was a 7ml discrepancy in the stock. correct dose administered to patient. 			pharmacy made aware. pharmacist checked the balance which was indeed 7mls short from 1 bottle of 35mls. pharmacist took the used bottle away and rebalanced the stock level. 			Patient was due 35mls of methadone, two staff members went to do the CD but there was a 7ml discrepancy in the stock. correct dose administered to patient. I have liaised with the pharmacist and they are unsure how this discrepancy has occurred. pharmacist checked the balance which was indeed 7mls short from 1 bottle of 35mls. pharmacist took the used bottle away and rebalanced the stock level.			Patient was due 35mls of methadone, two staff members went to do the CD but there was a 7ml discrepancy in the stock. correct dose administered to patient. I have liaised with the pharmacist and they are unsure how this discrepancy has occurred. pharmacist checked the balance which was indeed 7mls short from 1 bottle of 35mls. pharmacist took the used bottle away and rebalanced the stock level.						nil			Patient was due 35mls of methadone, two staff members went to do the CD but there was a 7ml discrepancy in the stock. correct dose administered to patient. I have liaised with the pharmacist and they are unsure how this discrepancy has occurred.  pharmacist checked the balance which was indeed 7mls short from 1 bottle of 35mls. pharmacist took the used bottle away and rebalanced the stock level. 			Mrs Natalie Dark-Harry												Closed						thankyou for reporting this incident - it has been investigated. 						nil			Methadone			Methadone


			2/2/23			2/1/23			21135			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Attended bed area as was asked to check analgesia for a post operative patient who was overdue the drug but due to unit admission the drug had been delayed.The patient was in severe discomfort.During the checking procedure it was noted that the previous administration of the intravenous analgesia had potentially been given orally as only one signature was present and there was no evidence of its administration on the fluid chart.			Drug administered via correct route .Doctor in attendance already and supplemental analgesia prescribed to be given if no improvement in his discomfort			I was made aware of this drug error yesterday.   The drug was prescribed IV but unfortunately was given orally, which it was not prescribed.  Not only was this route insufficient in helping with the patients, but furthermore, the nurse did not follow our drug policy and caused an error in administration.  


This is a very delicate situation as it involves a nurse who has previously had issues with her capability.  Myself and my line manager discussed the issue in great detail, furthermore we had a meeting with the member of staff.  This staff member is very upset, however, that said, we will support her through this process and ensure we exhaust every last possible form of mentorship and help.  The nurse has been made supernummary and will be working with our senior nurses to achieve the level of competence we need her to achieve.    			We have began a period of supernummary and mentorship. 						All staff members have differing levels of competence.  However, there still needs to be a minimum level that must be achieved. 			Drug chart and fluid balance chart uploaded.  It appears that the paracetamol was administered via the oral route due to there being only one signature and the fluid not being documented on the fluid balance chart.  Had this been given IV as prescribed, there would have been two signatures and the 100ml would be added to the fluid balance.			Bethan James, Mr Edward Smale												Closed						As above. 						Only the above. 			Paracetamol			Paracetamol


			2/3/23			2/2/23			21220			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology			None			I was asked by an agency nurse to do a controlled drug round, when we went to the patient, we asked if her name was *****, she replied yes, I asked if her address was ****, she replied yes so the agency nurse and myself gave the controlled drug which the patient took. I then went to put her drug chart back in her bedside file when I noticed there was another drug chart in there with a different name on it and realised that an error had occurred.			Nursing co worker informed. Twilight surgical doctor informed, staff have increased frequency of nursing observations which are stable. Drug error documented in the controlled drug administration book.  Staff have documented the error in the patient's case notes and also in the nursing cardex. Twilight surgical doctor has said they will also document in the case notes.			For all staff to ask patient to say out loud name, address etc, so they are able to pick up an error before drug is given .			Patient asked if this was them and information given. If the patient were asked to state name, address, date of birth etc then this may have helped the situation to realise the mistake before medication given.
Always check if this is the right person, confirm by checking identity bracelet.
Ongoing education for correct checking procedure on skills days and incident shared with staff to reinforce this policy.						Always check if this is the right person, confirm by checking identity bracelet.			Notes requested			Emma Walsh, Miss Walters Katie, Mrs Melanie Davies												Closed						Patient asked if this was them and information given. If the patient were asked to state name, address, date of birth etc then this may have helped the situation to realise the mistake before medication given.
Always check if this is the right person, confirm by checking identity bracelet.						All actions taken. Doctor informed, patient aware, close monitoring  4 hourly continued.			Morphine			Morphine


			2/7/23			2/3/23			21481			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial			Low			Lots of blank boxes all over medication chart which is a drug error. Was the medication given? multiple medications			Lots of blank boxes all over medication chart which is a drug error. Was the medication given? multiple medications			Staff nurse caring for the patient was undertaking her medication round on a busy shift with a third year management student. The medications were given by the student which was witnessed and supervised by the staff nurse. However, the nurse caring for the patients failed to sign the drug chart - some medications only had the signature of the student and some were left blank. All medication due was given as prescribed. 			Staff nurse caring for the patient was undertaking her medication round on a busy shift with a third year management student. The medications were given by the student which was witnessed and supervised by the staff nurse. However, the nurse caring for the patients failed to sign the drug chart - some medications only had the signature of the student and some were left blank. All medication due was given as prescribed. It was a busy shift and this nurse was in charge of the shift whilst caring for her own bay and educating a student. Staff nurse has been put on primarily day shifts to try and help her mental health and stress - less likely to be in charge on a day shift due to the presence of senior staff on the ward. 						Staff go through the medication chart now on hand over to ensure that no medication given is unsigned for and to help reduce the risk of medication errors. 
Staff nurse has been spoken to and the issue at hand addressed. 			Staff nurse asked to write a reflection - awaiting reflection from staff member. 
			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to complete this datix. 						Staff nurse spoken to regarding this incident and a reflection given by the nurse has been attached to this datix. 


			2/3/23			2/3/23			21279			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			PRN medication short Tec 5mg was due but long Tec 5mg was given in error. 

Patient asked for pain relief 18:10, so I went to give PRN medication and then noticed the drug error. No further opiate has been given since 1400. error noted in controlled drug book
on call F1 rang for advice he informed me not to give any more PRN opiates for another 8 hours or do not give long Tec that is due 2200 10mg. If patient respiratory rate is effected or patient becomes less alert then contact for naloxone. Patient is not showing sign suppression. 

 			monitoring patient for adverse effects of short Tec 																		Samantha Evans, Rachel Lee, Julius OBANA												Under Investigation															Oxycodone			Oxycodone


			2/3/23			2/3/23			21287			Patient/Service User			Swansea Bay UHB / Hospitals / Singleton Hospital / Enhanced Medical Unit - EMU (up to 6.7.23)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient was admitted to Morriston Hospital General ITU North Unit from Singleton Hospital EMU. On admission it was noted that a bag of TPN was still attached to patient's CVC but not run through a pump and clamped. On inspection, the bag was prescribed to be used over 12 hours for the 02/02/23. The time of discovery was 20.00 - 03/02/23. Having checked to prescription chart it appears that the TPN bag for the 02/02/23 was commenced 03/02/23 at 03.00. 			On finding this TPN bag it was immediately disconnected, the port on the CVC line aspirated and flushed with normal saline and the TPN prescribed for the 03/02/23 with new line given as prescribed. Nurse in charge informed.			TPN originally prescribed for 12 hours on 2/2/23 - which is what is written on the TPN bag.
Decision made on 2/2/23 to change to 24 hour infusion of TPN which is what is written on the prescription and in the nursing and medical notes.
The label on the bag suggests that the TPB can only run for 12 hours on the 2/2/23.
Once the fluid prescription was changed - the TPN could run for 24 hours from 2/2/23 to 3/2/23.
Had the TPN been left running, it would have continued until 0.300 on the 4/2/23 which would have been beyond the prescribed date. 
But the TPN had been stopped at 20.00 hrs on 3/2/23 within the prescribed date.			The TPN was within date.
The label on the TPN bag should have been changed to reflect that the bag could be run over 24 hours rather than 12. The prescription, dietician, medical and doctor notes all reflect that the bag was to infuse over 24 hours.						none			relates entirely to nursing  therefore for management by Morriston as EMU nursing team sit under ITU			Sister Jayne Shevlin												Closed						The label on the TPN stated that the infusion should run for 12 hours.
The fluid prescription, dietician, medical and nursing notes state that the infusion was to run for 24 hours.
The label could not be changed out of hours.
The TPN should have been discontinued prior to transfer and the ICU team could then have started a new bag.						none


			2/6/23			2/4/23			21389			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial			Low			Apixaban 2.5mg tablets, take ONE tablet TWICE a day- code 6 used Sunday 5th for both morning and evening doses no explanation written on the back of the chart at all. Patient unaware why she was not given nothing stated in the medical notes.  Corsodyl mouthwash 10ml FOUR times a day has been signed for but no mouthwash near the patient or in the pod locker, patients mouth in very bad condition patient stated she had not been offered mouthwash at all and had not used.			Apixaban 2.5mg tablets, take ONE tablet TWICE a day- code 6 used Sunday 5th for both morning and evening doses no explanation written on the back of the chart at all. Patient unaware why she was not given nothing stated in the medical notes.  Corsodyl mouthwash 10ml FOUR times a day has been signed for but no mouthwash near the patient or in the pod locker, patients mouth in very bad condition patient stated she had not been offered mouthwash at all and had not used.			I spoke with the nurse concerned showing her the medication chart. She stated that the doctors told her to omit the Apixiban as patient was query for theatre.  She said this was verbal and it was not documented in the notes. She also pointed out that she had written an explanation on the back of the medication chart but this was four days later on 09/2/23. She documented "Written in retrospect, Omitted. Doctors asked to hold as  patient query for theatre" and dated it 05/2/23.  Nothing was documented in the patient notes re theatre; the only entry re theatre was made on 07/2/23 but patients was awaiting cardiac MDT. The same nurse could not account for the mouthwash omission despite signing it had been given. It has been documented that patient frequently refused oral care.			This incident has been brought to the attention of the nurse concerned. The importance of both verbal and written communication has been discussed. This should also be mentioned to the patients team although there maybe a change of doctors by now. This incident isn't entirely the nurses fault, she was following doctors request. The doctor failed to document this instruction in patients notes.						See above.			Patients notes obtained, WNCR looked at and the nurse who worked on 05/2/23 has been identified. Waiting to speak with the nurse.			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						No harm came to the patient as a result of the omission.
The incident has been brought to the attention of the nurse concerned and the wider team.
Importance of good communication and documentation, both verbal and written have been discussed.						   No.			Chlorhexidine			Apixaban


			2/6/23			2/5/23			21390			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial			Low			Handed over on morning of the 6th February that patient had out of date latanoprost eye drops 50micrograms/ml by student nurse. It was stated that patient would not give back the out of date eye drops. I had ordered the new eye drops prior to this but was informed by the nurse working with the student that the new eye drops had gone with the dirty sheets in the linen. The eye drops were written in the pharmacy order book and ordered on Sunday 5th pharmacy shut at 12.30pm the eye drops were up on the ward by 1pm at the latest ready for night time dose on the 5th feb. Staff on duty were not able to find but when I checked on the morning of the 6th the eye drops were in the fridge with the dispensing date of the 5th labelled.			Handed over on morning of the 6th February that patient had out of date latanoprost eye drops 50micrograms/ml by student nurse. It was stated that patient would not give back the out of date eye drops. I had ordered the new eye drops prior to this but was informed by the nurse working with the student that the new eye drops had gone with the dirty sheets in the linen. The eye drops were written in the pharmacy order book and ordered on Sunday 5th pharmacy shut at 12.30pm the eye drops were up on the ward by 1pm at the latest ready for night time dose on the 5th feb. Staff on duty were not able to find but when I checked on the morning of the 6th the eye drops were in the fridge with the dispensing date of the 5th labelled.			Handed over on morning of the 6th February that patient had out of date latanoprost eye drops 50micrograms/ml by student nurse. It was stated that patient would not give back the out of date eye drops. Pharmacy tech had ordered the new eye drops prior to this but was informed by the nurse working with the student that the new eye drops had gone with the dirty sheets in the linen. The eye drops were written in the pharmacy order book and ordered on Sunday 5th pharmacy shut at 12.30pm the eye drops were up on the ward by 1pm at the latest ready for night time dose on the 5th feb. Staff on duty were not able to find but when pharmacy tech checked on the morning of the 6th the eye drops were in the fridge with the dispensing date of the 5th labelled.			- Out of date eye ointment was being used for patient, patient refused to give this eye ointment back to staff despite it being out of date and wanted to continue using it. Patient has capacity. 
- New eye ointment was ordered and put in to medication fridge on the 5th, however still did not check this. 
- No harm came to the patient. 						- Ensure all medication is in date. 
- Check patients PODS and medication room for medication. 						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Mrs Sophie Evans, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						feedback given to staff. 			Latanoprost + Timolol			Latanoprost


			2/6/23			2/5/23			21422			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Patient prescribed Trulcity 1.5mg/0.5ml weekly injection which was ordered Friday 03/02/2023 this was not given as patient states nurse administering did not know how to give injection and broke it, this was then put in the ordering file and reordered Saturday 5th Feb and would have been on the ward by 2pm at the latest. On morning handover of the 6th feb it was handed over that the injection was not on the ward so had been unable to give all weekend. I then looked in the fridge after handover and the injection was in the Fridge and was dated as dispensed on the 5th Feb. Nurse breaking the injection is this a training issue??.			Patient prescribed Trulcity 1.5mg/0.5ml weekly injection which was ordered Friday 03/02/2023 this was not given as patient states nurse administering did not know how to give injection and broke it, this was then put in the ordering file and reordered Saturday 5th Feb and would have been on the ward by 2pm at the latest. On morning handover of the 6th feb it was handed over that the injection was not on the ward so had been unable to give all weekend. I then looked in the fridge after handover and the injection was in the Fridge and was dated as dispensed on the 5th Feb. Nurse breaking the injection is this a training issu			Missed opportunities to administer medication.
Incident shared with staff and instructions on how to administer discussed.
Implication for cost also highlighted.
No harm to patient as a result of delay.			Missed opportunities to administer medication.
Incident shared with staff and instructions on how to administer discussed.
Implication for cost also highlighted.
No harm to patient as a result of delay.						Incident shared with staff and ward based training initiated.						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Missed opportunities to administer medication.
Incident shared with staff and instructions on how to administer discussed.
Implication for cost also highlighted.
No harm to patient as a result of delay.						as above			Dulaglutide			Dulaglutide


			2/7/23			2/6/23			21480			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			None			Patient not given Meropenem antibiotics evening dose 6/2/2023 or morning dose 07/02/2023 however this dose can be given later in he day but night staff usually give. This was not handed over in morning handover.			Patient not given Meropenem antibiotics evening dose 6/2/2023 or morning dose 07/02/2023 however this dose can be given later in he day but night staff usually give. This was not handed over in morning handover.			Patient had no access to administer IV antibiotics had refused to be cannulated on the night shift following cannula being out of vein at 01.30 and this was removed.
Still no access for morning dose and highlighted to medical staff to re-cannulate to continue IV therapy.			Appropriate action taken, line reviewed and removed and advise given to site a CVC or Hickman line. 						as above						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Appropriate action taken by staff to have line reviewed and advise on how to have another device inserted.						Antibiotics discontinued.			Meropenem			Meropenem


			2/8/23			2/7/23			21552			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Low			Apixaban 5mg tablets, take TWO tablets TWICE a day has a blank box not signed on the 07/02/2023 Query if medication was given or not? drug error to leave blank boxes this was on ward T. 
The following medications were not signed for, blank boxes on drug chart.
Digoxin 250 microgram tablets blank boxes on the 5th and 6th February am dose unsure if patient was on ward T or SDMU on these days?. 
Symbicort turbohaler 200/6 inhale TWO puffs TWICE a day not signed for on the 5th and 6th February.
Tildiem LA 300mg, take ONE tablet in the morning, not signed for on the 5th and 6th February.
Allopurinol 300mg tablets, take ONE tablet in the MORNING, not signed for on the 5th, 6th and 7th of February was definitely on ward T on the 7th.
Metformin 1g tablets, take ONE tablet TWICE a day, not signed for on the 6th February evening dose.
Candesartan 8mg tablets, take ONE tablet in the MORNING, not signed for on the 5th and 6th of February.
Gliclazide 80mg tablets, take ONE tablet in the MORNING, not signed for on the 5th and 6th February.
Laxido sachets, TWO sachets TWICE a day, not signed for on the 6th February.
Furosemide 60mg, take in the MORNING, not signed for on the 5th and 6th February.
Accrete D3 chewable tablets, take ONE tablet TWICE a day, not signed for 6th February.			Apixaban 5mg tablets, take TWO tablets TWICE a day has a blank box not signed on the 07/02/2023 Query if medication was given or not? drug error to leave blank boxes this was on ward T. 
The following medications were not signed for, blank boxes on drug chart.
Digoxin 250 microgram tablets blank boxes on the 5th and 6th February am dose unsure if patient was on ward T or SDMU on these days?. 
Symbicort turbohaler 200/6 inhale TWO puffs TWICE a day not signed for on the 5th and 6th February.
Tildiem LA 300mg, take ONE tablet in the morning, not signed for on the 5th and 6th February.
Allopurinol 300mg tablets, take ONE tablet in the MORNING, not signed for on the 5th, 6th and 7th of February was definitely on ward T on the 7th.
Metformin 1g tablets, take ONE tablet TWICE a day, not signed for on the 6th February evening dose.
Candesartan 8mg tablets, take ONE tablet in the MORNING, not signed for on the 5th and 6th of February.
Gliclazide 80mg tablets, take ONE tablet in the MORNING, not signed for on the 5th and 6th February.
Laxido sachets, TWO sachets TWICE a day, not signed for on the 6th February.
Furosemide 60mg, take in the MORNING, not signed for on the 5th and 6th February.
Accrete D3 chewable tablets, take ONE tablet TWICE a day, not signed for 6th February.			Incident noted, Patient was admitted to SDMU into triage on 5th February at 14.50- therefore morning medications on 5th would not have been given as an in patient as he was not with us, he would have taken his own medication at home.
After discussion with the nurse on the nightshift of 5th and the morning of the 6th, the patient was not clerked and drug chart not written until early hours of the morning on the 6th, so again afternoon medications on 5th wouldn't have been given due to the time. Patient was taken to theatre on the morning of the 6th before the nurse started her drug round, which explains the gaps in the chart on the morning of the 6th. Patient did not return to SDMU post op, he returned to Ward T. 			We need to reiterate to staff that medication charts should be  completed and not left blank when on the unit.						 However staff reminded of the importance of not leaving gaps on drug charts 			Incident reviewed 
This Patient was a patient on SDMU until 1700 6/2/23
this incident will be forwarded to manager on SDMU to investigate also.			Mrs Rebecca Clarke, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Patient was not clerked and drug chart not written until early hours of the morning of the 6th , therefore medications would not have been given on the 5th. Patient was a priority to get to theatre for the 1st on the list on the 6th therefore medications not given as nurse had not started her medication round, patient did not return to SDMU. However the nurse should have completed the gaps if medication was due prior to theatre 						Nurse caring for patient on sdmu should have completed the gaps on the drug chart correctly on not left blank as per hospital protocol.It should have been  documented on the drug chart the appropriate number in the box of why the medication was not given  full explanation on the back of why medication not given for eg:at home for the morning of the 5/2/23 and maybe ticked if discussed with patient if taken medication at home.For the other times when on SDMU again appropriate number  and full explanation of why medication not given.Prior to patient going to theatre nurse on sdmu should have checked and completed the medication chart so that when patient is transferred to theatre ward T that it is clearly documented  .			Apixaban			Apixaban


			2/8/23			2/7/23			21555			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient was transferred to ward T from Ward F at 6pm on the 7th February.  The patients medication was  transferred with the patient including Octreotide injections which is a fridge item and was brought to ward T clearly marked in a fridge bag but this was then placed in a bigger white bag with all of the other medication which I found in the morning of 8th in ward T's medication room. During morning handover it was handed over by the night staff that octreotide needed to be ordered as it didn't come up from ward F but they had not actually opened the bag of medication. This is an expensive medication that now has a reduced expiry due to being left out of the fridge.			Patient was transferred to ward T from Ward F at 6pm on the 7th February.  The patients medication was  transferred with the patient including Octreotide injections which is a fridge item and was brought to ward T clearly marked in a fridge bag but this was then placed in a bigger white bag with all of the other medication which I found in the morning of 8th in ward T's medication room. During morning handover it was handed over by the night staff that octreotide needed to be ordered as it didn't come up from ward F but they had not actually opened the bag of medication. This is an expensive medication that now has a reduced expiry due to being left out of the fridge.			Patient was transferred to ward T from Ward F at 6pm on the 7th February.  The patients medication was  transferred with the patient including Octreotide injections which is a fridge item and was brought to ward T clearly marked in a fridge bag but this was then placed in a bigger white bag with all of the other medication which I found in the morning of 8th in ward T's medication room. During morning handover it was handed over by the night staff that octreotide needed to be ordered as it didn't come up from ward F but they had not actually opened the bag of medication. This is an expensive medication that now has a reduced expiry due to being left out of the fridge. 
The medication was placed in the white bag when the medication was brought up to the ward upon transfer. The nurse caring for the patient overnight was an agency RN. The nurse from the day shift did not put the medication in to the fridge when the patient was transferred to the ward as it was not handed over that the fridge item was in the bag. 			Patient was transferred to ward T from Ward F at 6pm on the 7th February.  The patients medication was  transferred with the patient including Octreotide injections which is a fridge item and was brought to ward T clearly marked in a fridge bag but this was then placed in a bigger white bag with all of the other medication which I found in the morning of 8th in ward T's medication room. During morning handover it was handed over by the night staff that octreotide needed to be ordered as it didn't come up from ward F but they had not actually opened the bag of medication. This is an expensive medication that now has a reduced expiry due to being left out of the fridge. 
The medication was placed in the white bag when the medication was brought up to the ward upon transfer. The nurse caring for the patient overnight was an agency RN. The nurse from the day shift did not put the medication in to the fridge when the patient was transferred to the ward as it was not handed over that the fridge item was in the bag. 
The staff nurse who received the patient has stated that she did not feel well and is aware that things were missed. The nurse who took over from that member of staff was an agency nurse (pool) who was unfamiliar with the ward. The medication was a fridge item and was given to staff upon the ward in a white bag with all of the patients other medications. It was not handed over that a fridge item was in this bag however, the RN should have checked all the medications upon the patients arrival. The ward was short staffed during the day and very busy when the patient arrived upon the ward. A patient was sent to the ward from POW shortly after that we did not have an appropriate bed for so staff had to move patients around whilst being short staffed and busy with the high acuity. The ward manager stayed for a long day due to staffing issues and high acuity on the ward. 						All medication is to be checked on a patients arrival to the ward. Medicines management workbooks to be completed by staff involved in drug errors.						Niamh Parry												Closed						All medication is to be checked on a patients arrival to the ward. 						Education needed upon the ward for RN's in relation to correct medication storage and medicines management. 			Octreotide			Octreotide


			2/7/23			2/7/23			21521			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient is 11 days post op PPD, and on an insulin infusion (actrapid) at 0.5ml/hr. Blood sugar was checked by the morning staff at 08:09 with a result of 12.8. As per protocol the infusion rate should have been increased by 1ml/hr but this was not done. 
The blood sugar should have then been re checked within the hour, but it was rechecked at 11:17 with a result of 14.3. Again the insulin rate should have been increased by 1ml/hr, but remained at 0.5ml/hr. 
The next blood sugar was then recheked at 17:09 with a blood sugar result of 18.6 and no action was taken.
Policy was not followed in regards to blood sugars being checked on time and, results of blood sugars not acted upon accordingly. 			Blood sugar and ketone taken by night staff and rate increased as per protocol. Blood sugars checked as per protocol 			The protocol for monitoring the BMs of a patient receiving an insulin infusion was not followed.  No harm came to the patient and the junior member of staff involved has received the relevant support and has provided a statement which demonstrates learning.			There was no harm to the patient and the nurse has demonstrated that she has learned from this.						Demonstrated in uploaded reflection.			I have spoken with staff nurse KH, who was caring for the patient at the time of this incident.  She was extremely upset following this incident and I believe, following our conversation, that she has learned a valuable lesson and that she will not make the same mistake again.  She was able to explain the rationale behind the strict regime regarding blood glucose monitoring and I am satisfied that there is no need for further education at this time.  She informed me that Charge Nurse ES had already informed her of the incident and had asked her to complete a reflective statement.  She states that she has done so and has given the statement to ES.  I will next see ES on 19/02/23 and I will then upload the statement and complete my investigation.			Mrs Rhiannon Hall												Closed						Thank you for reporting this incident, it has been investigated.						None at this time.			Insulin soluble human			Insulin soluble human


			2/8/23			2/7/23			21534			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient was an overdose and had a high paracetamol level so was to be commenced on NAV via the medics.  The new Oral paracetamol overdose pathway was used.
Staff however put up the bags of NAC using the doses put on the pathway and not from a medication chart.  On the pathway there is no space to sign or date what is to be prescribed and no where to identify what route is to be used, also nothing to identify what fluid is to be used, or for how long it should go over, plus the doctor has not signed anywhere.    So although this is an ideal tool to use for overdose it does not replace a prescription chart.  Staff have however put up the NAC and signed the edge of the form without a medication chart, assuming this is all that is needed.
This has been identified on the patient moving into resus when the 2nd bag finished			NIC made aware
Medics made aware
Prescribed correctly on a medication chart
Unable to speak to staff involved at present as on day shift
Datix
Matron informed of error			Clinician misinterpreted the table on the front page of the SNAP protocol obtained from COIN as a prescription chart for  the NAC required.			Misinterpretation of purpose of table/ chart in documentation						By clinician - prescribing requirements - drug, route, dose and signature all need to be present and legible						Dr Kirsty Dickson Jardine, Karen Thomas, Mrs Della Llewellyn												Closed						The clinician involved has been informed and reminded of the requirements for a legal prescription.
The COIN document will be edited such that the purpose of the table is clear (for documenting the drugs which have been taken in overdose)
ED Clinicians will be reminded of the need to prescribe NAC on the in-patient prescription chart.						Yes.
Clinician informed of the errror. 
Stakeholders in the COIN document informed, and suggestion made to clarify the purpose of the table
Alert out to ED clinicians to remind them to prescribe NAC on the in-patient prescription chart.			Acetylcysteine			Acetylcysteine


			2/9/23			2/8/23			21651			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Patient  is discharged on 08/02/23. Agency nurse  did not send TTOS  with the patient . Control drug   Zomorph Tablets  and 2 O ramorph bottles send with patient .But didn't  sign on CD book. Patient family rang last night no  box medicines  or no letter with the patient. so no letter was with patient When checked on CD Book no  signatures were there. Night nurses informed Bed manager this morning(09/02/23)
Bed manager advised to  inform the  Matron  this morning. Also inform Pharmacy.			Contacted Matron this morning and informed regarding patients CD book no signatures for TTOS CD and TTOS not send with patient. Matron contacted to Porters Lounge  and  for Transport for  to deliver the medicines to home address. I have rang  patients home spoken to the patient  regarding TTOS send with hospital transport. Matron advised to do  Datex .I have informed Pharmacist. 			Discharging staff nurse sent TTO Control Drugs home with patient. This was not entered into CD book as medication was available at time of discharge. Medication procedure followed. The staff evidentially was unaware of any further TTO's and therefore did not send regular medication and letter home with patient. Whilst no harm to patient noted there are some learning points. 			Staff had documented that she had sent patient home with TTO medication however, regular medication was not sent. Medication procedures followed. This incident has highlighted the need for staff to double check to see if all prescribed medications are to be sent home with patients on discharge. 						Importance of medication on discharge and communication within the team						Miss Louise Horton, Mrs Phylippa Thomas-Dyer												Closed						Thank you for reporting this incident. Staff to be made aware of the importance of ensuring everything is in place for discharge and that all medications are sent home with the patient.						No further actions needed at this time however staff to be made aware of the importance of patients' receiving TTO medication before discharge.			Morphine			Morphine


			2/10/23			2/9/23			21744			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			Patient had been prescribed teicoplanin for cellulitis refractory to doxycycline treatment (penicillin allergic). Teicoplanin was prescribed appropriately with a loading dose of 600mg 12-hourly for three doses before a once daily maintenance dose thereafter. On 10/2/23, the ward pharmacist noticed HEPMA auto-suspend function had suspended the teicoplanin prescription. This was not acted upon and the patient missed the second dose of teicoplanin for 9/2/23.			Ward pharmacist alerted the responsible doctor to the missed teicoplanin dose. It was decided to cancel the original prescription and re-load the patient with teicoplanin. The responsible nurse was informed of the new prescription and directed to administer teicoplanin to prevent any further delay to treatment. 			HEPMA prescription not reviewed and missed 2nd dose of  treatment			Patient had been prescribed teicoplanin for cellulitis refractory to doxycycline treatment (penicillin allergic). Teicoplanin was prescribed appropriately with a loading dose of 600mg 12-hourly for three doses before a once daily maintenance dose thereafter. On 10/2/23, the ward pharmacist noticed HEPMA auto-suspend function had suspended the teicoplanin prescription. This was not acted upon and the patient missed the second dose of teicoplanin for 9/2/23.						drs to review therapies daily to mitigate risk of reoccurrence 						2TQ, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller												Closed						Thank you for reporting.
Drs reminded of need to review therapies daily to avoid time out of treatment 
nurses to prompt Drs daily when completing drug rounds 						drs informed of need to b e reviewing short term therapies 			Teicoplanin			Teicoplanin


			2/9/23			2/9/23			21658			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			On a routine review of a patient on parenteral nutrition, I noted that his CVC had been removed the night before. The route of delivery of the parenteral nutrition was checked and it was found that the parenteral nutrition had been administered via a peripheral cannula overnight. The patient had been prescribed a SMOFKabiven 16gN bag which is for central access delivery only, and should not be administered via a peripheral cannula. The parenteral nutrition appears to have been started in the middle of the night around 12am and was discovered the following morning at around 9:30am.

PARENTERAL NUTRITION IS NOT GIVEN AS AN OPTION IN THE MEDICATION NAME DROP DOWN MENUS THEREFORE I HAVE HAD TO SELECT AN ARBITRARY IV FLUID AS THE FIELDS ARE COMPULSORY			I informed the pharmacist, who happened to be on the ward. I asked the staff nurse to stop the parenteral nutrition and flush the cannula. I phoned vascular access team for advice on the care of the site of administration. I relayed the vascular access team advice to the ward sister when I informed her of the incident. She advised me that an agency nurse had been looking after the patient when the error was made. I asked her to inform the agency of the incident. Alternative peripheral parenteral nutrition was ordered and a request made for a new venflon in a new site to allow administration.			18/1/23—Patient is a 68 year old gentleman who was admitted for a PPPD following an incidental finding of multiple pancreatic cycts. (Intraductal papillary mucinous neoplasm) 
PMH.—Total knee replacement 2016, Parkinsons disease. 
19/1/23—Underwent PPPD and transferred to CITU post op. 
24/1/23—Patient transferred to Pembroke ward. 
07/2/23—Documented on WNPR at 03:16 that TPN running peripherally but to run through central line that night. Query SMOF Kabiven 9gN. 
08/2/23—Documented that the CVC was leaking so was connected to a different cannula. Query SMOF Kabiven 9Gn or SMOF Kabiven 16gN. 
Transferred to ward T late evening from Pembroke ward. Documented CVC insitu awaiting removal by Vascular Access as it was leaking and team had suspicions re infection. Same removed following consent. Documented that TPN was running via a peripheral line on transfer. 
09/2/23—Entry made by agency nurse Phumzile Ngema at 01:55 documenting patient pulled out cannula and a new one was inserted and a new TPN bag started.  
09/2/23—Routine review by Dietician and TPN pharmacist picked up that the TPN bag infusing was for central access only due to having a higher volume. Staff nurse looking after patient was advised to stop TPN immediately. Advice sought from Vascular Access; told to monitor for redness, pain, phlebitis…Needs new venflon and pharmacy ordered a peripheral volume bag of TPN. Contact has been made with the nursing agency  re a statement from the agency nurse concerned. Still awaiting statement. 
10/2/23—Reviewed by Mr. Kamball, Consultant. Left ACF both red and sore. Apologies given for the phlebitis and the cause. Await Vascular Access for PICC insertion which couldn’t be done until 14/2/23. Continues on peripheral TPN. 
Endocrinology review later. 
11/2/23—Surgical review. 
12/2/23—Right ACF swollen, erythematous and painful. TPN stopped, TPN, await PICC insertion. Allowed clear fluids. Right arm improved therefor venflon inserted and TPN resumed. 
13/2/23—Surgical review. Continue. 
14/2/23—Vascular Access came to see patient, patient refused to have PICC inserted stating “It wasn’t worth it” and he “wasn’t compus mentis right now”. Vascular Access said they could return the following day, patient agreed. 
15/2/23—PICC line inserted by Vascular Access. TPN recommenced. 
Reviews continue. 
07/3/23—Patient not keen on TPN. Adamant he wants food. Surgical review; patient may have diet and fluids. 
10/3/23—Patient continues to improve. PICC line removed as per teams instructions. 
21/3/23—Medically fit for discharge home. 
A meeting has been held with myself  (ward manager), matron claire tregidon and pharmacy, we have discussed changes in which may need to be made to the TPN bags to display route of administration (central or peripheral). 
It was an agency RN who administered the TPN, myself and my band 6 have sent numerous emails to the agency requesting a reflection/statement and received no response (matron aware). 
TPN can come as: Peripheral use only, central use only or some can go centrally and peripherally dependant on concentration/PH. 
Staff upon the ward have been made aware of this incident. 
No harm came to the patient as a result of this incident. 
			Meeting held with pharmacy, matron and myself:
We looked at the TPN bag and where it states route of administration (central/peripheral). We discussed as to if there was anywhere on the bag in which it could be made for clear e.g bold on the front with a stick. 
We discussed the checking of TPN (x2 RNs to check the medication) and that substantive staff should be checking IV together when possible. #
TPN can come as: Peripheral use only, central use only or some can go centrally and peripherally dependant on concentration/PH. 
TPN given to wards should be suitable to be administered centrally/peripherally to avoid incidents like this. 						Staff are to be more vigilant when checking any IV medication. 
when possible, 2 subtractive staff are to check/administer IV medication to avoid incidents like this. 			email received from Heulwen Howells 26/4/23 stating that they had not received any information regarding this incident even though email trail dating back 16/02/23 to Pete Matthews regarding this.			Miss Tracey Wood, Mrs Sallyanne Greenfield, Niamh Parry, Pete Matthews												Closed						Thank you for reporting this incident. 						Feedback given to the team.
Patient made aware of incident at the time and apology given by myself and doctor. 
Meeting held with myself, matron and pharmacy. 			Glucose + Sodium chloride			Glucose + Sodium chloride


			2/11/23			2/11/23			21773			Staff/Contractor			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			Staff member had set up the TPN up overnight using normal pump giving set instead of the TPN specific giving set which came with the TPN from pharmacy. Spoke to outreach team to confirm the bag had to be discontinued due to the line having no filter present. Staff member also incorrectly set up the syringe driver which still had 24hrs remaining at the beginning of my shift (7:20am 11/2/23) but was set up at 8:30pm (10/2/23). No 4hrly checks were performed overnight. Syringe driver was also missing a second signature on the prescription chart. 			Informed nurse in charge
Spoke to outreach  - infusion stopped and bag discarded. 
Rectified syringe driver to infuse properly
Completed datix 
Reported Agency Worker
			Specific giving set with filter supplied with TPN but staff member had set up the TPN up overnight using normal pump giving set instead of the TPN specific giving set which came with the TPN from pharmacy. Spoke to outreach team to confirm the bag had to be discontinued due to the line having no filter present. Staff member also incorrectly set up the syringe driver which still had 24hrs remaining at the beginning of day shift (7:20am 11/2/23) but was set up at 8:30pm (10/2/23). No 4hrly checks were performed overnight. Syringe driver was also missing a second signature on the prescription chart. 			patient could have come to harm if staff had not noticed that TPN was infusing without filtered giving set 
there is no evidence to say safety checks were carried out on driver over night 
there is no countersignature to say driver and controlled drug components were double checked prior to preparation and administration 						substantive staff to support external staff in SBUHB policies and procedures in safe preparation and administration of medications 			Coded by approver as a 'Safeguarding Incident' and therefore an e-mail has been triggered to the Safeguarding Team to review the record. 
On consideration of the record, the incident would not appear to be appropriate to trigger a safeguarding alert and therefore the ‘SAI’ code has been changed back to 'no'. Issues relating to the drug errors can be managed through appropriate internal process at present.
If following completion of the investigation HB staff ‘failings’ are identified that could constitute ‘neglect’ please re-activate the trigger and contact the Safeguarding Team for advice (TT)

			2TQ, Mrs Tanya Fuller												Closed						thank you reporting this incident a monitoring form sent to bank and due to further issues noted by staff  this particular agency nurse was restricted in booking shifts on the ward 						monitoring form sent to bank and due to further issues noted by staff  this particular agency nurse was restricted in booking shifts on the ward 			Morphine			Morphine


			2/17/23			2/11/23			22246			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Assessment Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			HEPMA auto-suspended antibiotics. Plan was for 7/7 abx at least for exacerbation of bronchiectasis. Suspended automatically on HEPMA on 11/2/23. 
Staff on ward not aware and later consultant reviews (at this stage on Tawe ward) planned to continue antibiotics (14/2/23) despite them having been suspended 3/7 prior.			I have recognised this today 6/7 later on patient's arrival to ward J. Consultant on ward informed.			HEPMA auto-suspended antibiotics. Plan was for 7/7 abx at least for exacerbation of bronchiectasis. Suspended automatically on HEPMA on 11/2/23. 
Staff on ward not aware and later consultant reviews (at this stage on Tawe ward) planned to continue antibiotics (14/2/23) despite them having been suspended 3/7 prior.			HEMPA suspending ABX automatically, the nurse not realising its been suspended to review. not stopped. 						Nurses to be more aware and inform the doctors this has happened for the doctors to prescribe. Doctors should also be aware and review the antibiotics at day 3 and prescribe further if needed.						Mrs Sara Morgan												Closed						Thank you for reporting this incident, staff to remind doctors to review medication on day 3 and prescribe further if required. 						recognised this today 6/7 later on patient's arrival to ward J. Consultant on ward informed.			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			2/15/23			2/11/23			22112			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			On the 11/02/2023 the patient was newly prescribed rivaroxaban 15mg OD for new onset AF following PCI. On admission the patient was routinely prescribed inhixa 40mg OD for VTE prophylaxis which was not crossed off the drug chart when the rivaroxaban was started. Subsequently, the patient received two concomitant doses of both inhixa and rivaroxaban on the 11/02/2023 and 12/02/2023. 			The error was identified by myself on the Monday morning ward round (13/02/2023); following a medication review the inhixa was crossed off the drug chart and the patient remained on rivaroxaban. I informed the CCU sister on the day of the incident to highlight the issue of inappropriate co-administration. The medical team were made aware during the ward round.  			patient prescribed for rivaroxaban 15mg which was administered along with clexane 40mg for two consecutive days. clexane was then stopped and patient continued on rivaroxaban 15 mg OD.			clexane was then stopped and patient continued on rivaroxaban 15 mg od, no consequences for the patient.						always check the drug chart before administer any medication. staff might benefit from brief training regarding interactions and about general notions of pharmacology.
						Amy Payne												Closed						thanks for reporting this incident.						no immediate actions required at this time			Enoxaparin			Enoxaparin


			2/12/23			2/12/23			21821			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			At 10:35 patient needed pain relief; morphine.  We were counting morphine 10mg/10ml ampoules and there were only 10 in the CD cupboard instead of 11 (11 ampoules recorded in the CD book).  Ampoules containing morphine 10mg/1ml were then counted and there were 11 in the box; whereas it was recorded in the CD book that there were 10 ampoules remaining.

At 06:55 2.5mg morphine was recorded as taken out, and 10mg/1mg ampoule recorded as being used. I can only assume that morphine 10mg/10ml was used, but recorded under morphine 10mg/1ml in the CD book.			Informed nurse in charge. Pharmacy closed as out of out of hours.			Patient was given morphine sulphate 10mg in 10ml injection  but by mistake documented on the page for 10mg in 1ml.
Discussed with the staffs involved and noted the wrong entry.
CD's checked with the line manager and counted the drugs are correct in number and error documented in the book.
It was very busy at the time on the unit, had 4x STEMI call after 6am, 2 of them came at the around the same time one of them was in VT and the other one in chest pain ,not well.
Staffing 3x Qualified at the time as we needed to send one nurse to CSSU at 3am to cover CSSU.
When the patients came one of the nurse attended the patient with VT and the other one attended the second one.
Patient needed morphine urgently so checked with the junior member of staff and whilst she was writing it in the book the other nurse was loading it in the syringe
but it was documented in with morphine 10mg in 1ml page by mistake.
Staffs understands to be vigilant  with documentation even in emergency situations.
 			No drug error happened.
Patient was administered the correct prescribed medicine and dose.
CD'S checked with line manager and confirmed number of medicines are correct.
Both staffs involved are aware of their documentation error and understands even in emergency situations the documentation should be accurate.						Staffs needs to make sure the documentations are correct.
Staff to double check the documentation are correct specially when working with junior members of staffs as they are not very familiarise with the drugs.
Concentrate well whilst dealing with controlled drugs even in emergency situations.

						Mrs Dayana Francis, Gareth Chapple												Closed						Thanks for reporting the incident.
Documentation error identified and appropriate actions taken.						CD's are checked with line manager and error documented on the book.
Will speak to the pharmacy if we can just keep one formulation as they both are same dose in different volume.			Morphine			Morphine


			2/13/23			2/13/23			21916			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient known diabetic and on VRII.
Patient had a blood sugar sensor and had advised nurses prior to transfer that her BM was 3.2 - they advised it would be treated in theatre.  The VRII hypoglycaemia protocol was not followed as per VRII protocol prescription chart.
Patient symptomatic on arrival.  
			Treated as per protocol on VRII hypoglycaemia protocol			VRII in situ- hourly BM recordings not undertaken- reason on 2 staff on duty able to do so on the morning of the incident.
R/V by on call Dr at 04.20 on 12.2.23 for low BMs whilst on VRII BM 4.0mmols- repeat was 5.5mmols VRII change to Reduced Rate Scale, 5% Dextrose absorbing throughout.
00.00 BM 5.9mmols -   Insulin running at 1ml/hour
01.00 BM 4.6mmols -   Insulin running at 1ml/hour
01.58 BM 4.9mmols   - insulin stopped
03.00 BM 4.0mmols  - insulin stopped
04.20 BM 5.5mmols - insulin restarted on 0.5ml/hour on reduced rate following medical review
05.34 BM 7.5mmols - Insulin running at 1ml/hour
06.24 BM 7.4mmols - Insulin running at 1ml/hour
09.09 BM 5.1mmols- Insulin running at 1ml/hour
12.09 BM 4.4mmols- insulin running at 0.5ml/hour
14.42 BM 3.2mmols whilst in theatre.

Nursing documentation states VRII absorbing at 0.5ml/hr and that a colleague had recorded blood glucose readings- agency nurse caring for this patient unable to record BMs prior to theatre.
			POCT training to be increased and staff to book onto it asap.
Sill mix to be viewed prior to allocation /delegation of duties.						POCT training to be increased and staff to book onto it asap.
Sill mix to be viewed prior to allocation /delegation of duties.			Medical notes accessed 			Mrs Caroline Riseley, Mrs Sallyanne Greenfield, Niamh Parry												Closed						POCT training to be increased and staff to book onto it asap.
Sill mix to be viewed prior to allocation /delegation of duties.						Incident discussed with Think Glucose Lead -  appropriate treatment delivered to patient, but lack of hourly recording of blood glucose levels and no blood glucose reading undertaken prior to theatre were identified as failings, no hypoglycaemic treatment administered until patient arrived in theatre as a result of this. 			Insulin soluble human			Insulin soluble human


			2/15/23			2/15/23			22106			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			patients cannula tissued to right arm whilst 20% Dextrose infusing via cannula. 			cannula removed, spoke to pharmacy re extravasation, doctors informed and patient reviewed. monitor area and contact doctors for advice if worsened.  right arm improving and swelling subsiding			Patient canula tissued causing some redness and swelling to area, once noted canula was removed and area monitored. 
Drs were informed 			To monitor patients with Iv access site
All appropriate action taken by staff 						To monitor patients with Iv access site 
complete documentation accurately and in a timely manner 						Mrs Caroline Morton, Mrs Hilary Thorne												Closed						Thank you for reporting. 
All appropriate action was taken at the time of the incident and the patient access site improved and swelling reduced. 
Please remember to undertake the Bug stop audits twice weekly. 						no 			Glucose			Glucose


			2/15/23			2/15/23			22067			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient was given a a controlled drug at 03.25am 15/02/2023 which was double signed. The controlled drug prescribed was Oxycodone injection 10mg/1ml. When the nurse in charge was checking the controlled drug balance during the night shift she noticed that there was one too many Oxycodone 10mg/1ml injections left there was actually 17 left instead of the 16 that was written on the balance in the book. It was also found that there was one less morphine sulphate 10/1ml injection that was written as the balance. The nurse in charge on this particular night shift looked in the top of the sharps bin and saw a morphine sulphate 10mg/1ml vial on top which had not previously been given to any patient since 10/02/2023. Balance in the book has now been corrected with 'datix to be completed, administration error'.			Patient was given a a controlled drug at 03.25am 15/02/2023 which was double signed. The controlled drug prescribed was Oxycodone injection 10mg/1ml. When the nurse in charge was checking the controlled drug balance during the night shift she noticed that there was one too many Oxycodone 10mg/1ml injections left there was actually 17 left instead of the 16 that was written on the balance in the book. It was also found that there was one less morphine sulphate 10/1ml injection that was written as the balance. The nurse in charge on this particular night shift looked in the top of the sharps bin and saw a morphine sulphate 10mg/1ml vial on top which had not previously been given to any patient since 10/02/2023. Balance in the book has now been corrected with 'datix to be completed, administration error'.			Retrospective review and staff members have now left.
Policy reinforced to staff to ensure 2 staff checking medication and administrating CD drugs.
Incident has been discussed in the ward meeting at the time.			Retrospective review and staff members have now left.
Policy reinforced to staff to ensure 2 staff checking medication and administrating CD drugs.
Incident has been discussed in the ward meeting at the time.
No harm came to the patient, medical team reviewed and nil ordered at the time.						Policy reinforced to staff to ensure 2 staff checking medication and administrating CD drugs.
Incident has been discussed in the ward meeting at the time.						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Policy reinforced to staff to ensure 2 staff checking medication and administrating CD drugs.
Incident has been discussed in the ward meeting at the time.						as above			Oxycodone			Oxycodone


			2/17/23			2/16/23			22216			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			I am an agency nurse without login details, therefore have been signed in by another nurse. Patient prescribed albumin iv but unit of albumin infused was dispensed for a separate patient who was no longer on the ward. I commenced the albumin and it was infused over 30 minutes. I only discovered afterwards that the bottle used had a different patients details on it. I knew the patient who was due for albumin and did not carry out the standard checks necessary for administering medication.			 I informed the doctor on call who was happy that the correct medication had been administered and no further action required from his point of view. Informed the nurse in charge.
 Datix completed and I will complete a statement and reflection on this incident.			Agency nurse without login details, therefore had been signed in by another nurse. 
Patient prescribed albumin iv but unit of albumin infused was dispensed for a separate patient who was no longer on the ward. 
staff commenced the albumin and it was infused over 30 minutes. They only discovered afterwards that the bottle used had a different patients details on it. 
They knew the patient who was due for albumin and did not carry out the standard checks necessary for administering medication.			blood product administration protocol not followed and check of 'right patient' not carried out 
fortunately both patient prescribed same percentage of albumin and so harm caused 						feedback given to nurse bank 						2TQ, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller												Closed						Thank you for reporting.
Please ensure all steps are taking when  checking and administering blood products 
patient details and ID on product must be checked prior to administering 
on this occasion there was no harm to the patient as the same product was prescribed for both patients 						feedback provided to nurse bank and staff
			Albumin human			Albumin human


			2/21/23			2/18/23			22480			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Patient had documented allergy to penicillin and was prescribed Tazocin 4.5g TDS on 18/02/23. Received first dose at 8pm. Patient received five doses.			I identified the error on 20/02/23. I confirmed the nature of the penicillin allergy with the patient. They stated this was itching. I informed the nurse in charge and the medical team of the prescription and administrations in error. It was agreed to stop all antibiotic treatment.			The patient was admitted for Cardiothoracic surgery on 16/02/23. Post surgery the consultant surgeon prescribed Tazocin to his patient due to the patient being a lifelong smoker up until admission and he had a very productive chest surgery and this was the best medication for this, however the consultant did not take note that the drug chart stated that the patient had an allergy to penicillin. After discussing with the patient he has itching when having taken penicillin previously. On WNCR the only allergy documented is to Metronidazole and the result is Anaphylaxis. The consultant admits he did not realise the allergy when he prescribed the Tazocin, however in the operation notes typed by the surgeon it states the patient has an allergy to Metronidazole and Penicillin. This allergy is also stated on the anaesthetic chart. There is no documentation in the medical notes available to us as he is from out of the trust to state where these reactions originate from. There is no medical entry from the surgeon to state his reason for prescribing this medication. 

5 doses of Tazocin were administered. When the error of the prescription with the allergy was discovered the Antibiotic was stopped. Nursing staff involved were experienced nurses. They were all out of date with their IV training. There is nothing documented in the nursing notes to state why or what the rationale was for the staff to administer the antibiotic when the patient had an allergy. 

The patient did not experience any reaction to receiving these doses of antibiotic and he did not come to any harm. 			The patient was admitted for Cardiothoracic surgery on 16/02/23. Post surgery the consultant surgeon prescribed Tazocin to his patient due to the patient being a lifelong smoker up until admission and he had a very productive chest surgery and this was the best medication for this, however the consultant did not take note that the drug chart stated that the patient had an allergy to penicillin. After discussing with the patient he has itching when having taken penicillin previously. On WNCR the only allergy documented is to Metronidazole and the result is Anaphylaxis. The consultant admits he did not realise the allergy when he prescribed the Tazocin, however in the operation notes typed by the surgeon it states the patient has an allergy to Metronidazole and Penicillin. This allergy is also stated on the anaesthetic chart. There is no documentation in the medical notes available to us as he is from out of the trust to state where these reactions originate from. There is no medical entry from the surgeon to state his reason for prescribing this medication. 

5 doses of Tazocin were administered. When the error of the prescription with the allergy was discovered the Antibiotic was stopped. Nursing staff involved were experienced nurses. They were all out of date with their IV training. There is nothing documented in the nursing notes to state why or what the rationale was for the staff to administer the antibiotic when the patient had an allergy. 
The patient did not experience any reaction to receiving these doses of antibiotic and he did not come to any harm. 						Prescribers to check for allergies prior to prescribing medication.
Staff to perform their medication safety checks prior to administering any medication. 
			Documents uploaded.			Mr Afzal Zaidi, Rachael Brown												Closed						Thank you for your report, this has been fully investigated and actions have been taken to prevent the same error in the future.						Antibiotic was stopped. 
Discussion with staff involved. 			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			2/22/23			2/19/23			22565			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient prescribed Omeprazole infusion as per OGD report suggestion. Rate prescribed was incorrect which was based on recommendation in the patient management section of the OGD report. It stated to prescribe Omeprazole and infuse at 8ml/hr for 72 hours when it should have recommended 8mg/hr. The dose therefore prescribed was substantially less than the recommended dosage. 			Error picked up after the infusion was stopped at 72 hours. Ward doctor was informed and any risks to the patient discussed.																		Anita Jonas, Mrs Anna-Marie Griffiths, Nicola Morgan, Dr Kusuma Boregowda												Under Investigation															Omeprazole			Omeprazole


			2/20/23			2/19/23			22396			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			On checking controlled drugs, a midazolam 2mg in 2ml vial was found to be broken. 			Nurse in charge made aware, controlled drug book updated and vial discarded in sharps bin by both nurses checking the controlled drugs.  			This vial had been broken on the previous shift I had come on from.  However, I am satisfied with the course of action we took and reporting.  			This was an accident. Staff are aware of the need to be careful when counting or handling CD medicines. 						To careful at all times when counting or handling CD meds. 						Mr Edward Smale												Closed						As above. 						None.  However, staff have been made aware of how careful we must be when counting or handling controlled medicines. 			Midazolam			Midazolam


			2/24/23			2/20/23			22677			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			Patient Controlled Analgesia (PCA) set up by on call anaesthetist for patient in emergency department. No staff trained to monitor PCA pumps and introduction of new PCA pumps means no staff trained to monitor or troubleshot any issues that may arise while patient on PCA pump. Contacted by department staff as PCA syringe nearly empty and requires changing.			Attended department and noted that PCA was not suitable as could not be safely monitored by staff. Patient switched to oral analgesia. Nurse in charge informed that PCA was not appropriate for the department as not staff have been trained to use PCA machines.						NA						Presented at governance to remind team members that PCA's should only be used in appropriate areas.						Bev Dawkins, Dr Lewys Richmond, Karen Thomas												Closed						Presented at governance to remind team members that PCA's should only be used in appropriate areas.									Fentanyl			Fentanyl


			2/21/23			2/20/23			22478			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Unintentional omission of Warfarin. HEPMA team called Doctor looking after patient at around 16:30 to inform them patient is yet to be dosed. Upon reviewing this morning, patient was not dosed for 20/2/2023.			Ward contacted and nurse states Drs aware and incident is in hand, but this was an unintentional omission.			At the time of the incident HEPMA was a new system that had come into effect, not all doctors were up to speed in using this system and some of them seemed hesitant to use the system. 			All doctors now been made aware of the need for a review 72 hours and are up to speed in using this system.             						All doctors now been made aware of the need for a review 72 hours and are up to speed in using this system.             						David Vardill, Mrs Amy Taylor, Mrs Samantha Francis, Samantha Evans												Closed						All doctors now been made aware of the need for a review 72 hours and are up to speed in using this system.             						All doctors now been made aware of the need for a review 72 hours and are up to speed in using this system.             			Warfarin			Warfarin


			2/21/23			2/21/23			22498			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient was seen by the heart failure team plan documented. ITU Drs prescribed recommended medication  as per heart failure team. Bisoprolol had been prescribed 5mg once a day. I administered the 5mg of bisoprolol without realising that 3.75mg of bisoprolol had been given in the morning. The 3.75mg dose had been crossed off and i did not see that it had been given. The new 5mg dose had not been crossed off either, and no stat dose had been prescribed on the front of the medication chart. 			Consultant review, to monitor BP and heart rate
Nurse in charge made aware. 

			There have been errors identified from a nursing perspective, in particular regarding the need to concentrate on the task being undertaken and check the drug chart thoroughly, and from a medical perspective, in particular the need to be aware of crossing off any doses not to be given and the need to prescribe one-off doses appropriately if increasing the dose of a drug already administered.			The nurse involved has demonstrated that she has learned a valuable lesson following this incident.  She has provided a frank and open witness statement and has reflected on this incident.  A supportive discussion has been had with myself and I am happy that this is not something that she will repeat.						The need to check the drug chart prior to giving drugs which have had increased doses prescribed.			The Consultant in charge when this incident occurred does not have access to this incident.  However, clinical supervision has been undertaken with the prescriber, opportunities to prevent recurrence were explored and will be discussed at the next Q&S Meeting. The environmental and organisational pressures of disruption when prescribing were identified a contributory factor.			Mrs Rhiannon Hall												Closed						Thank you for reporting this incident.						None at this time.			Bisoprolol			Bisoprolol


			2/21/23			2/21/23			22487			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			I was asked to check a controlled drug this morning with my colleague during handover, as the patient was fitting,  I left handover and assisted. my colleague had already written in the controlled book and got the drug out, by the time i got in the drugs room, I checked the date on the drug with my colleague, and she put it back down in the tray, i felt quite rushed at this point, as id been called in the middle of handover and the night staff was currently handing over the bay i was taking over.. she also appeared to be rushing as the patient was fitting and wanted to give the drug as soon as possible to stop the fit  .  i checked the name on the prescribing chart, also checked the details on the controlled drug book, also checked the amount that was going back and signed the chart.  i realise now that i failed to check the actual drug that was being given. 

Later that morning i was asked to check a controlled drug for the same person, we realised the error that had been made.
the patient was prescribed 10mg of midazolam for a seizure, and 5mg of midazolam for agitation, my colleague wanted to give the 5mg for agitation at this time, when we were checking the CD book we quickly realised that the numbers were incorrect as there was 1 more than there should have been    ( 3 instead of 2), I asked my colleague can we check what other medications she was on to see where the mistake was made. the patient was on morphine  so we checked the CD book and there should have been 3 and there was 2. 
we think that my colleague must have  taken a morphine out of the box instead of the midazolam as there was still 3 midazolam there when there should have been 2 
			upon realising the mistake the ward manger was informed, the DR on the ward was informed and palliative care team also informed.
  			On investigation of CD register. Morphine ampules were one short and Midazolam ampules one too many. 
CD register signed for giving 10mg Midazolam.
Drug chart signed for giving  10mg Midazolam.
Matron, doctor and pharmacy informed. Patient end of life care so nil requested from the doctor. 
Policy for nursing medication errors initiated.
CD check carried out by ward manager and matron. CD cupboard very full of drugs not in use and pharmacy asked to take these away.
This is first time medication error for both members of staff involved. 
Patients family informed and explanation given, very understanding family who appreciated the honesty and being informed. Family offered if they want to discuss at a later date to contact myself or the ward staff to arrange this.			No harm came to patient luckily.
Staff very upset by the incident. 
Both have reflected, as attached.
Both have completed medicines management eLearning following the event.
Family informed as patient wasn't able to be informed						More caution needed when checking and administering controlled drugs.
Two people to check the drug and go to the patient.
Staff to not feel rushed when checking controlled medication
Staff not to be disturbed when checking controlled medication.			Patient receiving end of life care post prolonged seizures. Doctor aware of error. Nil intervention asked for. Patient appears comfortable. Investigation underway			Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley												Closed						No harm came to patient luckily.
Staff very upset by the incident. 
Both have reflected, as attached.
Both have completed medicines management eLearning following the event.
Family informed as patient wasn't able to be informed
More caution needed when checking and administering controlled drugs.
Two people to check the drug and go to the patient.
Staff to not feel rushed when checking controlled medication
Staff not to be disturbed when checking controlled medication.						Nurses to reflect on the medication error and complete paperwork from the policy given to  them.
CD cupboard very full of drugs not in use and pharmacy asked to take these away.
Support offered to nurses involved due to the upset on their part. 
Nurses to complete medication administration e learning module ASAP. This was completed by 21/2/23			Morphine			Midazolam


			2/22/23			2/22/23			22540			Organisation			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Anaesthetic Room			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			1 ampoule of Fentanyl dropped in error and smashed on taking out of CD Cupboard.			On removing an ampoule of Fentanyl 50 micro grams per ml ( 2ml ampoule)  from the CD cupboard the ampoule was dropped in error. This was witnessed by the Anaesthetist.
Fluid spilt on floor and glass fragments maintained for Pharmacy to witness.
Line Manager informed.
Pharmacy informed.
Datix completed.  			Accidental			No further action						Continue to share good practice						Jade Rouse, Joanne Phillips, Mr Jonathan Gates, Mrs Kim Stephens												Closed						Thank you for submitting this incident.
Regards
Kim						None			Fentanyl			Fentanyl


			2/23/23			2/22/23			22599			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient had gained access to own medication, that was in a blister pack and was taking himself in bed, 			Patient was stopped, medication was removed and Nurse in charge was notified, and helped HCSW encourage patient to spit out the medication that Patient had in mouth.  Nurse in charge of patient returned from break and consulted with Medics, Patient reviewed by Medics, Patient observation taken News score 1. 			Patient taking own medication - no harm sustained by patient.  
No bedside lockers available in surge area to store medication.
Patient monitored and vital signs checked no harm caused,			Patient taking own medication - no harm sustained by patient.  
No bedside lockers available in surge area to store medication.
Patient monitored and vital signs checked no harm caused,						See above - staff need to be aware of presence of patient's own medication						Claire Herbert												Closed						Patient taking own medication - no harm sustained by patient.  
No bedside lockers available in surge area to store medication.
Patient monitored and vital signs checked no harm caused,						If surge to be used long term needs Medication storage lockers			Other Drug not listed			Folic acid


			2/23/23			2/23/23			22654			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			It was noted that a syringe of morphine had been left unlocked at patient bedside.			amount in syringe was checked against medication chart and found to be correct. Morphine was disposed of as per hospital guidelines			The staff nurse signed out the medication from the CD cupboard and diluted the medication to be able to give multiple doses to the patient as they were requiring regular analgesia. The morphine was left unlocked at the patients bed area. This is to be discussed with the staff nurse and the nurse is complete and update her IV training. 			The staff nurse signed out the medication from the CD cupboard and diluted the medication to be able to give multiple doses to the patient as they were requiring regular analgesia. The morphine was left unlocked at the patients bed area. This is to be discussed with the staff nurse and the nurse is complete and update her IV training. 						To follow policy regarding the signing out and administering of controlled drugs. 
Plan made with Nursing staff Pharmacy and Medical staff to put 10mg of morphine with 9mls of Normal saline and put in a 50ml syringe which goes in a syringe pump.						Rachael Brown												Closed						Thank you for your report, this has now been investigated and closed. 						Staff not to remove CD's from the cupboard unless to be administered immediately. 			Morphine			Morphine


			2/23/23			2/23/23			22624			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			I went to administer Oramorph for a patient from the CD cupboard and when I drew up the liquid in the syringe, I noticed that it was very cloudy and I know that Oramorph is clear, I then checked the bottle and the liquid in the bottle was very cloudy and of a thinner consistency. 

			I reported this to charge nurse, rung phamarcy and notified them. They came down, and agreed that it did not look/smell like Oramorph, they will seize the bottle and take it to be destroyed. 			Unable to ascertain what has happened or how the medications became mixed up 			Unable to ascertain who, how or when this has occurred or if any patients were given incorrect medication. As soon as it was identified that the bottle did not contain the correct medication all correct steps were taken  						There is no lesson to learn as oramorph was in CD cupboard. 						Mr Jonathan Phillips												Closed						All staff acted accordingly 						Pharmacy have taken the bottle in question away to be disposed of. Discussed going back to double signing for Oromorph in CD book but this has to go through CD policy so cannot immediately implement. Myself and Bethan Thomas - Pharmacist Measured and checked the remaining bottles of Oromorph and ensured they were kept in CD cupboard 			Morphine			Morphine


			2/25/23			2/24/23			22738			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			During bedtime medication round I administered 4500 units of tinzaparin to the patient, after administering i realised that the dose had already been given at tea time with day staff.			Patient informed and apologised to patient, nurse in charge informed, doctor informed. Regular observations as well as monitoring of the patient at bedside. Doctor stated he was not concerned due to low molecular weight. Patient for repeat bloods mane and will hand over to day staff to ensure bloods are taken. Will also inform sister in the morning and email ward manager to inform them.			Staff acted appropriately and will write a reflection on the error.			No harm has come to the patient.  Staff will do a reflection on the error.						Staff will reflect on the error.						Joanne Noble												Closed						No harm has come to the patient.						no			Tinzaparin			Tinzaparin


			2/25/23			2/25/23			22763			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			patient was prescribed dose of 2 30/500 co-codamol asked staff to give by doctor
patient on ambulance stretcher with crew member on truck, checked patient 
dose given along with other medication 
crew then made staff aware that patient had taken own co-codamol approx2 hours prior after patient had taken dose 

			dr made aware
closely monitored 
doctor was no concerned 																		Mrs Della Llewellyn, Claire Herbert												Under Investigation															Co-codamol			Co-codamol


			3/4/23			2/25/23			23225			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Retrospective report
On 26/02/23, around 08:00 am, Staff reported  medication errors. 

Error 1.      Two members of staff checked intravenous fluids prescribed along with VRII protocol, signed for the prescription which is 5% Dextrose with 20 mmol Potassium at 23:45 hours .
                   The IV fluid which was being infused at 8:15 am on 26/02/23 was Sodium Chloride with 40 mmol of Potassium. 
Error 2.     As per VRII protocol, Patient who has Blood Glucose level less than 14 mmol should be on 5% Dextrose. Therefore, protocol was not followed.			To comply with the VRII protocol, IV fluids changed to match the prescription, 5 % Dextrose with 20 mmol of Potassium was commenced.
Reported to the Nurse in charge of the shift and the anaesthetic doctor on shift
Blood glucose levels were monitored as per VRII protocol to identify any hypoglycaemia
 			The patient was prescribed a fluid bag as part of his VRII regime of Dextrose 5% with 20mmol of potassium. In error the staff on the nightshift attached a fluid bag of Normal saline with 40mmol of potassium. This was an error but also the patients BM was below 14 so required to be having 5% Dextrose not saline. Discussion's have been had with the Staff nurse who was in charge of the care of the patient and also the 2nd IV checker. Statements attached. The staff nurse is extremely remorseful and visibly upset by the error. No harm came to the patient from this error and was rectified as soon as the error was noticed. 			The patient was prescribed a fluid bag as part of his VRII regime of Dextrose 5% with 20mmol of potassium. In error the staff on the nightshift attached a fluid bag of Normal saline with 40mmol of potassium. This was an error but also the patients BM was below 14 so required to be having 5% Dextrose not saline. Discussion's have been had with the Staff nurse who was in charge of the care of the patient and also the 2nd IV checker. Statements attached. The staff nurse is extremely remorseful and visibly upset by the error. No harm came to the patient from this error and was rectified as soon as the error was noticed. 						Ensure thorough checking of all medication being administered against the prescription. 			Staff statements requested. 			Mrs Michelle Porter, Rachael Brown, Tracy Jones, Vicky Harries												Closed						Thank you for your report. This has been investigated fully, has been actioned and will now be closed. 						Discussion and reflective work carried out with staff nurse. 
2nd checker has now attended IV study day. 


			2/27/23			2/26/23			22835			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient attended ED with an intentional overdose. Patient was transferred from Surge to Red Trolley Bay and disclosed to nurse in charge on the way that he had other medication on him incl. Oromorph (approx. 5-6mg) and Buccolam 10mg (1 syringe) just prior to being moved while in Surge.			Patient put on cardiac monitor, set of obs done, neuro obs commenced, medics informed and all medication removed from patients bag (with his permission). All non-CD drugs stored in red trolley bay clean untility in patient property bag with a sticker on it. Oromorph signed into patient own CD's and stored in CD cupboard. No Buccolam left.			Unfortunately staff do not search patient's on arrival to ED so this type of incident may occur occasionally.
No further harm sustained by patient as was being admitted for monitoring under the medical team.  
This does not require a datix to be completed as not caused by failure on part of HB staff.  
			See above						Nil						Claire Herbert												Closed						Unfortunately staff do not search patient's on arrival to ED so this type of incident may occur occasionally.
No further harm sustained by patient as was being admitted for monitoring under the medical team.  
This does not require a datix to be completed as not caused by failure on part of HB staff.  						Nil			Morphine			Midazolam


			2/26/23			2/26/23			22795			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Low			Patients medication chart has no further space for medication to be administered			Doctor informed several times of need for chart to be re-written 			Incident appears to be as initially reported.  To refer to SHO senior team for review			good communication and escalation. and to have drug chart re-written within 48 hours of completion 						good communication between teams and escalation as appropriate 						Dean Boyce, Mrs Sara Williams, Tiegan Parr, Tracy Owen												Closed						effective communication between teams 
ensure medial team is aware that drug chart is coming to the end within the next 48 hours 
escalate as necessary 						As above			Pregabalin			Pregabalin


			3/1/23			2/28/23			23026			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dyfed Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Moderate			Palliative care contacted 27th February 2023 about a patient who was felt to be in the last days of life on Dyfed Ward. This Gentleman was taking regular morphine MR for pain (including pain from a  fractured Thoracic vertebrae) prior to his deterioration. He was no longer able to take oral medications.
It was advised by my colleague Palliative care CNS to replace this morphine in a CSCI (Syringe driver). The contacting doctor then prescribed this CSCI 27th February 2023. 

I attended dyfed ward on 28th February 2023 to review the patient. The prescribed CSCI had not been set up/started and there was a piece of paper stapled to the drug chart. This piece of paper included an entry from a staff nurse who had contacted bed management explaining that there were no staff on the ward able to set up or support a CSCI. It is then documented that the bed manager advised for the patient to remain in Dyfed ward, NOT to have the CSCI and to be managed with PRN medications. It si not documented that this decision was discussed with a doctor from any speciality or any prescribing healthcare professional.

On review the patient did appear to be dying as expected and was uncomfortable, exhibiting signs of pain and distress. The patient needed a CSCI to ensure he was comfortable and properly cared for in the last days of his life.

I contacted the site matron Helen to explain my concerns, and explained these concerns face to face with her. Site Matron explained to me that the outreach team and night nurse practitioners may be able to help manage the CSCI if the agency nurses were unable to do so. She offered to contact the ward and make a plan to enable proper care for this patient. 
I returned to the ward some hours later, and the matron had not yet contacted the ward. 
I explained my concerns to the staff, and explained that the patient does need a CSCI and that the outreach team/night nurse practitioners may be able to help facilitate this. 

Unfortunately, an agency nurse on the ward was very unhappy at the prospect of the patient having a CSCI as she did not feel that she had adequate training. Another agency nurse on the ward was extremely helpful and offered to manage the driver, reminding the other nurse that there is an all wales policy for CSCI. The agency nurse caring for the patient was not happy to nurse the patient on a CSCI, even if the helpful nurse managed the CSCI.
The agency nurse caring for the patient was not happy or agreeable to nurse the patient if the outreach team started/managed the CSCI.
The agency nurse told me repeatedly that Dyfed ward cannot have patients with CSCI as there is no equipment or keys- the helpful agency nurse produced a key and options were offered but she was still not agreeable. 
I offered reassurance and tried to offer as many options and safety netting measures as possible but the agency nurse was not agreeable. 
Despite explaining that the patient required this intervention to ensure comfort and dignity in his last days of life, the agency nurse caring for this patient was immovable in her disagreement to care for him with a CSCI and felt strongly that it was most important to protect her PIN. 

The agency nurse was clear that Dyfed ward was supposed to be for medically fit patients. 
The agency nurse caring for the patient also cared for this patient the day before and told me he should be moved to another ward. It was not clear that this nurse had done anything to facilitate or chase this across her 2 shifts caring for this patient. 

I recognise and understand that not every staff member is familiar with CSCI or the various pumps that can be used to deliver this medication, and competence is essential. It is frustrating that no other options were fully explored or accepted. 

 
			I contacted site matron as stated.
The decision in the late afternoon was made to move the patient to a ward where he could receive the care that he needed. 

I commenced regular SC morphine in small doses to ensure some level of background analgesia. 

I then handed to the medical oncall that when he is moved to ward D, please can the oncall STOP this regular SC morphine and instead prescribe a CSCI with morphine and midazolam. Handover taken and plan in place. Matron informed me that the plan was to transfer the patient prior to evening handover. 

Today 1/3/23 It appears that the regular SC morphine last night was NOT given and no reason was provided for this. It is not known to be which ward he was on when this dose was due. 
The CSCI was NOT prescribed by the oncall therefore was not in place. 
Again today the patient was uncomfortable, in pain and distress. NO PRN medication had been given overnight. 

A CSCI has now been prescribed and I have been reassured that this will be set up in the morning. 															Appropriate safeguarding trigger.  On reviewing the record, an adult at risk report should be completed.  There appears to be multiple doses of pain relief not administered to the patient despite this being required and despite reporters attempts to resolve this.  Please complete referral and submit to local authority and Corporate Safeguarding team (email addresses on bottom of referral form).  Please also discuss with Pete Matthews in Nurse Bank re: agency nurse.  Please contact CST 01639 683164 if you wish to discuss.			Helen Edwards, Mrs Anna-Marie Griffiths, Mrs Katrina Rees, Ms Claire Morris, Rebecca Davies												Under Investigation															Morphine			Midazolam


			2/28/23			2/28/23			22931			Patient/Service User			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			Patient scheduled for elective surgery, laparoscopic hysterectomy + BSO for pre-malignant cells.  
Known diabetic, taking multiple diabetic medication, including an SGLT-2 inhibitor, Empagloflozin.
Peri-operative guidelines CID126 suggest that patients should be advised to omit this on the day prior to surgery due to the risk of euglycaemic ketosis. 
Patient reports she received no guidance regarding this, and therefore continued to take it on the day prior to surgery. 
This was a missed opportunity to provide a patient with diabetic medication guidance as per hospital policy. 			Patient's blood glucose and ketone levels checked prior to theatre.
Proceeded with surgery due to underlying pathology. 
Glucose and ketone levels also need to be checked post-op until normal diet resumes. 						NA						Presented at governance to share awareness and update on the pre-operative diabetic guidelines.

Training has been set up within POA service to improve understanding.						Bev Dawkins, Dr Lewys Richmond												Closed						Presented at governance to share awareness and update on the pre-operative diabetic guidelines.

Training has been set up within POA service to improve understanding.									Empagliflozin			Empagliflozin


			3/2/23			3/1/23			23073			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient admitted with ? Sepsis known to have memory issues but answering question appropriately.
Needed urgent IV antibiotics, patient stated not allergic to Penicillin, ambulance sheet and triage notes documented no known allergies. Patient prescribed Penicillin for treatment of sepsis. Collateral history from son- advised mother is allergic to Penicillin. 			Infusion stopped after approximately half the bag. Patient monitored- no obvious reaction			Clinician took reasonable steps to identify patient allergies before prescribing antibiotics, but did not check GP record.			Patient did not have any apparent allergic reaction when penicillin was given. 
The clinician used information from the patient, WAST and WPAS - none of which recorded any allergies.
						Using any available resources to clarify information in the patient who has memory problems or confusion			Patient record on WCP reviewed - GP referral letter (to the memory clinic) August 2022 includes Penicillin allergy. 
No allergies recorded on WPAS.
			Dr Kirsty Dickson Jardine												Closed						The clinician used information from the patient, WAST and WPAS - none of which recorded any allergies.
The allergy to Penicillin was recorded in the GP record in WCP.
The patient did not have any apparent reaction after being given Penicillin in ED.

Clinicians to be reminded to access GP records for information when the patient story is unreliable/ not available.
Clinicians also informed that they can add allergies to WPAS via keynotes						No			Piperacillin + Tazobactam			Levofloxacin


			3/7/23			3/1/23			23416			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient administered three doses of IV morphine on 1/3/23. The only injectable morphine available on both sides of SDMU was out of date,  therefore it is highly likely that expired morphine was administered.			Patient's surgical team informed who also asked the nurses to monitor the patients. Remaining expired morphine removed from the ward. 			Noted incident and this patient was given sub-cut morphine one day out of date.Patient was an end of life patient and no harm has come to the patient on this occasion.
Usual practice is that expiatory date is always checked prior to administration and this was not obviously done.This has not happened before and will reiterate to staff the importance of checking expiatory date with every medication administered.
With controlled medication on the night shift expiatory dates are check as part of policy			I feel this was a genuine  human error and will reiterate to all staff the importance of checking expiry dates to avoid incidences  such as this. Complacency can not be accepted in this situation and no harm to patient on this occasion but had I feel focused the importance of checking expiry dates.
I do not feel we need to explore this incident further at this time.  						As above						Joanne Noble, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Vaughan Davies												Closed						Have informed all staff today of learning from this incident of importance of checking expiry dates of medication at all times. 						As above


			3/2/23			3/1/23			23072			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			working in resus in IV morphine was required for a patient when checking controlled drugs Morphine Sulfate 10mg/1ml  was out of date in Blue resus Omnicell when checking other areas of ED all Morphine 10mg/1ml was out of date which meant there was a delay in patients treatment. 

Ketamine was also out of date and when checking other areas of ED all ketamine vials were out of date which again meant a delay in patients treatment as we had no vials we could use in the department. 
 			Nurse in charge informed 
site manager informed
oncall pharmacist informed  
datix completed 
Morphine was sourced from Children's emergency unit 
ketamine was sourced from General ITU 
Ketamine and morphine ordered in CD book and sent to pharmacy 			Out of date controlled drugs had an effect of being unable to give treatment to patients in the department in a timely manner			Controlled drugs were found to be out of date when needed and also other drugs were also out of date and weren't highlighted to NIC during daily CD checks.
Drugs were sourced from other areas throughout the hospital and via on call pharmacist						See Above						Mrs Della Llewellyn												Closed						working in resus in IV morphine was required for a patient when checking controlled drugs Morphine Sulfate 10mg/1ml  was out of date in Blue resus Omnicell when checking other areas of ED all Morphine 10mg/1ml was out of date which meant there was a delay in patients treatment. 

Ketamine was also out of date and when checking other areas of ED all ketamine vials were out of date which again meant a delay in patients treatment as we had no vials we could use in the department. Nurse in charge informed 
site manager informed
oncall pharmacist informed  
datix completed 
Morphine was sourced from Children's emergency unit 
ketamine was sourced from General ITU 
Ketamine and morphine ordered in CD book and sent to pharmacy

 All staff emailed and reminded of the importance of checking expiry dates during daily CD checks, advised to reorder drugs that are expiring within 7 days to ensure the department is stocked adequately
 						All staff emailed			Morphine			Ketamine


			3/2/23			3/2/23			23099			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology			Low			Extravasation of 85 mls of omnipaque. 			Arm elevated and ice applied, information given to the patient and SDMU informed. Arm was slightly swollen and slightly red when leaving CT			Departmental protocol followed. 			Departmental protocol followed. 						Departmental protocol followed. 						Ceri White, Miss Amy Goggins, Mrs Janine Sparkes												Closed						Departmental protocol followed. 						No further actions required. 			Iohexol			Iohexol


			3/8/23			3/3/23			23504			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			I visited patient today in order to review her bloods and complete a holistic assessment.  On checking her medication, the NOMAD tray provided by the hospital contained her daily doses of Apixiban.  She had also been given 3 separate boxes of medication - 2 of which were her antibiotics which were correctly labelled, the 3rd box was an unlabelled pack of Rivaroxaban.  Patient states she was advised to take one daily.  For the last 4 days patient has taken Apixiban and Rivaroxaban.  She stated that it had been in her locker with her antibiotics.			Patient advised to stop taking the Rivaroxaban immediately and dispose of it.			Reviewed DAL dated 03/03/2023. Apixaban on list at a dose of 2.5mg BD (this was continued as pre-admission). NOMAD box was supplied with apixaban (as per DAL). This was dispensed as per our system.
No rivaroxaban on DAL. 
No rivaroxaban supplied by pharmacy as per our dispensing system.															Elizabeth Alexandra Davies, Mr DuncanJ Davies, Olivia Rees, Rebeca Davies												Under Investigation												Not from pharmacy. 			Rivaroxaban			Rivaroxaban


			3/3/23			3/3/23			23206			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			Moderate			Pt admitted into ED following a possible stroke, was within minors first and then transferred into blue resus. 
On returning from my lunch break, IV pump was alarming, went to check and the syringe was fitted wrong into the syringe pump and the infusion hadn't been running and said on hold. Checked with colleagues what was in the syringe pump as it had no drug label on it, a colleague said that it must be the the thrombolysis infusion that was set up by the stroke nurse. There were two qualified nurses in blue resus whilst i was on break but were split between blue resus 1 and another nurse running between 3, 4 and 5 who were also acutely unwell but stroke team were with the patient whilst there was no nurse there able to help. I informed the stroke nurse that the infusion appeared to not have been running and that there was no label to show me what it was, she said it should have been running for 60 minutes, i then showed her how the syringe was fitted wrong and that it had never been started, spoken to all staff in blue resus and nobody had been involved in setting up the infusion apart from the stroke team. Documented it was started at 16.29 but was recommenced at 17:35. 
			Infusion commenced, nurse in charge informed, stroke nurse informed, matron informed, datix completed, Documented actual start time on chart. 															Patient is currently being nursed in the OPAs unit.  Notes reviewed.  Attended on 3/3/23 - first ED nursing entry other than triage is at 22.30 and contains the phrase "thrombolysis by the stroke nurse on duty at 16.19".  NEWS chart initials at 16.19 are SW.  At the top of the obs chart is the statement "23532 Stroke nurse Steph until 8". Patient was clerked at Dr. Wai and initially had a treatment plan of no thrombolysis as the deficit is minor.  There is another entry below this stating that the stroke nurse has re-discussed the patient with the stroke consultant on call and he is now for thrombolysis.  The prescription for both the bolus and the infusion of thrombolysis is signed by SW with a time to be given of 16.29.  17.35 - documented "was on hold when checked.  Re-started then".  ?if any Ed nurse was involved in the administration of the thrombolysis.  Documents scanned in and attached to datix.  D/W Matron Rees- she will speak to CNS for stroke tomorrow.   			Karen Thomas, Miss Karen Ward, Mrs Katrina Rees												Under Investigation


			3/4/23			3/4/23			23232			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Whilst checking CDs, one vial fell on the floor and broke. 

Please note, there were 11 vials present in the box which should have contained only 10 of them. 			incident witnessed by a second checker as per protocol, vial disposed as per protocol. Nurse in charge made aware. Will inform pharmacists when they attend the unit.			That if the box wasn't filled over capacity then the vial wouldn't have fallen out and smashed.			In future not to overstock the cd boxes with vials above the recommended capacity						To only place the recommended capacity of vials hat it says on the outside of the box.			Two statements have been uploaded and therefore this datix can now be closed down as the investigation has also been completed.			Mrs Alison Demery												Closed						Thanks for completing this Datix. Please remember to Email Greg the pharmacist to let him know about this incident and this datix number.						We will put a message on our group intranet page to inform staff not o over fill the boxes above their stated capacity.			Fentanyl			Fentanyl


			3/7/23			3/5/23			23398			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Moderate			Pt had tested positive for COVID-19 and had become unwell, anticipatory medication had been prescribed with a clear indication of when to use. Handed over to me on 5/3/23 07:05 AM that pt had received midazolam 2.5mg subcutaneously as he was pulling his oxygen mask off. Checked WNCR and the nurse had written it had been given but had not described why it had been given. Pt was extremely drowsy and knocked off during the morning, was rousable but the midazolam had had a great effect on the patient. On-call doctor came to the ward to r/v patient as he had looked after him the day before. I informed him that midazolam had been given by the nurse on the night shift. He was extremely surprised and asked if a doctor had reviewed pt before giving. I explained nothing had been handed over to me or written in the notes that he had been reviewed.  Doctor informed me that he prescribed it on 4/3/23 but with clear instruction it was strictly for EOL care and for a doctor to review pt before it being given. He has documented all of this in the medical notes. He asked me to escalate it to the ward manager. I have and it's deemed a datix needs to be done. The family are aware of the incident and are not happy as can be imagined. 			Notified the doctor straight away, monitored patient and continued to rouse pt to ensure pt could still be roused. Informed Ward manager of the incident also. 																		Julius OBANA, Rachel Lee, Samantha Evans												Under Investigation															Midazolam			Midazolam


			3/7/23			3/6/23			23404			Organisation			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			Whilst taking the Morphine box (10mg/1ml (manufactured by Kalcex)) out of the CD cupboard I heard loose glass. On checking the box, I noticed that two ampoules had broken. No fluid was in the ampoules. It wasn't noted on checking drugs at the start of the list.			Anaesthetist informed. Sister in Theatre informed. Service manager informed and Paul Swithenbank in Pharmacy contacted.			All protocols were followed.			Protocol followed as per policy.						Protocol followed as per policy.						Jade Rouse, Joanne Phillips, Mrs Kim Stephens												Closed						Protocol followed as per policy.						No			Morphine			Morphine


			3/7/23			3/7/23			23410			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Low			Patient with T1DM attended CEPOD for forefoot amputation. Patient NBM before theatre, with an insulin sliding scale commenced on Ward V as per protocol.  Patient arrived into theatre with insulin pump running (1ml/hr) without 5% glucose fluid running (bag attached to patient, but without pump and line clamped); i.e., patient having unopposed insulin. Existing sliding scale chart checked for 'last BM', and patient underwent anaesthetic induction. 

Infusion pump requested for patient - first pump was defective (showing error) and second pump had to be sourced. A blood sugar (BM) reading was taken around 15:00 which showed a blood glucose reading of 2.7mmol/l. 

When charts checked, patient has been receiving standard sliding scale instead of reduced sliding scale rate as he was prescribed. 			Insulin stopped, 100ml of 20% Glucose given as per protocol. BM checked after 15mins and VRII restarted at reduced rate. Ward, surgeons and patient informed. 			poor adherence of management of patient on variable rate infusion pre op.
Noted there is also confusion with the prescribing of the VRII by on call team ,appears that  that the relevant box for starting scale  Standard had been ticked and not the reduced. This has now got a cross through it and reduced rate ticked unsure when this change was made if it was in theatre when blood glucose was low.
Patient had blood glucose checked prior to leaving the ward and was  4.1.
Nurse involved and understood that it was un safe practice to remove fluids from pumps as this could potentially lead to patient being administered bolus fluids, and the potential patient harm involved with this practice			as discussed above						as discussed above						Mary Clarke, Mrs Kerstin Harley, Mrs Nerys Dunn												Closed						as above						Nurse involved was an agency nurse incident discussed with her. Hospital bank informed to contact Agency that nurse was from to inform and identify if the nurse requires further training
Reinforced practice awareness and refresh her knowledge by accessing  guidelines for management of patients on variable rate via COIN.
Has recently undertook point of care training as agency nurse has been block booked to the ward.
Diabetic lead spoken with and is looking at organising ward based training to reinforce practice awareness and knowledge with care of Diabetic patients within a surgical ward.			Insulin soluble human			Insulin soluble human


			3/8/23			3/7/23			23455			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			I was asked by the bedside nurse to administer 10% Glucose 100ml as patients Blood Sugars had decreased to 4mmol, there was a bag currently attached and fluids had been administered overnight from that there.  On observation the Glucose 10% which was attached was out of date and had expired 02/2023.  On checking the prescription and the pump it was recorded on both that 200 ml had been administered from the expired bag.			Glucose 10% attached, immediately disconnected and new bag and line prepared.  Incident Form Completed and NIC informed			During the night shift an expired 10% Glucose bag was used for intermittent infusion on a patient.			Allegedly an expired infusion was conected to the patient but no evidence was kept. Two experienced nurses checked the infusion and both say they checked it as in date. 						Continue to check intravenous medication as pet Health Board policy.
Collect photographic evidence.			The nurse who has checked the intravenous infusion bag has provided her statement, which has been uploaded to the datix. CS			Coca Sewell												Closed						Thank you for completing this Datix and raising awarness. Please, can photographic evidence be obtained in the future to support as proof. 						When is was discovered the following day, the bag was discarded.			Glucose			Glucose


			3/27/23			3/7/23			24846			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Moderate			Patient was referred to Hospital Specialist Palliative Care Service via Hospital Palliative Care Team referral and advice line. Referrer informed clinician taking referral that fentanyl patch had been stopped and that patient was not on any long acting opioid. Clinician then gave advice to commence longtec 5mg BD. On review the next day, fentanyl patch was still prescribed and still physically on the patient. She had also started the longtec, and was now opioid toxic with distressing hallucinations and frightening, vivid dreams.			Fentanyl patch removed. Longtec stopped. Switched to short acting oxycodone with plan for further medical palliative care review the next day.			Background- Patient admitted with sever abdominal pain with routine CT scans and bloods patient was diagnosed with pancreatic lesions with multiple lesions to liver diagnosed metastatic pancreatic cancer with a distal pancreatic multiple liver metastases. 
Patient was seen by the acute pain team on the 2nd March advice and plan put in place for patient to have a fentanyl patch 12mcg with PRN Oxycodone 2.5mg s/c and once a day PR Diclofenac. 
No evidence of hallucinations or vivid dream at this present moment in time. 
Patient was further reviewed by the acute pain team on the 6th March to review patient's pain, patient stated that her pain was manageable and able to mobilise around the ward, kidney function remains poor and to continue with current plan. 
Surgical team (PA) reviewed the patient on the same day and contacted the palliative care services to refer the patient due to abdominal pain radiating to back and felt to be disease related that needed advice from the palliative care team. Full SBAR completed over the phone, a copy of this is in the attachment of this datix. PA explained fully to the palliative care team stating that the patients pain was not manageable therefore needed advice. though investigating this incident and looking through the SBAR the palliative care nurse was made aware that the fentanyl patch had been stopped therefore, advice given to the PA to start on long acting oxycodone longtec 5mg and observe for signs of toxicity and side effects. Advice given to the PA to refer the patient to acute oncology services.  
Staff nurse caring for the patient at night contacted the on-call surgical ward cover overnight at 0056am on the 7th March as patient was distressed due to confusion hallucinations and vivid dreams, noted on the WNCR in-patient notes 			In conclusion though investigating this incident and looking through this incident it is evident that this incident has occurred due to poor communication between the PA , team and the nursing staff, a clear plan was put in place by the palliative care team in relation to the patient's pain management. The palliative care team were under the impression that the fentanyl patch was stopped and removed. 
On investigating the SBAR tool that the palliative care nurse completed it was noted on there that the fentanyl patch had been stopped therefore, advice given to the PA to start on long acting oxycodone longtec 5mg and observe for signs of toxicity and side effects. Advice given to the PA to refer the patient to acute oncology services, the PA did not cross off the fentanyl patch from the prescription chart and did not update the nurse who was caring for the patient. Looking through the medical notes there was nothing stated that the PA had discussed the pain management plan with palliative and nil noted to remove the fentanyl patch. 
Staff nurse caring for the patient at night had  contacted the on-call surgical ward cover overnight at 0056am on the 7th March as patient was distressed due to confusion hallucinations and vivid dreams, noted on the WNCR in-patient notes. The patch was removed the following day by the oncology team who came to assess the patient. The incident was avoidable, reason for this is that there was a barrier in communication between the team and nursing staff and limited information was documented in the nursing notes in relation to the change in patient's treatment regarding pain management, therefore making it difficult to follow instructions and giving correct care regarding the patient's pain management. 
The patient did not come to any harm, however the patient was distressed at night due to the hallucinations and confusion possibly caused by increased intake of opioids, the night nurse had escalated this to the on-call team overnight and advised to keep the fentanyl patch in place as the patient still had pain, longtec was commenced on that day therefore  pain remain  an issue and the longtec had not fully absorbed into the patient system. The night on-call doctor had then crossed off the next morning dose of  Longtec 5mg so that the team could review this was due to the hallucinations and possible opiod toxicity and naloxone prescribed in-case it was needed. 						Better communication between teams and nursing staff in relation to patient care. 
Doctors to handover any changes to the nursing staff in relation to the patient care. 
Nursing staff to attend ward rounds with team, doctors. 
Doctors to document any changes regarding the patient's condition and treatment and make sure that nursing staff are aware of this. (use verbal communication). 						Francesco Bonifacio, Katie Jones, Mr Bilal Al-Sarireh, Mrs Julie Andrews												Closed						Incident investigated and completed please send for closing. 						Incident investigated, nurse spoken to regarding this incident, nurse on night duty was aware of the fentanyl patch still being prescribed and was given longtec 5mg, however this was reported to the on-call surgical ward cover, longtec oxycodone put on hold for the morning dose and fentanyl patch remains in situ , when reading through the notes there was no information inputted to stop the fentanyl patch.			Fentanyl			Oxycodone


			3/10/23			3/8/23			23685			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dyfed Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Patient prescribed Flucloxacillin PO - to be reviewed within 72 hours in HEPMA as per ARK functionality. Prescription was not reviewed and so the prescription automatically suspended due to task non completion.  			Antibiotic report reviewed by HEPMA team, noted that patient had missed more than 24 hours worth of doses. Doctor contacted on 8th and 9th March and advised that antibiotic prescription needed to be reviewed and resumed or discontinued as per the patient's clinical status. 
HEPMA team reviewed antibiotic report on Signal on 10th March - prescription remains suspended due to task non completion. Ward has no Doctor cover today, contacted the on call ward cover and advised that antibiotics need to be reviewed.																		Catherine Allen, Mrs Anna-Marie Griffiths												Under Investigation															Flucloxacillin			Flucloxacillin


			3/10/23			3/10/23			23648			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			While conducting a CD check, it was noticed that a box of Morphine Sulphate had a expiry date of 02/23. This was noted in the Pharmacy order book numerous times for the attention of the Pharmacy tech. It had also been mentioned numerous times by various members of staff to both the Pharmacy tech and ward Pharmacist in person. 
It was mentioned specifically by myself to the Pharmacy tech this morning (10/3/23).
From looking back at the CD sign out book, on the 5/3/23 and 6/3/23 it was written that 6 out of the total amount in CD book were out of date. 
While signing in Morphine Sulphate ampules from Pharmacy this afternoon, it was noticed on counting the out of date box too as they were still in cupboard that there was only 5 ampules left. There has been multiple administrations of morphine sulphate between 6/3/23 and 10/3/23, therefore it is uncertain at what time the error has occurred. 
			Informed Sister in charge
Datix completed
Rung Pharmacy Technician again to request it signed out immediately and discarded of properly 
			staff on completing daily checks of expired controlled drug medication did not notice the expiry date and 1 dose of this medication was administered. Due to the frequency of patients requiring this medication at the time it is unclear as to when this incident occurred or which patient received the expired dose. What has been established is there was no one on the ward at the time who was noted to become unwell post medication administration 			staff on completing daily checks of expired controlled drug medication did not notice the expiry date and 1 dose of this medication was administered. Due to the frequency of patients requiring this medication at the time it is unclear as to when this incident occurred or which patient received the expired dose. What has been established is there was no one on the ward at the time who was noted to become unwell post medication administration 						staff to refamiliarize themselves with management of controlled drugs policy 			Response from Ward Pharmacist, David Jackson:

The timely identification of expired controlled drug stock is testament to the vigilance shown by nursing staff and compliance with daily controlled drug checks.

Unfortunately pharmacy staff are not always able to remove expired controlled drug stock at the point of request.

To avoid accidental administration of expired controlled drugs, the drugs should be segregated within the controlled drug cabinet (for example, by placing in a bag labelled 'expired stock not for use') until they can be returned to pharmacy for destruction.   

The pharmacy controlled drug register for expired stock was reviewed 27/7/23 (see attached scan). As can be seen from the register, the expired stock was returned to pharmacy 10/3/23.  

As detailed within the SBUHB 'Policy for the management of controlled drugs' 2022, all administrations of schedule 2 controlled drugs require two signatories. The counter-signature is to check the drug particulars including drug name, dose, expiry date and batch number. If done properly, this procedure mitigates the risk of accidental administration of expired controlled drugs. 

			Amy Stephens, 2TQ, Christine Evans, Michelle Chapman, Mrs Tanya Fuller												Closed						The timely identification of expired controlled drug stock is testament to the vigilance shown by nursing staff and compliance with daily controlled drug checks.

Unfortunately pharmacy staff are not always able to remove expired controlled drug stock at the point of request.

To avoid accidental administration of expired controlled drugs, the drugs should be segregated within the controlled drug cabinet (for example, by placing in a bag labelled 'expired stock not for use') until they can be returned to pharmacy for destruction.

The pharmacy controlled drug register for expired stock was reviewed 27/7/23 (see attached scan). As can be seen from the register, the expired stock was returned to pharmacy 10/3/23.



As detailed within the SBUHB 'Policy for the management of controlled drugs' 2022, all administrations of schedule 2 controlled drugs require two signatories. The counter-signature is to check the drug particulars including drug name, dose, expiry date and batch number. If done properly, this procedure mitigates the risk of accidental administration of expired controlled drugs.						staff to be debriefed on incident and reminded of health board policy in correct checking of medications
Pharmacist has provided a statement advising staff on correct segregation of expired controlled drugs as it was not the pharmacist responsibility to dispose of medications on first  notice from staff. 
If appropriate checks had been carried out by ward staff an expired dose of medication would not have been given 			Morphine			Morphine


			3/10/23			3/10/23			23649			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			While conducting a CD check, it was noticed that a box of Morphine Sulphate had a expiry date of 02/23. This was noted in the Pharmacy order book numerous times for the attention of the Pharmacy tech. It had also been mentioned numerous times by various members of staff to both the Pharmacy tech and ward Pharmacist in person. 
It was mentioned specifically by myself to the Pharmacy tech this morning (10/3/23).
From looking back at the CD sign out book, on the 5/3/23 and 6/3/23 it was written that 6 out of the total amount in CD book were out of date. 
While signing in Morphine Sulphate ampules from Pharmacy this afternoon, it was noticed on counting the out of date box too as they were still in cupboard that there was only 5 ampules left. There has been multiple administrations of morphine sulphate between 6/3/23 and 10/3/23, therefore it is uncertain at what time the error has occurred. 
			Informed Sister in charge
Datix completed
Rung Pharmacy Technician again to request it signed out immediately and discarded of properly 
			1 dose of expired morphine administered and not noticed by staff during checking of controlled drug 
due to frequency of people receiving this medication at this time it is unclear which patient received the expired dose. 
No patients were known to become unwell at this time, post medication administration 			it is unclear as to which patient received the dose of expired morphine, however at the time there no were reported contraindications for any patient						staff to ensure all correct steps are followed when checking and administering controlled drugs 			progress note provided by David Jackson ward pharmacist, saved on duplicate datix 23648
The timely identification of expired controlled drug stock is testament to the vigilance shown by nursing staff and compliance with daily controlled drug checks.

Unfortunately pharmacy staff are not always able to remove expired controlled drug stock at the point of request.

To avoid accidental administration of expired controlled drugs, the drugs should be segregated within the controlled drug cabinet (for example, by placing in a bag labelled 'expired stock not for use') until they can be returned to pharmacy for destruction.

The pharmacy controlled drug register for expired stock was reviewed 27/7/23 (see attached scan). As can be seen from the register, the expired stock was returned to pharmacy 10/3/23.
			Amy Stephens, 2TQ, Christine Evans, Michelle Chapman, Mrs Tanya Fuller												Closed						The timely identification of expired controlled drug stock is testament to the vigilance shown by nursing staff and compliance with daily controlled drug checks.

Unfortunately pharmacy staff are not always able to remove expired controlled drug stock at the point of request.

To avoid accidental administration of expired controlled drugs, the drugs should be segregated within the controlled drug cabinet (for example, by placing in a bag labelled 'expired stock not for use') until they can be returned to pharmacy for destruction.

The pharmacy controlled drug register for expired stock was reviewed 27/7/23 (see attached scan). As can be seen from the register, the expired stock was returned to pharmacy 10/3/23.
						staff debrief held regarding incident and staff asked to refamiliarize themselves with the management of controlled drugs policy 			Morphine			Morphine


			3/10/23			3/10/23			23640			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			None			Patient prescribed IV Co-Trimoxazole - to be reviewed with 72 hours as per ARK functionality within HEPMA. Prescription was not reviewed with the 72 hour time frame, and so the prescription automatically suspended.  			Antibiotic report monitored by HEPMA team - noted that patient had missed 24 hours worth of doses of the Co-Trimoxazole. Ward Dr contacted and made aware - advised that they needed to review the antibiotics and resume or discontinue the prescription as clinically indicated. 			Patient prescribed IV Co-Trimoxazole - to be reviewed with 72 hours as per ARK functionality within HEPMA. Prescription was not reviewed with the 72 hour time frame, and so the prescription automatically suspended.  			Patient missed 24 hours of antibiotics						Doctors are to be reminded that they can access hepma via signal in order to review antibiotics						Dr Richard Chudleigh, Jess Bennett, Mrs Caroline Morton, Mrs Carys Walters, Mrs Hilary Thorne												Closed						Thank you for reporting.
Feedback has been given to the medical team.						Ward Dr contacted and made aware - advised that they needed to review the antibiotics and resume or discontinue the prescription as clinically indicated. 			Co-trimoxazole			Co-trimoxazole


			3/12/23			3/11/23			23762			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Antibiotic suspended due to built-in ARK functionality in HEPMA. Patient has now missed more than 24 hours of doses.			Staff nurse informed who will contact on call Dr.			antibiotic suspended due to built-in ARK functionality in HEPMA. Patient has now missed more than 24 hours of doses.			Patient has now missed more than 24 hours of doses.						Medics are to be reminded that they can access hepma via signal to review antibiotics						Mrs Caroline Morton, Mrs Hilary Thorne												Closed						Thank you for reporting.
Feedback has been given to medical team.						Medics are to be reminded that they can access hepma via signal to review antibiotics			Meropenem			Meropenem


			3/14/23			3/11/23			23908			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			Low			The patient was prescribed amoxicillin and clarithromycin on the patients HEPMA chart on 8/3/23. These antibiotics were stopped on the evening of 11/3/23 (so received last dose on morning of 11/3/23) as per ARK functionality added into HEPMA system. I have checked this with the medical team on 14/3/23 and the antibiotics are actually to continue and were not meant to be stopped. As a result the patient has missed 5 doses of they antibiotics.			I have discussed this with the medical team and they are going to restart the antibiotics.																		Dr Richard Chudleigh, Jess Bennett												Under Investigation															Clarithromycin			Amoxicillin


			3/11/23			3/11/23			23714			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Patient went home following discharge via hospital transport without take home medications 			Family informed of incident, apologies given. Patient family declined to come to ward to pick up medications.
Site matron called for advice, taxi booked to transport medication to patient home. Medication given to porters. 
Family informed of plan 			The patient was discharged home without their take home medications. The nurse responsible for the patients care and discharge has stated how sorry she was and stated she genuinely just forgot to give them to him prior to his discharge. The shift was short staffed. The nurse understands the implications and costs involved in this error. No harm was done and the issue was resolved . 			The patient was discharged home without their take home medications. The nurse responsible for the patients care and discharge has stated how sorry she was and stated she genuinely just forgot to give them to him prior to his discharge. The shift was short staffed. The nurse understands the implications and costs involved in this error. No harm was done and the issue was resolved . 						To follow discharge checklist. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has now been investigated and closed. 						None


			3/13/23			3/11/23			23823			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery						Admission to hospital 6/3 with nausea and vomiting. Diagnosed obstruction. Decision to operate ?7/3 (from notes)
Laparotomy 11/3, admitted to high dependency in intensive care unit postoperatively. Found to have metabolic acidosis on first blood gas (taken 1030 during operation). 
Found to have elevated ketones (6.7) in blood with no history of diabetes, but little oral intake since hospital admission (and few days prior) and no dextrose provided (all prescribed maintenance fluids recorded on drugs chart were Hartmanns). 
Diagnosed as starvation ketosis, which has developed during hospital admission due to inadequate oral intake or IV dextrose supplementation. Note TPN had been requested but not yet administered. 
			Resuscitation with dextrose containing fluids with resolution of ketosis. 
Later commenced on low level nasogastric feed and TPN			Noted incident and this patient was transferred from Singleton Hospital for urgent Laparotomy under the care of Mr Greg Taylor but Mr Mark Davies operated on this patient on the 11/03/23.
The patient was admitted to Moriston ED on the 06/03/23 at 11am and transferred to Singleton Hospital ward 2 from ED at 18:20hrs.
Patient was transferred to ward 4 Singleton Hospital at 19:20 06/03/23.
11:25 hrs on the 10/03/23 patient was transferred to SDMU Morriston Hospital
9am 11/03/23  the following day patient went to Theatre Morriston for surgery from sdmu and then was transferred to ITU Morriston from Theatres.
This Patient was on SDMU foe less than 24 hrs looking at her medication chart the patient had continuous intravenous fluids of Hartman's solution absorbing whist on SDMU.
The medical staff are responsible for prescribing intravenous infusions and it is not standard practice to initiate TPN or dextrose infusion especially as patient was only with us for less than 24hrs and then transferred to theatres and ITU .												Ordered notes to investigate nursing issues			Mr Gregory Taylor, Mr Mark Davies, Mrs Arlene Davies												Awaiting Closure												This incident will be referred to appropriate medical team caring for patient this patient to investigate this incident.
No more I feel a nursing input required at this time but I feel that this  learning from a nursing perspective that we will look at patients infusion prescription in future and suggest dextrose rather than continuous Hartman infusions for sick patients on intravenous infusions for  a few days.


			3/11/23			3/11/23			23727			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			COMPLETED BY AGENCY NURSE
HARTMANNS PRESCRIBED - IVI PUT UP AT 01.40 11/03/2023 SIGNED AND COUNTERSIGNED
INFUSION COMPLETED AT 09.30 - BAG TAKEN DOWN. FBC FOUND TO UPDATE, LOOKED AT MEDICATION CHART TO SEE WHAT TIME IVI WAS COMMENCED. SAW HARTMANNS WAS W/U BUT THE BAG I TOOK DOWN WAS SALINE WITH 40MMOL POTASSIUM.

			NURSE IN CHARGE INFORMED - DRS INFORMED AS SOON AS PRACTICABLE (20 MINUTE DELAY DUE TO THEIR STARTING TIME OF 10.00)
ECG PERFORMED - OBS RECORDED			It was found that two agency qualified staff had countersigned for the wrong intravenous fluids being administered to a patient. The fluids prescribed was hartmans 1000mls over 8 hours instead normal saline with added potassium 40ksl was given to the patient over 8 hours, this was discovered by the next qualified nurse coming on day duty.			That due diligence is taken when administering medication that requires two qualified nurses to check the right drug is given. 						as above						Vaughan Davies												Closed						as above						The surgical team were informed they informed the patient and apologised to patient and reassured patient. bloods were done to check the patients potassium levels they were in normal range. An E.C.G performed nil detected from E.C.G. Patient was monitored all day no ill effects and no harm to patient. The agencies involved will be contacted and will ask them for a statement from both nurses to reflect on their nursing practice.			Potassium chloride + Sodium chloride			Calcium chloride dihydrate + Potassium chloride + Sodium chloride


			3/11/23			3/11/23			23704			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			On daily (morning) checks of controlled drugs, x2 Oxycodone (20mg) ampules dropped out of packed when going to count quantity, and smashed on floor, witnessed by x2 nurses			Smashed ampules (x2), picked up and discarded as per local policy, witnessed by x2 nurses, documented in controlled drug check book and reported to nurse in charge 			Two oxycodone vials (controlled drug) were dropped to the floor and got smashed.			Te oxycodone vials were accidentally dropped to the floor and got smashed. Two nurses witnessed the incident.						Counting the CD's not to be rushed.
Place the CD's on a flat surface i.e table to count						Coca Sewell												Closed						Thank you for reporting this Datix. Ensure that the process of counting the CD's isn't rushed. And also, use a flat surface i.e table to place  the CD's on to count.  						The balance in the the CD book adjusted. The pharmacist on call informed.			Oxycodone			Oxycodone


			3/12/23			3/11/23			23738			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			The patient was discharged home with co-amoxiclav and missed that she was penicillin allergy.
			Patient contacted by phone and informed of error. Medicine not taken by child.			Doctor realised error just after patient left CEU and was able to contact parent.			Penicillin allergy documented by triage nurse in notes - doctor realised this when writing notes after discharging the child.						Doctor realised error immediately - will remember to ask about allergies before prescribing.						Dr Clare Dieppe, Dr Kirsty Dickson Jardine												Closed						Doctor realised the error after the patient left the department, and acted appropriately to ensure that the child did not take the medication given. 						No			Co-amoxiclav			Clarithromycin


			3/11/23			3/11/23			23724			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Hospital Pharmacy			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Outpatient Booking (Morriston Hospital)			None			Checked TTo's with another Nurse, noticed that the antibiotic was different to what I gave in the morning. I checked the medication chart and Flucloxacillin 500mg was prescribed and signed for as a TTO.
The antibiotic in bag and written on Discharge Advice letter was Amoxicillin 500mg. I checked with other nurses on the ward that this was an error.
			I tried to ring pharmacy but could not get an answer. Contacted on call pharmacist and explained the situation.
He said this was a drug error and to contact doctor to arrange a WP10 form so patient can get the medication in the community and to put a DATIX in.
contacted doctor who said that there are staff in pharmacy and to go down to get correct medication
This was done and correct medication given to patient.
																														Management review/Make it safe plus															Flucloxacillin			Amoxicillin


			3/11/23			3/11/23			23732			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Upon checking the controlled drugs- x2 registered nurses noted that there was a broken vial of  30mg Morphine. 			They informed myself who is completing form, discarded the broken vial appropriately. Informed NIC/ Informed Pharmacy. 			When x2 nurses went to check the CD's tonight they noted that there was a x1 broken vial of 30mg morphine in the box.			If staff accidently knock or drop any CD's in a box then they both need to check them straight away to ensure no ampoules have broken.						To be careful when handling boxes with glass ampoules that can break if they are knocked or dropped.			Datix staff - Please can you delete 11448 and 114459 as the down loads have saved illegible documents.
Thank you			Mrs Alison Demery												Closed						Thank You for completing his Datix. The incident has now be investigated and is now completed, This Datix can now be closed.						Sister In Charge made aware of incident and the Ampule was disposed of safely as per protocol. Both nurses counter signed the book after amending the total etc. Greg ITU pharmacist to be emailed by RM to inform him of the incident and Datix number.			Morphine			Morphine


			3/12/23			3/12/23			23763			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Patients antibiotic suspended on HEPMA due to built-in ARK functionality. Patient has now missed more than 24 hours of doses.			Staff nurse informed, they will contact on call Dr.			Patients antibiotic suspended on HEPMA due to built-in ARK functionality. Patient has now missed more than 24 hours of doses.			Patient has now missed more than 24 hours of doses.						Doctors to be reminded that they can access hepma via signal to review antibiotics.						Mrs Caroline Morton, Mrs Hilary Thorne												Closed						Thank you for reporting.
Feedback has been given to medical team.						Doctors to be reminded that they can access hepma via signal to review antibiotics.			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			3/12/23			3/12/23			23764			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			Patients antibiotic suspended due to built-in ARK functionality in HEPMA - Amoxicillin + Clarithromycin (oral)			Staff nurse informed - they will contact on call Dr.			Patients antibiotic suspended due to built-in ARK functionality in HEPMA - Amoxicillin + Clarithromycin (oral)			Patient missed 24 hours of abx.						Medics are to be reminded to access hepma via signal in order to see if the antibiotics need to be reviewed.			Duplicate Datix - to be closed.			Mrs Caroline Morton, Mrs Hilary Thorne												Closed						Thank you for reporting.
Feedback has been given to the medical team.						Medics are to be reminded to access hepma via signal in order to see if the antibiotics need to be reviewed.			Amoxicillin			Amoxicillin


			3/15/23			3/15/23			24023			Organisation			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 4			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			drug count at end of day showed discrepancy 			drug count at end of list showed discrepancy with two drugs, alfentanil and fentanyl. drug count showed 1 vial too many for alfentanil and 1 less vail of fentanyl that recorded in drug book. 
highlighted this to both anaesthetist and anaesthetic band 7. another drug check was done and still a discrepancy. 
informed shift coordinator the recovery band 7.			It was found that the drug removed had been entered under the wrong name.  This was found on immediate investigation.			No harm for organisation or patient.  Discussed with staff invloved.						as above						Amanda Jones, Sister Rhian Medwell, Tanya Bowen												Closed						Thank you for reporting.  This was noticed and rectified immedaitely.						Spoken to all staff members involved and advised them of the CD Policy and asked for them to update themselves with this.			Alfentanil			Fentanyl


			3/16/23			3/16/23			24122			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			When checking evening medications for attached patient, it was found that patient had missed a lunchtime dose of Co-Careldopa (12.5mg/50mg). 			NIC informed. Medic informed. Medic changed dose time to this evening - medication given to patient at 22:30. Documented in nursing notes & datix completed.			Patient still in dept - notes and medication chart checked - no reason given in either for omission of medication.  Patient now has medication in the dept and has had todays dose.  
Allocation book checked - nursing staff in BTB yesterday were agency staff so have no method of communicating with them for feedback			Non-substantive staff 
Patient didn't bring his own medication is with him.
Nil documented about why the medication wasn't given.						Importance of time critical medication to be reinforced.			Patient still in dept - notes and medication chart checked - no reason given in either for omission of medication.  Patient now has medication in the dept and has had todays dose.  			Claire Herbert												Closed						Non-substantive staff 
Patient didn't bring his own medication is with him.
Nil documented about why the medication wasn't given - e-mail to be sent to all staff reminding them of importance of administering time critical medication when due.  						Discussion with clinical educator - e-mail to be sent to to all substantive staff regarding administration of time critical medication on time.			Co-careldopa			Co-careldopa


			3/17/23			3/16/23			24170			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			patient given wrong oral antibiotics			patient was informed, Dr informed, patient was monitored overnight			Patient was made aware immediately and monitored
doctor made aware and re wrote drug on chart 
Nurse bank informed and nurse put on restrictions due to another incident			No harm to patient
drug on chart was illegible re written
informed from nurse Bank the agency nurse as been restricted due to another incident on another ward						policy followed, 
human error
ensure more care in future			informed from nurse Bank the agency nurse as been restricted due to another incident on another ward
			Mrs Ceri James, Mrs Debra Gormley												Closed						No harm to patient
drug on chart was illegible re written
informed from nurse Bank the agency nurse as been restricted due to another incident on another ward						monitor patient			Amoxicillin			Flucloxacillin


			3/17/23			3/17/23			24160			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			patient was given oxycodone 5mg as prescribed, prescription chart was signed and dated by  two nurses. no evidence documented in control drug book.			informed pharmacist, balanced rechecked and corrected in CD book			both agency staff nurses may not be aware of error as it was discovered after their shift had finished
both nurses had signed medication chart but did not fill out the CD book			no 						human error			agency nurse provided statement and updated training both attached			Mrs Ceri James, Mrs Debra Gormley												Closed						more care taken
Nurse bank investigating with agency.						discussed with pharmacy and CD book rebalanced
nurse bank informed
matron also aware
			Oxycodone			Oxycodone


			3/24/23			3/17/23			24631			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Night staff checked CD cupboard on17/3 and noticed the Oxycodone liquid amount to be wrong.  Night staff highlighted it to sisters on day shift to escalate to pharmacy.			Documented in CD book wrong amount.
Ward Sisters made aware following morning.			Discussed in medication management review with Matrons and Pharmacy.
CD book looked and and checked numerous times by both nurses, matrons and pharmacy and no discrepancies noted, unsure if it had been spilt and not documented in pharmacy communication book or passed on to Sisters. 
unable to determine what has happened to the lost volume. No suspicions of any mal practice no further incidences noted.
			This appears to be a isolated incident, no further loss noted. 
All staff are remined to check volume in bottle is correct as per running total before signing.
Any issues with CDs staff are to write it in the pharmacy communication book and inform Ward Manager, sister and pharmacy straight away so that it can be investigated straight away.
Any queries to speak to pharmacy for support or guidance.						This appears to be a isolated incident, no further loss noted. 
All staff are remined to check volume in bottle is correct as per running total before signing.
Any issues with CDs staff are to write it in the pharmacy communication book and inform Ward Manager, sister and pharmacy straight away so that it can be investigated straight away.
Any queries to speak to pharmacy for support or guidance.			Spoke with Pharmacy and asked them to recalculate medication.  Checked back in CD book only noted a 5ml error.  Recalculated and 88mls difference.  IR1 completed.  Noted there was a stopper on the bottle at time of check.			Emma Walsh, Miss Walters Katie, Mrs Melanie Davies												Closed						This appears to be a isolated incident, no further loss noted. 
All staff are remined to check volume in bottle is correct as per running total before signing.
Any issues with CDs staff are to write it in the pharmacy communication book and inform Ward Manager, sister and pharmacy straight away so that it can be investigated straight away.
Any queries to speak to pharmacy for support or guidance.						To remined staff to ensure that they are checking the correct total is in the bottle during the daily CD checks.			Oxycodone			Oxycodone


			3/18/23			3/18/23			24254			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Patient's relative arrived to the ward to collect TTOs. It had not been handed over to day staff that TTOs were required for patient so staff had not been aware to chase TTOs from pharmacy. Explained to relative that the TTOs were not on the ward and asked them to wait while out of hours pharmacy was contacted. 
Patient has now missed doses of medication including apixaban and antibiotics
			Site matron was contacted and made aware of the situation then out of hours pharmacy were contacted. They stated they had not been made aware of TTOs to be done and advised they would not be able to do TTos on the weekend out of hours. 
Relayed to the relative that the TTOs were not yet ready for collection and asked if we could take a phone number to contact them when we had further information. Family member was not very happy about this and stated they may not be able to come down again to collect TTOs . 
Phone call made to site matron to explain situation and discuss way forward. They advised that and FP10 prescription could be done but that family or patient would need to come collect it. Discussion with on call pharmacy also resulted in suggestion that FP10  be written for patient/family to collect. 
Requested FP10 form on call doctors and family called to arrange collection of FP10 prescription. FP10 prescription completed and brought to ward by on call doctors. Now awaiting collection by patient/family
TTOs to be fulfilled by pharmacy tomorrow to be collected 																		Samantha Evans, Julius OBANA, Rachel Lee												Under Investigation															Apixaban			Apixaban


			3/19/23			3/19/23			24294			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			 This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
						The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
						Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical consultant aware and medical team reminded to review. 						 This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Co-trimoxazole			Co-trimoxazole


			3/19/23			3/19/23			24295			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dyfed Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
																		Mrs Anna-Marie Griffiths, Dr Richard Chudleigh, Ms Shirley Hoskins, Rebecca Parcell, Elizabeth Alexandra Davies												Under Investigation															Amoxicillin			Amoxicillin


			3/19/23			3/19/23			24292			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.

This has been communicated with the medical consultant who is aware of these issues and is remindning the medical team to check HEMPA on Fridays 						The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
						Dr Rhodri Edwards, Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical team are aware of the issue and the consultant reminds the medical team to review HEPMA.						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Flucloxacillin			Flucloxacillin


			3/19/23			3/19/23			24293			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						Mrs Sara Morgan												Closed						Thank you for reporting this incident - the medical team are aware of issue and the consultants reminds the medical team to review HEPMA						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Amoxicillin			Amoxicillin


			3/21/23			3/20/23			24392			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 16			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			50micrograms of fentanyl lost.
			200mcg of fentanyl was drawn into a 5ml syringe 2 hours before the end of the case.  It was being given in 50mcg boluses via three way tap.  At end of the case, as the patient was being prepared for transfer, the giving set was disconnected from the patient and the 5ml syringe was lost from the three way tap ?in bin ?on floor.  Despite full search of theatre, patients bed and floor we were unable to find the last 50mcg.																		Dr Lewys Richmond, Mrs Nicola Dickens, Philip Govier-Williams, Dean Williams												Under Investigation															Fentanyl			Fentanyl


			3/21/23			3/20/23			24379			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Wrong medication administered to patient (simvastatin 10mg)  by agency staff as patient with same name as another patient on ward 			Realised when administering the other patients with same name medication, Agency staff went to inform patient but asleep. Patient will need to be told in morning 			two patient in same bay area with same first name, 
both on lipid regulating medication 
different name medication and different dose 			hepma training team on ward
staff reminded to follow the medication administrating policy
double check patient details  						always double check patients details 
continue to provide hepma training 						Cerys Jones, Kendall Yeates, Mrs klare Rogers												Closed						thankyou for reporting this incident 						patient stable 
patient made aware of wrong medication given 


			3/21/23			3/21/23			24452			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			Diazepam 2mg discrepancy noted on check of omnicell. 
Written in retrospect on behalf of colleague. 
24 tablets expected in cupboard. 
6 tablets found. 

Omnicell adjusted 18 tablets. 			Discrepancy noted, NIC and Matron aware. 
Pharmacy aware. 
Datix completed.
We requested to move diazepam from Drawer 1 in omnicell to more secure draw (count in and count out), which pharmacy will discuss with permanent CITU pharmacy staff.  We also discussed adding diazepam into the CD book, but apparently this needs to be discussed with a CD panel in accordance with the policy.
Nil further action taken at current. 			There was a discrepancy in Omnicell of Diazepam. According to the count there was 18 tablets missing. These are kept in the Omnicell which needs to be accessed by individuals using their finger print or password. They were not kept in a drawer that needed to be counted in and out. Pharmacy was contacted by the Nurse in Charge. Matron was informed. It was requested by unit staff for the Diazepam to be kept in the CD cupboard, however this needs to go to panel to agree this. Twice daily checks now in place. 			There was a discrepancy in Omnicell of Diazepam. According to the count there was 18 tablets missing. These are kept in the Omnicell which needs to be accessed by individuals using their finger print or password. They were not kept in a drawer that needed to be counted in and out. Pharmacy was contacted by the Nurse in Charge. Matron was informed. It was requested by unit staff for the Diazepam to be kept in the CD cupboard, however this needs to go to panel to agree this. Twice daily checks now in place. 						Twice daily drug counts on the Diazepam and Zopiclone whilst awaiting for a decision if these medications are able to go into the CD cupboard. 
Be vigilant. 						Emma John, Kirsty Pascoe, Mrs Michelle Porter, Rachael Brown												Closed						Thank you for your report, this has now been investigated, actions put in place and will be closed. 						Nurse in charge and matron informed. 
Pharmacy informed. 
Twice daily checks started. 
			Diazepam			Diazepam


			3/22/23			3/22/23			24495			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dyfed Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.																		Mrs Anna-Marie Griffiths, Dr Richard Chudleigh, Jess Bennett, Mr Nick Brain												Under Investigation															Amoxicillin			Amoxicillin


			3/22/23			3/22/23			24496			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			Patient had received 3 days of oral antibiotics, as per policy, this was stopped for medical review.
This was not undertaken, and the patient missed 4 doses of antibiotic on day 4, and one dose on the morning of day 5.
The medication was reviewed and re-prescribed, and remains continuous.			Patient had received 3 days of oral antibiotics, as per policy, this was stopped for medical review.
This was not undertaken, and the patient missed 4 doses of antibiotic on day 4, and one dose on the morning of day 5.
The medication was reviewed and re-prescribed, and remains continuous.
Both Doctors and Nursing team failed to have this reviewed, as antibiotic automatically stop after 3 days, for further review.						Following this incident, nursing staff have been reminded to use prompts on medication, to enable correct prescription and dose. To be aware to prompt medical team to review medication in a timely manner. To aim to prevent errors such as these occurring.   			Patient was admitted on 21/02/23, with ulcers to both big toes. Both amputated on this admission. Patient was transferred to Cardigan ward on 18/02/23. Patient was on oral Flucloxacillin 1g at the time of transfer.
On 21/02/23, patient had received 3 consecutive days of antibiotics, therefore due for Doctor review as protocol. This was not completed, so on 21/03/23 patient had missed 4 doses of antibiotics. A further dose was missed on 22/03/23 morning dose. Thereafter, reviewed and re-prescribed. Remains continuous to this time. 			Balan Natarajan, Dr Clare Parker, Mrs Sarah Siddell, Mrs Sharon Howells, Tracy Davies												Closed						Patient had received 3 days of oral antibiotics, as per policy, this was stopped for medical review.
This was not undertaken, and the patient missed 4 doses of antibiotic on day 4, and one dose on the morning of day 5.
The medication was reviewed and re-prescribed, and remains continuous.
Both Doctors and Nursing team failed to have this reviewed, as antibiotic automatically stop after 3 days, for further review.

Following this incident, nursing staff have been reminded to use prompts on medication, to enable correct prescription and dose. To be aware to prompt medical team to review medication in a timely manner. To aim to prevent errors such as these occurring.   						No further actions as patient currently receiving treatment.
			Flucloxacillin			Flucloxacillin


			3/24/23			3/23/23			24676			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			HEPNA system suspends antibiotics after 72 hrs pending DR RV			Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics
System suspends antibiotics as per protocol but no notification present						Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics
System suspends antibiotics as per protocol but no notification present			Reviewed and discussed with Pharmacy, For medical team / consultant review and learning foe teams to be aware of the potential suspension of antibiotics on HEPNA.
			Linzi Thomas, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller, 42T, Nicola Morgan, Sophie Henson												Closed						Thankyou for reporting this incident. 
Consultants have spoken to team and improved knowledge of suspension of meds RV						Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			3/24/23			3/23/23			24675			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
Doctor cover can vary on tawe ward, this is an ongoing issue which is being continuously reviewed 
from observations when medications are suspended on HEMPA system, it doesnt stand out 			To escalate this situation to clinical leads 						Improved communication between teams is required			Added in Dr. R.Edwards and Dr. L.Davies as investigators and emailed to comment 			Dr Rhodri Edwards, Elizabeth Alexandra Davies, Miss Nicola Caley												Closed						Thank you for reporting this incident, it has now been reviewed and closed with actions

The clinical lead has been made aware of these incidents and is going to action them accordingly 						remind all staff to review medications that are suspended 
ensure adequate doctor cover, escalate any concerns and continuous review 			Gentamicin			Gentamicin


			3/23/23			3/23/23			24597			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Pabrinex was administered in morning, but was also given by night staff. nurses checking medication failed to see and signed for the date 24th March 2023. therefore administering a second dose to the patient. Dr informed and no intervention needed and no harm caused to patient. nurse in charge informed. unable to inform patient as sedated.			Pabrinex was administered in morning, but was also given by night staff. nurses checking medication failed to see and signed for the date 24th. therefore administering a second dose to the patient. 			After speaking to both nurses about this IR1 there are two obvious errors.  Firstly and initially, if there had been full attention to detail during the handover the nurse would have been made aware that the medicine had already been given.  Secondly, when giving the medicine, if they had followed strict policy and read the chart slowly and safely, they would have seen that the medicine had already been signed for and given.  			Both nurses attitude has been very professional and excellent.   Both are aware of their mistakes and how the error occurred.  Furthermore, they are eager to learn from this and move on as better practitioners.  We are all human and can make mistakes.  However, it is how we respond to this and ensure we continue to scrutinise our performance and improve on a daily basis.  						As above			I have had a brief professional discussion with the nurses and they are undertaking a medicine error pack (statement and reflection). 			Mr Edward Smale												Closed						That the IR1 has been investigated fully. 						No, only ongoing reflection and learning. 			Ascorbic acid + Nicotinamide			Ascorbic acid + Nicotinamide


			3/25/23			3/25/23			24728			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			At approximately 1200 midday today, patient was received on ITu West from from theatre.  Whilst I was assisting the patient's bedside Nurse in admitting the  patient onto the unit, I noted that Hartmanns 500mls was set up as the arterial line flush line/transducer fluid,  and was being administered into the patient's arterial line (Right radial artery site).  Batch Number of fluids 23AO3T4C, expiry date of fluids12/24).			Fluids stopped;  arterial line aspirated; Right radial arterial line insertion site and right hand closely inspected/assessed; Dr and Nurse in Charge of ITu infromed of issue; Flush/transducer line and fluid changed to Sodium Chloride 0.9%, as per ITu policy/prescription.			Incorrect preparation of arterial monitoring equipment  with regards to fluid line flush.
On discovery correct actions as per policy/SOPs carried out and all appropriate staff informed IR 1 completed .
No patient harm reported.     			Although no patient harm accrued,  this incident has highlighted the requirement of reiteration of due diligence with regards equipment set up with in the anaesthetic practitioner group.
Also the protentional of further future error due to very similar fluid packaging.    						Importance of  correct adherence to department SOPs
Storage of and check like fluid preparations  						Mr Jason Hoskins, Mrs Johanna Banks												Closed						Thank you for raising this IR1 the following recommendations have been put forward 
 re training with regards monitoring equipment set up and importance of checking  fluids used in line with trust policy and department SOPs
Removal of and continued  none stock of Hartmanns 500mls in anaesthetic rooms. 						Checking and immediate removal of 500ml Hartmanns solution from all Anaesthetic rooms   
Email to be sent to all anaesthetic practitioners with regards to hazards of stocking of 500ml Hartmanns in anaesthetic rooms.			Sodium lactate			Sodium chloride


			3/26/23			3/25/23			24762			Staff/Contractor			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			On Saturday 25th march staff nurse  MA alerted me that she had dispensed two x Longtec 10mg from the original packaging. However, the patient was due zomorph. The nurse noted her error immediately and the patient received the correct medication. I was on the ward at the time and asked her to place the 2 x Longtec in a sealed container and label it “dispensed in error. pharmacy will dispose of later” This was also documented in the CD book. I explained that I would need to get another member of staff to return it with me today, however if that was not possible to ensure that she handed over that it was to be kept in the CD cupboard until we were able to return it. Unfortunately. It was a busy weekend and did not manage to attend on the Saturday. 

MA explained to the night staff what had happened but did not hand over to keep for pharmacy to discard. I attended with SD at 9 am on Sunday the 26th of of March to return the CD's to pharmacy. However, the staff nurse alerted me that 2 of the night staff had discarded the longtec into the sharps bin. The names of the night staff were:
CR 
EL
			MA explained to the night staff what had happened but did not hand over to keep for pharmacy to discard. I attended with Sharon Davies at 9 am on Sunday the 12th of of March to return the CD's to pharmacy. However, Monica alerted me that 2 of the night staff had discarded the longtec into the sharps bin. The names of the night staff were:
CR 
EL
			There has been a thorough investigation into this and the three Datix concerning this matter have been linked. Datix no's 24762, 24792 and 24793. There are several issues to discuss. 

The staff nurse on Saturday morning accidently removed Longtec x 2 tablets 10mg from the packaging and realised her error immediately that she actually required 20mg of Zomorph. She contacted pharmacy advised that she was to put the 2 tablets in a sealed container and to be labelled to be discarded of by pharmacy. Pharmacy were unable to attend the same day to remove the CD’s. Staff put the CD’s in a sealed container in the CD cupboard, however it was not labelled to be discarded by pharmacy just that they were to be discarded of. This was an error of poor communication that led to further events. 
On handover to night staff the staff member explained her error on removing the incorrect drugs and that they remained in the CD cupboard, however she did not communicate that they were to be removed by pharmacy. 

The night staff did there nightly CD check to discover these tablets in the CD cupboard that were labelled “to be discarded” of Longtec 10mg x 2. The CD book showed there were 5 of these tablets, which there were in the original packaging plus these 2 in the sealed container. Making the total 7. As the container said to be discarded the staff nurses both agreed to dispose of them in the sharps bin as they believed that this was the correct way to dispose of the CD’s. This then made their CD count correct. 

Sunday morning the pharmacist arrived on the ward to remove these CD’s to take them to pharmacy to be destroyed, to discover they had been removed and they were not there. The pharmacist then changed the drug count in the book to represent the two missing tablets from 5 to 7. The staff nurses on the night shift were called by the day staff at around 10am at the request of the Pharmacist. They explained that they had disposed of them in the sharps bin. This led to the pharmacist being extremely anxious as there were 2 tablets missing. 

One of the staff nurses returned for night shift on the Sunday evening and was told that because the tablets weren’t in the CD cupboard it could be seen as they stole them and that this was the impression the Pharmacist was giving. This staff nurse became extremely upset that she felt like she was being accused of stealing CD’s and that the drug book had been changed to reflect these tablets being missing. Herself and one of the HCSW’s felt there was no other option than to retrieve the CD’s from the Sharps bin. Which they did so and managed to retrieve them using clamps. 

Both parties filed Datix’s regarding the situation. It was an extremely stressful and intense situation for both parties. 

There were errors of poor communication between all parties involved. Ideally pharmacy should have arrived the same day the error occurred to remove the drugs to prevent this type of situation occurring. The day staff should have documented and handed over clearly what was to happen to the CD’s. The night staff thought they were doing the correct thing, however CD’s are not to be disposed of in the sharps bins. The night staff should not have been rung at home and woken up. The staff should have not felt the need to have to open a sharps bin to retrieve the drugs. 
Following on from the incident a meeting was held between the Matron, Ward Manager and the pharmacist and her manager. This was a productive meeting and learning objectives have been put in place. The pharmacist also had discussions with the two members of night staff involved to discuss and clear the air. 
			There has been a thorough investigation into this and the three Datix concerning this matter have been linked. Datix no's 24762, 24792 and 24793. There are several issues to discuss. 

The staff nurse on Saturday morning accidently removed Longtec x 2 tablets 10mg from the packaging and realised her error immediately that she actually required 20mg of Zomorph. She contacted pharmacy advised that she was to put the 2 tablets in a sealed container and to be labelled to be discarded of by pharmacy. Pharmacy were unable to attend the same day to remove the CD’s. Staff put the CD’s in a sealed container in the CD cupboard, however it was not labelled to be discarded by pharmacy just that they were to be discarded of. This was an error of poor communication that led to further events. 
On handover to night staff the staff member explained her error on removing the incorrect drugs and that they remained in the CD cupboard, however she did not communicate that they were to be removed by pharmacy. 

The night staff did there nightly CD check to discover these tablets in the CD cupboard that were labelled “to be discarded” of Longtec 10mg x 2. The CD book showed there were 5 of these tablets, which there were in the original packaging plus these 2 in the sealed container. Making the total 7. As the container said to be discarded the staff nurses both agreed to dispose of them in the sharps bin as they believed that this was the correct way to dispose of the CD’s. This then made their CD count correct. 

Sunday morning the pharmacist arrived on the ward to remove these CD’s to take them to pharmacy to be destroyed, to discover they had been removed and they were not there. The pharmacist then changed the drug count in the book to represent the two missing tablets from 5 to 7. The staff nurses on the night shift were called by the day staff at around 10am at the request of the Pharmacist. They explained that they had disposed of them in the sharps bin. This led to the pharmacist being extremely anxious as there were 2 tablets missing. 

One of the staff nurses returned for night shift on the Sunday evening and was told that because the tablets weren’t in the CD cupboard it could be seen as they stole them and that this was the impression the Pharmacist was giving. This staff nurse became extremely upset that she felt like she was being accused of stealing CD’s and that the drug book had been changed to reflect these tablets being missing. Herself and one of the HCSW’s felt there was no other option than to retrieve the CD’s from the Sharps bin. Which they did so and managed to retrieve them using clamps. 

Both parties filed Datix’s regarding the situation. It was an extremely stressful and intense situation for both parties. 

There were errors of poor communication between all parties involved. Ideally pharmacy should have arrived the same day the error occurred to remove the drugs to prevent this type of situation occurring. The day staff should have documented and handed over clearly what was to happen to the CD’s. The night staff thought they were doing the correct thing, however CD’s are not to be disposed of in the sharps bins. The night staff should not have been rung at home and woken up. The staff should have not felt the need to have to open a sharps bin to retrieve the drugs. 
Following on from the incident a meeting was held between the Matron, Ward Manager and the pharmacist and her manager. This was a productive meeting and learning objectives have been put in place. The pharmacist also had discussions with the two members of night staff involved to discuss and clear the air. 
						Clear communication and documentation is vital between all staff. 			Edited to remove identifiers: Sharon Davies -			Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been thoroughly investigated and will now be closed. 						All members of staff involved reflected on the events. 
Meeting held between management. 			Morphine			Oxycodone


			3/26/23			3/25/23			24792			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			were doing CD check and noticed that the Longtec 10mg count was incorrect as it looked like we had two more tablets than was in the book. Staff nurse checking drugs with me found a clear bag with two longtec 10mg tablets with a note saying potted in error to be discarded. myself and other staff nurse discarded the two tablets into the sharps bin, as we do with other CDs such as fentanyl and morphine PCA wastages, to make the CD count for Longtec 10mg correct. 			cd drugs labelled to be discarded were discarded into sharps bin and Longtec count made correct 			There has been thorough investigation into this and the three Datix concerning this matter have been linked. Datix no's 24762, 24792 and 24793. There are several issues to discuss. 

The staff nurse on Saturday morning accidently removed Longtec x 2 tablets 10mg from the packaging and realised her error immediately that she actually required 20mg of Zomorph. She contacted pharmacy advised that she was to put the 2 tablets in a sealed container and to be labelled to be discarded of by pharmacy. Pharmacy were unable to attend the same day to remove the CD’s. Staff put the CD’s in a sealed container in the CD cupboard, however it was not labelled to be discarded by pharmacy just that they were to be discarded of. This was an error of poor communication that led to further events. 
On handover to night staff the staff member explained her error on removing the incorrect drugs and that they remained in the CD cupboard, however she did not communicate that they were to be removed by pharmacy. 
The night staff did there nightly CD check to discover these tablets in the CD cupboard that were labelled “to be discarded” of Longtec 10mg x 2. The CD book showed there were 5 of these tablets, which there were in the original packaging plus these 2 in the sealed container. Making the total 7. As the container said to be discarded the staff nurses both agreed to dispose of them in the sharps bin as they believed that this was the correct way to dispose of the CD’s. This then made their CD count correct. 

Sunday morning the pharmacist arrived on the ward to remove these CD’s to take them to pharmacy to be destroyed, to discover they had been removed and they were not there. The pharmacist then changed the drug count in the book to represent the two missing tablets from 5 to 7. The staff nurses on the night shift were called by the day staff at around 10am at the request of the Pharmacist. They explained that they had disposed of them in the sharps bin. This led to the pharmacist being extremely anxious as there were 2 tablets missing. 

One of the staff nurses returned for night shift on the Sunday evening and was told that because the tablets weren’t in the CD cupboard it could be seen as they stole them and that this was the impression the Pharmacist was giving. This staff nurse became extremely upset that she felt like she was being accused of stealing CD’s and that the drug book had been changed to reflect these tablets being missing. Herself and one of the HCSW’s felt there was no other option than to retrieve the CD’s from the Sharps bin. Which they did so and managed to retrieve them using clamps. 

Both parties filed Datix’s regarding the situation. It was an extremely stressful and intense situation for both parties. 

There were errors of poor communication between all parties involved. Ideally pharmacy should have arrived the same day the error occurred to remove the drugs to prevent this type of situation occurring. 
The day staff should have documented and handed over clearly what was to happen to the CD’s. The night staff thought they were doing the correct thing, however CD’s are not to be disposed of in the sharps bins. The night staff should not have been rung at home and woken up. The staff should have not felt the need to have to open a sharps bin to retrieve the drugs. 
Following on from the incident a meeting was held between the Matron, Ward Manager and the pharmacist and her manager. This was a productive meeting and learning objectives have been put in place. The pharmacist also had discussions with the two members of night staff involved to discuss and clear the air. 
			There has been thorough investigation into this and the three Datix concerning this matter have been linked. Datix no's 24762, 24792 and 24793. There are several issues to discuss. 

The staff nurse on Saturday morning accidently removed Longtec x 2 tablets 10mg from the packaging and realised her error immediately that she actually required 20mg of Zomorph. She contacted pharmacy advised that she was to put the 2 tablets in a sealed container and to be labelled to be discarded of by pharmacy. Pharmacy were unable to attend the same day to remove the CD’s. Staff put the CD’s in a sealed container in the CD cupboard, however it was not labelled to be discarded by pharmacy just that they were to be discarded of. This was an error of poor communication that led to further events. 
On handover to night staff the staff member explained her error on removing the incorrect drugs and that they remained in the CD cupboard, however she did not communicate that they were to be removed by pharmacy. 
The night staff did there nightly CD check to discover these tablets in the CD cupboard that were labelled “to be discarded” of Longtec 10mg x 2. The CD book showed there were 5 of these tablets, which there were in the original packaging plus these 2 in the sealed container. Making the total 7. As the container said to be discarded the staff nurses both agreed to dispose of them in the sharps bin as they believed that this was the correct way to dispose of the CD’s. This then made their CD count correct. 

Sunday morning the pharmacist arrived on the ward to remove these CD’s to take them to pharmacy to be destroyed, to discover they had been removed and they were not there. The pharmacist then changed the drug count in the book to represent the two missing tablets from 5 to 7. The staff nurses on the night shift were called by the day staff at around 10am at the request of the Pharmacist. They explained that they had disposed of them in the sharps bin. This led to the pharmacist being extremely anxious as there were 2 tablets missing. 

One of the staff nurses returned for night shift on the Sunday evening and was told that because the tablets weren’t in the CD cupboard it could be seen as they stole them and that this was the impression the Pharmacist was giving. This staff nurse became extremely upset that she felt like she was being accused of stealing CD’s and that the drug book had been changed to reflect these tablets being missing. Herself and one of the HCSW’s felt there was no other option than to retrieve the CD’s from the Sharps bin. Which they did so and managed to retrieve them using clamps. 

Both parties filed Datix’s regarding the situation. It was an extremely stressful and intense situation for both parties. 

There were errors of poor communication between all parties involved. Ideally pharmacy should have arrived the same day the error occurred to remove the drugs to prevent this type of situation occurring. 
The day staff should have documented and handed over clearly what was to happen to the CD’s. The night staff thought they were doing the correct thing, however CD’s are not to be disposed of in the sharps bins. The night staff should not have been rung at home and woken up. The staff should have not felt the need to have to open a sharps bin to retrieve the drugs. 
Following on from the incident a meeting was held between the Matron, Ward Manager and the pharmacist and her manager. This was a productive meeting and learning objectives have been put in place. The pharmacist also had discussions with the two members of night staff involved to discuss and clear the air. 
						Clear communication and documentation is vital between all staff. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been thoroughly investigated and will now be closed. 						All members of staff involved reflected on the events.
Meeting held between management.


			3/25/23			3/25/23			24740			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical team are aware of the issue and the consultant reminds the medical team to review HEPMA. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Clarithromycin			Clarithromycin


			3/25/23			3/25/23			24745			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			to encourage consistent review of all antibiotic prescriptions.			to encourage consistent review of all antibiotic prescriptions.						to encourage consistent review of all antibiotic prescriptions.						Emma Vowles, Morag O'gorman												Closed						to encourage consistent review of all antibiotic prescriptions.						to encourage consistent review of all antibiotic prescriptions.			Amoxicillin			Amoxicillin


			3/26/23			3/26/23			24787			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical team are aware of the issue and the consultant reminds the medical team to review HEPMA. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Co-trimoxazole			Co-trimoxazole


			3/26/23			3/26/23			24793			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			came into work today and staff nurse informed that pharmacist working this weekend had changed the count on the Longtec 10mg on page 27 of the CD book from count of 5 to count of 7 which makes our CD count look incorrect after me and staff nurse from previous night had corrected CD Longtec 10mg overcount. This change was made at 10am on 26/03/2024 and witness by staff nurse on CEW. 			statements have been provided by all staff nurses involved in this incident. 			There has been a thorough investigation into this and the three Datix concerning this matter have been linked. Datix no's 24762, 24792 and 24793. There are several issues to discuss. 

The staff nurse on Saturday morning accidently removed Longtec x 2 tablets 10mg from the packaging and realised her error immediately that she actually required 20mg of Zomorph. She contacted pharmacy advised that she was to put the 2 tablets in a sealed container and to be labelled to be discarded of by pharmacy. Pharmacy were unable to attend the same day to remove the CD’s. Staff put the CD’s in a sealed container in the CD cupboard, however it was not labelled to be discarded by pharmacy just that they were to be discarded of. This was an error of poor communication that led to further events. 
On handover to night staff the staff member explained her error on removing the incorrect drugs and that they remained in the CD cupboard, however she did not communicate that they were to be removed by pharmacy. 

The night staff did there nightly CD check to discover these tablets in the CD cupboard that were labelled “to be discarded” of Longtec 10mg x 2. The CD book showed there were 5 of these tablets, which there were in the original packaging plus these 2 in the sealed container. Making the total 7. As the container said to be discarded the staff nurses both agreed to dispose of them in the sharps bin as they believed that this was the correct way to dispose of the CD’s. This then made their CD count correct. 

Sunday morning the pharmacist arrived on the ward to remove these CD’s to take them to pharmacy to be destroyed, to discover they had been removed and they were not there. The pharmacist then changed the drug count in the book to represent the two missing tablets from 5 to 7. The staff nurses on the night shift were called by the day staff at around 10am at the request of the Pharmacist. They explained that they had disposed of them in the sharps bin. This led to the pharmacist being extremely anxious as there were 2 tablets missing. 

One of the staff nurses returned for night shift on the Sunday evening and was told that because the tablets weren’t in the CD cupboard it could be seen as they stole them and that this was the impression the Pharmacist was giving. This staff nurse became extremely upset that she felt like she was being accused of stealing CD’s and that the drug book had been changed to reflect these tablets being missing. Herself and one of the HCSW’s felt there was no other option than to retrieve the CD’s from the Sharps bin. Which they did so and managed to retrieve them using clamps. 

Both parties filed Datix’s regarding the situation. It was an extremely stressful and intense situation for both parties. 

There were errors of poor communication between all parties involved. Ideally pharmacy should have arrived the same day the error occurred to remove the drugs to prevent this type of situation occurring. The day staff should have documented and handed over clearly what was to happen to the CD’s. The night staff thought they were doing the correct thing, however CD’s are not to be disposed of in the sharps bins. The night staff should not have been rung at home and woken up. The staff should have not felt the need to have to open a sharps bin to retrieve the drugs. 
Following on from the incident a meeting was held between the Matron, Ward Manager and the pharmacist and her manager. This was a productive meeting and learning objectives have been put in place. The pharmacist also had discussions with the two members of night staff involved to discuss and clear the air. 
			There has been a thorough investigation into this and the three Datix concerning this matter have been linked. Datix no's 24762, 24792 and 24793. There are several issues to discuss. 

The staff nurse on Saturday morning accidently removed Longtec x 2 tablets 10mg from the packaging and realised her error immediately that she actually required 20mg of Zomorph. She contacted pharmacy advised that she was to put the 2 tablets in a sealed container and to be labelled to be discarded of by pharmacy. Pharmacy were unable to attend the same day to remove the CD’s. Staff put the CD’s in a sealed container in the CD cupboard, however it was not labelled to be discarded by pharmacy just that they were to be discarded of. This was an error of poor communication that led to further events. 
On handover to night staff the staff member explained her error on removing the incorrect drugs and that they remained in the CD cupboard, however she did not communicate that they were to be removed by pharmacy. 

The night staff did there nightly CD check to discover these tablets in the CD cupboard that were labelled “to be discarded” of Longtec 10mg x 2. The CD book showed there were 5 of these tablets, which there were in the original packaging plus these 2 in the sealed container. Making the total 7. As the container said to be discarded the staff nurses both agreed to dispose of them in the sharps bin as they believed that this was the correct way to dispose of the CD’s. This then made their CD count correct. 

Sunday morning the pharmacist arrived on the ward to remove these CD’s to take them to pharmacy to be destroyed, to discover they had been removed and they were not there. The pharmacist then changed the drug count in the book to represent the two missing tablets from 5 to 7. The staff nurses on the night shift were called by the day staff at around 10am at the request of the Pharmacist. They explained that they had disposed of them in the sharps bin. This led to the pharmacist being extremely anxious as there were 2 tablets missing. 

One of the staff nurses returned for night shift on the Sunday evening and was told that because the tablets weren’t in the CD cupboard it could be seen as they stole them and that this was the impression the Pharmacist was giving. This staff nurse became extremely upset that she felt like she was being accused of stealing CD’s and that the drug book had been changed to reflect these tablets being missing. Herself and one of the HCSW’s felt there was no other option than to retrieve the CD’s from the Sharps bin. Which they did so and managed to retrieve them using clamps. 

Both parties filed Datix’s regarding the situation. It was an extremely stressful and intense situation for both parties. 

There were errors of poor communication between all parties involved. Ideally pharmacy should have arrived the same day the error occurred to remove the drugs to prevent this type of situation occurring. The day staff should have documented and handed over clearly what was to happen to the CD’s. The night staff thought they were doing the correct thing, however CD’s are not to be disposed of in the sharps bins. The night staff should not have been rung at home and woken up. The staff should have not felt the need to have to open a sharps bin to retrieve the drugs. 
Following on from the incident a meeting was held between the Matron, Ward Manager and the pharmacist and her manager. This was a productive meeting and learning objectives have been put in place. The pharmacist also had discussions with the two members of night staff involved to discuss and clear the air. 
						Clear communication and documentation is vital between all staff. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been thoroughly investigated and will now be closed. 						All members of staff involved reflected on the events. 
Meeting held between management. 			Oxycodone			Oxycodone


			3/26/23			3/26/23			24779			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			Patient prescribed zomorph 90mg BD, this morning dose given as zomorph 60mg BD. 			Informed the nurse looking after the patient & on call medic. 			Unfortunately, there was not much information or clarity with this investigation looking through the patient's notes. However, from the notes written in WNCR it is apparent that the patient's zomorph dose was increased from 60mg to 90mg by the palliative care team, patient was reviewed by the palliative care team on both the 26/3/23 or the 27/3/23. Therefore, it can only be assumed that the dose on hepma was not amended before the dose was administered to the patient on the day in question.			It appears that there was a lack or/miscommunication in a timely manner regarding changes to the patient's medication dose. However, it is unclear how or why this occurred due to the lack of documentation around the incident. Fortunately, patient was re reviewed by palliative care the following day and therefore any issues regarding pain could have been raised and addressed appropriately.						None.						Gemma Warren, Mrs Rebecca Bowers, Mrs Sara Morgan												Closed						Thank you for taking the time to report this incident. It is desired that details of the incident had been more in-depth/informative in order to aid the investigation and provide clarity on how it happened, and therefore how/if it could've been avoided.						None.			Morphine			Morphine


			4/24/23			3/27/23			26777			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Moderate			Patient has domiciliary carers administering his medication via a Medication Administration Record Chart (MAR Chart) when at home. Was sent home from hospital with an All-Wales Hospital Drug Chart written up by a Doctor on the Ward instead of being given a 7 day Temporary Hospital MAR chart from Pharmacy suitable for use by Domiciliary Care Workers in the Community. There was a transcription error on the drug chart for Bisoprolol which was written up as 2.5mg tablets to be taken twice a day when the patient was having Bisoprolol 5mg twice a day. There was also potential confusion around what had been recorded on the eDAL (hospital discharge letter) populated from HEPMA as Bisoprolol 2.5mg Tablets-5mg twice daily which may have contributed to the Doctor writing up the Bisoprolol as 2.5mg twice daily. We were notified by the Acute Clinical Team who were following up after discharge who noted there was only the All Wales Drug Chart supplied for Carers to follow and that there was then confusion around the strength and dose Bisoprolol to be administered.

			Once we were contacted by the Acute Clinical Team 29/03/23) and made aware of this we contacted Morriston Hospital Pharmacy Department and spoke to the Pharmacy Technician who was involved in doing the take home medication from the discharge letter. She confirmed that it should have been Bisoprolol 5mg twice daily to be taken so I went out to the home to write up a whole set of Community MAR charts in order for the Carers to be able to administer properly including the Bisoprolol 5mg twice daily. Had we not been notified and I had not visited then the patient would have gone without doses of the Bisoprolol. I removed the All Wales Drug Chart from the home and took it back to the hospital the next day (30/04/23) and called at the Pharmacy Department to show them the chart that had been written up on the Ward instead of a chart beiing supplied by themselves. I was told this was the first time they had seen this chart. The Pharmacist confirmed again for me by checking HEPMA that it was Bisoprolol 5mg twice daily that the patient was to be having which is what I had written up on my own set of MAR charts. I left the All Wales Drug Chart with the Pharmacist as he wanted to discuss it further with the Ward.  I have been onto the WellSKy hospital computer Pharmacy dispensing system and can see that this patient is not recorded as needing to have MAR charts supplied on discharge so I have recorded a note to flash up on screen for Pharmacy staff to be aware he is a MAR chart patient needing level C medicines support in the Community so they will need to ensure he goes home with the 7 day Temporary MAR charts supplied by the hospital Pharmacy in the future.			Datix completer clearly had discussions with the pharmacist, Pharmacist has noted that due to no pt details the datix cannot be fully investigated			Unable to investigate fully due to no pt details.
Requirement for MAR chart, But also mention of ACT team who would have required an all wales drug chart						Unable to investigate fully due to no pt details. Clearly documentation had with pharmacy 
Requirement for MAR chart, But also mention of ACT team who would have required an all wales drug chart			This DATIX does not list the affected patient details therefore it is not able to be investigated. An incident (ID 25034) was submitted previously with a similar description. 			Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						Thank you for reporting.
Unable to investigate fully due to no pt details. Clearly documentation had with pharmacy 
Requirement for MAR chart, But also mention of ACT team who would have required an all wales drug chart						None			Bisoprolol			Bisoprolol


			3/29/23			3/28/23			24939			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			During administering night time medications via new portal HEPMA, it was identified that the patient was prescribed 300mg Aspirin (Loading dose).
Patient stated that he had not received it as yet and therefore was given as clearly prescribed.

Prior to this, the patient had experienced chest pain 9/10 with ischemic changes on his ECG.  Treatment for this was given with good effect.
Reviewed by Drs and the decision to transfer patient to CCU was made.

Whilst gathering all the necessary paperwork for the transfer, I noticed a drug chart at the back of the nursing notes that had been discontinued earlier today due to the introduction of HEPMA and on it was 300mg of Aspirin that was administered earlier today at 12pm.			SPR and SHO informed.  No immediate concerns or actions given.

HEPMA support nurses currently on ward and also made aware of incident.  It was Identified that the Aspirin had been prescribed earlier this evening.

All advised to complete incident report.			Unfortunately the patient was given 2 doses of 300mg Aspirin due to it being given on the paper prescription chart. Once it had been given the ward went live with HEPMA online prescribing. The prescribed medications were transferred from paper to HEPMA. Including the stat dose of Aspirin. Once the HEPMA medications were on the system the next shift noted that this loading dose of Aspirin had not been given on the HEPMA without considering there may have been a paper drug chart and the Aspirin was given. Drs informed as soon as error realised. No harm came to the patient. Unfortunate incident due to the change over in systems. 			Unfortunately the patient was given 2 doses of 300mg Aspirin due to it being given on the paper prescription chart. Once it had been given the ward went live with HEPMA online prescribing. The prescribed medications were transferred from paper to HEPMA. Including the stat dose of Aspirin. Once the HEPMA medications were on the system the next shift noted that this loading dose of Aspirin had not been given on the HEPMA without considering there may have been a paper drug chart and the Aspirin was given. Drs informed as soon as error realised. No harm came to the patient. Unfortunate incident due to the change over in systems. 						Be vigilant when administering medication and with new systems in place. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has now been investigated and will be closed. 						Drs informed. 			Aspirin			Aspirin


			3/28/23			3/28/23			24926			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical team are aware of the issue and the consultant reminds the medical team to review HEPMA. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Metronidazole			Metronidazole


			3/28/23			3/28/23			24929			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic report (see report tab on any ward's signal page) on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.																		Samantha Evans, Julius OBANA, Nerys Jones												Under Investigation															Ceftriaxone			Ceftriaxone


			3/28/23			3/28/23			24917			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			Daily Zopiclone check @ 06.50 hours 12 tablets documented, @15.30 hours nil in CD cupboard. Therefore 12 tablets missing.			Immediate search of CD cupboard to see if misplaced.
Cardiac HDU contacted to see if they had been taken for patient use there.
Cardiac ITU pharmacist AL contacted to see if they had been returned to pharmacy.
Patients drug charts and Hepma charts checked to see if they had been prescribed Zopicline.
Cardiac ITU Matron RP informed of missing drugs.
Police contacted by Matron RP.			Following on from the previous Datix 24452 regarding missing Diazepam. The senior staff have now been conducting drug count checks on Diazepam and Zopiclone twice a day. On 28/03/23 06:50 there were 12 Zopiclones present. On doing another count later in the day at 15:30 there were no tablets present. All patients drug charts checked to ensure none had been taken for patients use. CHDU contacted to see if they had required any for their patients, which they hadn't. Pharmacy, Matron and Police contacted. Police have given suggestions to put in place until we are able to place these drugs in the CD cupboard. Still awaiting permission from the panel to include these drugs in the CD cupboard and checks. 			Following on from the previous Datix 24452 regarding missing Diazepam. The senior staff have now been conducting drug count checks on Diazepam and Zopiclone twice a day. On 28/03/23 06:50 there were 12 Zopiclones present. On doing another count later in the day at 15:30 there were no tablets present. All patients drug charts checked to ensure none had been taken for patients use. CHDU contacted to see if they had required any for their patients, which they hadn't. Pharmacy, Matron and Police contacted. Police have given suggestions to put in place until we are able to place these drugs in the CD cupboard. Still awaiting permission from the panel to include these drugs in the CD cupboard and checks. 						Ensure 3 x daily checks completed and be vigilant. 			Incident form completed.
Police informed and viewed area and cupboard zopiclone stored in.
PC Andrea Morgan Badge Number 1035, ext 39924 point of contact.
			Carly Mcneil, Mr Ross Phillips, Mrs Michelle Porter, Rachael Brown, Vicky Harries												Closed						Thank you for your report, this has been investigated and actions have been put in place. 						Pharmacy, Matron and Police contacted. 			Zopiclone			Zopiclone


			3/30/23			3/29/23			25059			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			Low			Patient with 2 mechanical heart valves was prescribed warfarin on hepma to be given at 18:00. Was not given by day staff, with no documentation to detail why. Agency night staff handed over verbally to following day staff that the on-call doctor had been alerted that the warfarin was not dosed and doctor had stated that since sub-cutaneous heparin 13,000 units had been administered at 05:20 the warfarin could be omitted. Nothing documented in medical or nursing notes regarding this. 			Noted that hepma clearly showed the warfarin dosed, 2mg to be given at 18:00. Doctor informed. Morning dose of clexane 80mg given. When questioned. patient was aware of omission.			Inexperienced nurse did not notice the warfarin was dosed and handed over to an Agency nurse that it had not been dosed. Agency nurse did not check on HEPMA, instead asked the on-call doctor to dose it. On-call doctor did not inform nurse that it was already dosed.			Inexperienced staff require further training on systems. Agency staff advised to check information given.						To ensure all inexperienced staff are aware of the importance of not omitting medication. 			band 6 to investigate as involved 			Bessy Howell, Ms Sarah Yeap												Closed						Doctor to inform nursing staff when warfarin is dosed.
To ensure all inexperienced staff are aware of the importance of not omitting medication. 
Inexperienced staff require further training on systems. Agency staff advised to check information given.						No, patient discharged 3/4/23			Warfarin			Warfarin


			3/29/23			3/29/23			24988			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient brought to ward A by ambulance crew. Nursing staff advised at handover they can see the drug administration history on a 'system'. We do not have access to this system at ward level. I was contacted by nursing staff who were concerned patient did not have a drug chart and was in pain, meaning the patient could not be given analgesia. I attended the ward, patient had not been in A&E department but on an ambulance for 24 hours. I went to A&E, receptionist logged onto system but no information available as to when patient last had any medication. Patient tells me she had paracetamol and Oromorph but cannot remember when. 			SHO contacted to assess the situation and prescribe accordingly, to allow the patient to have pain relief.			Medication had been prescribed on the ED card - in notes attached to datix no photocopy of the prescription side of the card included ?if this had been copied or not but would have been in Ed reception as it is the patient's original Ed card and has been scanned in.  This would have been available on Zylab once the card was scanned in.
Notes would have been available in reception for reporter to review if required.
Pharmacy are able to access medication administered from the omnicell system.  			Medication had been prescribed on the ED card - in notes attached to datix no photocopy of the prescription side of the card included ?if this had been copied or not but would have been in Ed reception as it is the patient's original Ed card and has been scanned in.  This would have been available on Zylab once the card was scanned in.
Notes would have been available in reception for reporter to review if required.
Pharmacy are able to access medication administered from the omnicell system.  
WAST staff transferred patient to ward.						See above						Claire Herbert												Closed						Medication had been prescribed on the ED card - in notes attached to datix no photocopy of the prescription side of the card included ?if this had been copied or not but would have been in Ed reception as it is the patient's original Ed card and has been scanned in.  This would have been available on Zylab once the card was scanned in.
Notes would have been available in reception for reporter to review if required.
Pharmacy are able to access medication administered from the omnicell system.  						Staff to be reminded to photocopy all patient notes when a patient is transferred to a ward.  

			Paracetamol			Morphine


			3/30/23			3/29/23			25050			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			Diazepam 2mg checked. 1 tablet missing. 			Police contact.
Pharmacy contacted.
Advice from police and pharmacy to question staff. This was carried out immediately.
Pharmacy assisted with relocating Diazepam to a sperate drawer and added 2 person finger print verification.			Following on from the previous Datix 24452 regarding missing Diazepam and Datix 24917 . The senior staff have now been conducting drug count checks on Diazepam and Zopiclone twice a day. On 29/03/23 at 06:45 there were 5 Diazepam present. On doing another count later in the day at 13:0 there were 4 tablets present. All patients drug charts checked to ensure none had been taken for patients use. CHDU contacted to see if they had required any for their patients, which they hadn't. Pharmacy, Matron and Police contacted. Police have given suggestions to put in place until we are able to place these drugs in the CD cupboard. Still awaiting permission from the panel to include these drugs in the CD cupboard and checks. Since this final incident all of these types of medications are now in the locked Omnicell and require a 2 person check and one of the staff has to be Band 6 and above. 			Following on from the previous Datix 24452 regarding missing Diazepam and Datix 24917. The senior staff have now been conducting drug count checks on Diazepam and Zopiclone twice a day. On 29/03/23 at 06:45 there were 5 Diazepam present. On doing another count later in the day at 13:0 there were 4 tablets present. All patients drug charts checked to ensure none had been taken for patients use. CHDU contacted to see if they had required any for their patients, which they hadn't. Pharmacy, Matron and Police contacted. Police have given suggestions to put in place until we are able to place these drugs in the CD cupboard. Still awaiting permission from the panel to include these drugs in the CD cupboard and checks. 						Ensure 3 x daily checks completed and be vigilant. 			All staff on shift questioned as requested by police and pharmacy.
Medications now moved to Omnicell (single drawer compartment).
Diazepam is being checked 3 times a day.

Police incident number 2300100742			Mr Ross Phillips, Mrs Michelle Porter, Rachael Brown												Closed						Thank you for your report, this has now been investigated thoroughly and will be closed. 						Pharmacy, Matron and Police contacted. 			Diazepam			Diazepam


			4/6/23			3/31/23			25536			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			Patient prescribed a STAT dose of Lacosamide 200mg IV was prescribed on 28/3/23 at 10:49. However the nurse charted a 5 (medication unavailable) non administration reason at 17:00. 
Lacosamide PO was prescribed on 28/3/23 at 10:50 to start on 29/3/23. All doses up to and including the morning of 31/3/23 were not administered. The reasons documented were 2 6s (other), 2 5s (Medicine Unavailable) and 1 'Administration Unknown'. For information - the following non administration reason/note was recorded by the nurse on 30/3/23 at 17:38: ‘Medication omitted as medical team asked me not to give due to other medication needing to be altered and a loading dose not yet given or prescribed either.’ NB: It is important to note that due to the nature of this drug, nurses are presented with a pop-up stating ‘CRITICAL MEDICATION – DO NOT OMIT’ at the point of every due administration. 
During the morning round, I understand that there was uncertainty around how to prescribe titrating doses on HEPMA therefore a decision was made for the patient to revert to a paper drug chart.
All medication was transcribed to an All Wales paper medication chart and suspended in HEPMA. 			HEPMA team visited AMU to locate the Doctor but were unable to locate them. Spoke to nurse looking after the patient to ensure they were aware.
HEPMA SMT informed and email sent to Doctor to highlight the risks introduced. 

On 4/4/23, another doctor prescribed Lorazepam on HEPMA despite all other medications being suspended.
			Private agency staff reported an alleged safeguarding concern regarding the nursing care delivered by an agency registered nurse, the agency nurse has provided a statement.  Subsequent to reading the statement, it appears that there may have been some misunderstanding and incorrect perception of events from both parties  			The statement from the agency staff nurse effectively responds to the sequence of events described by the private agency staff, since the accounts are contrary, it seems there is a misconception from the private nursing staff of the intent of the agency nurse.  						To continue thoroughly investigating safeguarding concerns to maintain patient safety 						Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						This incident will be reviewed and closed by the DHON 						No 			Lacosamide			Lacosamide


			3/31/23			3/31/23			25178			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Oxycodone 20mg/2ml ampoule broken by accident whilst performing a CD check. 			Written in CD book, one ampoule smashed. Nurse in charge informed. Datix completed.			This was an accident the ampule fell out of the nurses hands, on checking the CDs			This ampule was broken by accident caused by human error						None except to be more careful						Bethan James, Mrs Melanie Phillips												Closed						This can be closed it was an accidental breakage of an ampule						Reported to nurse in charge who saw the broken ampule, and datix rreported			Oxycodone			Oxycodone


			3/31/23			3/31/23			25138			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 12			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			Child for elective plastics surgery was prescribed paracetamol and ibuprofen as premedication.
Parent had said "No" when asked if the child received any medication was received when asked by the anaesthetic assistant during pre-theatre check. there was no suggestion/handover by the accompanying nurse at the time.
Later, when the child was under GA I checked if paracetamol and ibuprofen were administered as prescribed. They had both been crossed off and the number 6 was written against paracetamol.

I proceeded to give IV paracetamol. The surgery and the anaesthetic were uneventful and the child was discharged back to the ward safely. I then had a phone call to say the the number 6 meant "Other" see page 12 on the drug chart. On page 12 was written - "paracetamol crossed off in error".

			Child safety ensured - Child doing well on ward. Parents informed (Candour) of the incident, nurses and Ward sister informed.
I apologised for the error and said that I should have checked with the ward staff before giving the dose.
As clearly within the maximum daily dose of 60mg/kg, the paediatric registrar, parents and I agreed to skip the afternoon dose of paracetamol and the night dose can still be given as normal.
The parents asked if the child will be safe, and we reassured that as the chid is fit and healthy and we're within the maximum dose, he will be fine. They had no further questions.						NA						No harm, incident identified and patients parents appropriately informed. Presented at governance and incident used to inform QI project around patient administered analgesia.						Dr Lewys Richmond												Closed						No harm, incident identified and patients parents appropriately informed. Presented at governance and incident used to inform QI project around patient administered analgesia.									Paracetamol			Paracetamol


			4/1/23			4/1/23			25191			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Myself with one of the other staff nurse, were checking controlled drugs. We were counting the tablets to confirm the amount of tablets taken and went back in the controlled drug cupboard. Zomorph 10mg tablet left according to the recorded number in the controlled drug book was 11, whereas only 10 tablets were in the cub board. 1 Zomorph 10mg tablet is missing.			Firstly, we checked inside the controlled drug cupboard taking out all the boxes. Secondly, inside all the other boxes of medications was checked. Finally, re-checked patient's own drugs in the cupboard. 			Patient was prescribed 50mg Zomorph, staff given 1x30mg and 2 x 10 mg tablet from stock. It was signed out which left the one attended for. Patient had the correct dose but the documentation showed only one was signed out rather than two.			Double checking required  and proper counting required  when CD drugs taking out from the CD cupboard.						Double checking  and proper counting required  when CD drugs taking out from the CD cupboard.			Nurse in charge advises that following investigation at ward level, a documentation error was identified.
The ward Sr on duty today is going to fully update the Datix with a view to closure.			Jade Stamate, Resmi Michael												Closed						Double checking required  and proper counting required  when CD drugs taking out from the CD cupboard.						The CD book amendment done this morning and corrected .


			4/1/23			4/1/23			25198			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
There are flaws in the HEPMA system as the nursing staff are unaware that the antibiotics needs to be reviewed as the system does highlight this. 						No lessons to be learned.						Matt Searle, Mrs Natalie Dark-Harry, Thomas Maddock												Closed						Thankyou for reporting this.
Feedback has been given to the medical team.						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			4/1/23			4/1/23			25192			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Low			375mg dose of vancomycin given at 06:00 dose on 01/04/2023, should have been 125mg. Drug is stored in the fridge outside of room, confusion over the dose that was brought into the room to be administered. 
375mg dose brought into room to be administered but the nurse administering the dose thought it was 125mg.			Doctor on call informed, dosage checked to ensure minimal risk of harm to patient, patient on continuous observations, patient could not be informed due to confusion.
NO harm to patient.			Communication error between 2 nurses regarding drug dose.
			Lack of communication between two members of staff led to the error. 
It was not communicated clearly the dose in the syringe that was to be given orally.
Ensure staff are aware that we are to no longer keep medication in the fridge unless it is specifically supplied for multiple doses. Ie. fluxclox oral mixture. 
Medication is to be disposed of even when there is enough for multiple doses unless specifically supplied by manufacturer for multiple doses.						Medication is to be disposed of even when there is enough for multiple doses unless specifically supplied by manufacturer for multiple doses.						Louise Ball, Mr Martin Nicholls												Closed						Thank you for this report.
Steps have been taken to avoid this happening again						Email sent to all staff to ensure policy is maintained and reduce risk of error.
patient reviewed by medical team and vancomycin levels checked - no harm came to patient. 			Vancomycin			Vancomycin


			4/2/23			4/2/23			25254			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dyfed Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Marites Colarina												Under Investigation															Amoxicillin			Amoxicillin


			4/2/23			4/2/23			25255			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Incident reviewed due to outcome of investigation resulting in significant harm.
Investigation indicated no harm to patient. 
WCP reviewed - patient discharged 04/04/2023 - no indication that harm caused as a result of the auto stop.
Incident updated to reflect outcome of investigation and WCP			Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical team are aware of the issue and the consultant reminds the medical team to review HEPMA. 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			4/2/23			4/2/23			25223			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Allocation of nurses to ward changed in AM due to one nurse going to another ward. Confusion as to who was looking after the patient. On my ward round, I gave his insulin alongside his regular medication whilst he was having breakfast. I signed for the medication as given. Later, whilst walking past,  I noticed that an agency nurse had given his insulin again but not his other medications.			Blood sugars checked after 1 hour, sugars had gone up from 21.2 to 22.2. I advised agency nurse looking after the patient to check his sugars more regularly throughout the shift. She gave patient an ensure drink and patient has snacks at bedside. Agency Nurse advised she has contact the on call doctor to review.			The patient has unfortunately had 2 doses of insulin.
There appear to be some communication issues which have contributed to this.
Also the agency nurse who administered the 2nd dose of insulin did not double check as the first dose of insulin had been signed for.			Verbal communication with regards to the Nurse who had administered the insulin.
The agency nurse did administer insulin but did not double check the medication chart s this had been given and signed for.						Verbal communication with regards to the Nurse who had administered the insulin.
The agency nurse did administer insulin but did not double check the medication chart s this had been given and signed for.						Alison Williams												Closed						Thank you for reporting.
The agency are aware of this drug error and the agency nurse has been asked for a statement and has provided evidence that she is competent.
Verbal communication with regards to the Nurse who had administered the insulin.
The agency nurse did administer insulin but did not double check the medication charts this had been given and signed for.
Hopefully all involved can learn from this incident to try to ensure this does not occur again.
						NO			Insulin lispro biphasic			Insulin lispro biphasic


			4/3/23			4/3/23			25289			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			patient transferred from blue trolley bay into resus due to DKA, patient BM's dropping despite protocol. BM's dropping significantly from 27.8 to 20.8 then more drastically to 10.3 there was no change to insulin rate despite protocol. Protocol states if drops by 2mmol on 2 readings then to decrease insulin rate by 1 unit/hour which was not done overnight. When spoke to medics stated weren't happy as could be quite dangerous, spoke to NIC asked for Datix to be completed.			Insulin stopped all together,  discussed with medics. Rechecked BM's now improving on Glucose 10%, to re start insulin at 1ml/hr to closely monitor BM's and Ketones and titrate as required. 
Medics will keep an eye 																		Claire Herbert, Mrs Della Llewellyn												Under Investigation															Insulin soluble human			Insulin soluble human


			4/4/23			4/3/23			25383			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			Patient advised to start on Omeprazole infusion post OGD at a rate of 8ml/hr as per OGD report. Correct dose is 8mg/hr. 			Error detected and discussed with clinical intensive care team who agreed to amend prescription to increase dose to 8mg/hr. 			Discussed with Endoscopist this was an error fully accepts this and apologises 			Human Factors 
Time 
Fatigue 						the endoscopist accepts the error and fully apologises 						Aarij Siddiqui, Anita Jonas, Nicola Morgan, Sandra John-Cox, Sophie Henson												Closed						Thank you for Highlighting this Incident 
Fully apologise
Discussed with Endoscopist  						Will discuss Endoscopists  			Omeprazole			Omeprazole


			4/3/23			4/3/23			25277			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Nurse contacted and advised to alert Dr before round			patient admitted to hospital on 20.3.23 (monday) to a and e  with high temperature and rigors
past medical history of previous ascending aorta repair and avr in 2013. patient initially transferred from a and e  to amau on 21.3.23. and then patient went to cath lab on 22.3.23 for a temporary pacemaker and was transferred down from cath lab on 22.3.23
treated as an infective endocarditis and ?aortic root abcess, reviewed by infectious diseases blood cultures showed strep mitus bacteraemia
started on iv gentamycin and vancomycin.
iv antibiotics - were presecribed on the 23.3.23 and were suspened on the 2.4.23 therefore the patient missed the evening dose on the 2.4.23 and the morning dose on the 3.4.23.
This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions resulting in patient missing at least 24 hours of antibiotics. Clinical teams alerted by the HEPMA team of the need to review urgently. 
The medication had been newly prescribed on the friday evening following scan results. 


. 			no harm came to the patient
doctors reviewed the antibiotics and the gentamicin was restarted 						the importance of communication, between teams to ensure that patients do not have a delay in their care.

for any patients who are starting antibiotics the ward team communicate to the patients team the need to review the patients antibiotics before the 72 hour 'cutoff' to ensure that a patietn does not miss their antibiotics and ensuring there is no delay / postponement in their care. 
 
						Bethan James, Marie Grace Aveo, Mrs Melanie Brooker, Sheree Kowalski												Closed						thank you for taking the time in completing the incident form 
after reviewing the patients notes and clinical systems the following conclusions have been made 
outcome no harm  
learning the importance of communication, between teams to ensure that patients do not have a delay in their care.
actions for any patients who are starting antibiotics the ward team communicate to the patients team the need to review the patients antibiotics before the 72 hour 'cutoff' to ensure that a patietn does not miss their antibiotics and ensuring there is no delay / postponement in their care. 
 
						Clinical team reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.
Importance of communication between teams. 

nursing staff to be informed at any antibiotic that has been suspended on hepma is to be reviewed by the doctors/nurse practitioners to ensure that the patient does not miss a dose of antibiotics 			Gentamicin			Gentamicin


			4/3/23			4/3/23			25299			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Low			have been asking pharmacy since December about removing CDs from cupboard where patients have left the unit. pharmacy have been saying that they do not have the capacity or staff to remove these drugs. today night staff handed over that we have oxycodone in the cupboard that is out of date so i have asked if they can at least remove these out of date drugs due to the potential risk of an error occurring . I was told no as they had no capacity due to managing 2 wards 
			informed ward manager who will escalate to matrons. the drugs in cuboard will be clearly marked with stickers stating out of date now 																		Mrs Natalie Dark-Harry, Mrs Carys Walters												Under Investigation															Oxycodone			Oxycodone


			4/3/23			4/3/23			25301			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			Patient was prescribed 960mg co-trimoxazole via IV route due as a morning dose on 3/4/2023. I administered the correct dose and drug but via oral route instead of IV, therefore made a drug error. I noticed my mistake just as patient had swallowed the medication as I was signing.  			I informed the patient's medical team's physician associate of my error and asked them to let me know if they had any concerns medically or needed anything doing, they stated they had no concerns but to give IV as prescribed for next due dose. I documented 'PO' next to my signature for the drug as requested by the medical team. 
I informed the Nurse in charge of my error. 
I informed the patient of my error and apologised, she understood what happened, accepted it and didn't raise any concern about it to me.
I informed the pharmacist of my error, no concerns raised. 
I documented the error in my nursing kardex notes and completed this datix. 
			Patient was prescribed 960mg co-trimoxazole via IV route due as a morning dose on 3/4/2023. I administered the correct dose and drug but via oral route instead of IV, therefore made a drug error. I noticed my mistake just as patient had swallowed the medication as I was signing.  			Staff nurse to do a reflection, once realised all appropriate action taken.						Staff to check route prior giving medication to patient. 						Mrs Sara Morgan												Closed						Thank you for completing this incident - please write a reflective piece on this incident. 
Reason for incident occurring - Possibly staff nurse rushing and not reading the medication correctly. 						I informed the patient's medical team's physician associate of my error and asked them to let me know if they had any concerns medically or needed anything doing, they stated they had no concerns but to give IV as prescribed for next due dose. I documented 'PO' next to my signature for the drug as requested by the medical team. 
I informed the Nurse in charge of my error. 
I informed the patient of my error and apologised, she understood what happened, accepted it and didn't raise any concern about it to me.
I informed the pharmacist of my error, no concerns raised. 
I documented the error in my nursing kardex notes and completed this datix. 			Co-trimoxazole			Co-trimoxazole


			4/4/23			4/4/23			25410			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Endoscopy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)			None			Patient reported that he experienced itching and redness to both hands when taking Moviprep bowel preparation on 3rd April 2023, the day before his procedure. On the day of procedure, 4th April 2023 he stated this was resolving. 			No immediate action was required. Symptoms were resolving. No other symptoms identified. Consultant made aware prior to procedure.  Advised patient to not take Moviprep in future and if asked if has any allergies to declare this going forward. Advised to see GP post procedure as a precaution . Yellow Card completed.			A note made re the patients reaction to movi prep 			Pre assessment patient asked if any known allergies 						Informed patient to leave health care professional know if he has moviprep again  						Sandra John-Cox												Closed						Thank you for highlighting the issue 						no patient well on day of colonoscopy 			Sodium ascorbate + Ascorbic acid			Sodium ascorbate + Ascorbic acid


			4/5/23			4/5/23			25492			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						Dr Rhodri Edwards, Elizabeth Alexandra Davies, Morag O'gorman												Closed						thank you for reporting incident 

The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Co-trimoxazole			Co-trimoxazole


			4/6/23			4/6/23			25520			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Patient in cardiac arrest. Attempted to give IV adrenaline from emergency drug tray but syringe would not inject despite multiple attempts and patent cannula.			Another syringe from emergency drug tray used instead and adrenaline successfully administered. Syringe has been retained in drug room for inspection if required.			Patient in cardiac arrest. Attempted to give IV adrenaline from emergency drug tray but syringe would not inject . New syringe of adrenaline used from drug tray that was available and defective syringe kept for analysis.  Patient already in cardiac arrest and had received multiple adrenaline and atropine. Very small delay in administration. by time syringe had been handed to a nurse the team had already administered adrenaline from a replacement.  			no harm from the incident 
patient already in full cardiac arrest 
time delay between adrenaline syringes minimal, as new syringe had been already prepped, as he had had multiple adrenaline injections prior to the miniject that failed 						ward team to be made aware to the possibility of further adrenaline syringe failures, and filtered to other wards and departments in the hospital to the possibility of failures 						Mrs Melanie Brooker												Closed						thank you for taking the time in completing the incident form 
the incident has been investigated and the following concluded 
outcome no harm, the patient was in full cardiac arrest at the time of the incident, through cardiac arrest team preparing further adrenaline the time delay between administration minimal. the patient had already had several minijets of adrenaline before the minijet failure  
learning: keeping aside the 'defective' syringe to return to manufacturer via hospital pharmacy to ensure that other syringes in the batch role out do all not have the same issue 
actions pharmacy made aware of the issue with the adrenaline, as soon as practically possible (cardiac arrest happened in the early hours of the morning) therefore waiting until working hours of pharmacy to notify them 
ward team to be made aware to the possibility of further adrenaline syringe failures, and filtered to other wards and departments in the hospital to the possibility of failures 
						Importance of escalation to pharmacy to report defective syringe. 
All staff to be made aware of potential for defective prefilled drug syringes. 

email from pharmacy from the maufacturer - no issues with syringe manufacture 			Adrenaline			Adrenaline


			4/6/23			4/6/23			25527			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Patient was prescribed Amoxicillin 3g PO prior to a dental extraction but was administered Intravenously.			On discovery of the error the infusion was stopped and the team informed. As the patient was on their way to the dental department  and half of the infusion had gone through, the nurse practitioner had said for the remaining to be given. Patient aware. 			The patient was due to have a dental extraction and was prescribed 3g PO Amoxicillin prior to this procedure. The ward have the new computerised HEPMA system in place. On the system it showed that Amoxicillin 3g Powder was to be administered which the staff nurse and witness were not used to the term and presumed this was IV powder. The prescription does state that this is Oral. This is a new system to the staff and this caused them some confusion. Once the error was realised the infusion was stopped and advice sought from the nurse practitioners who advised for the infusion to continue. No harm came to the patient. The staff nurses involved have reflected on the situation and are aware that going forward they need to confirm the route of administration. The staff nurse who witnessed the administration is yet to complete her IV competency, the ward will look to putting her on the course at the earliest opportunity. 			The patient was due to have a dental extraction and was prescribed 3g PO Amoxicillin prior to this procedure. The ward have the new computerised HEPMA system in place. On the system it showed that Amoxicillin 3g Powder was to be administered which the staff nurse and witness were not used to the term and presumed this was IV powder. The prescription does state that this is Oral. This is a new system to the staff and this caused them some confusion. Once the error was realised the infusion was stopped and advice sought from the nurse practitioners who advised for the infusion to continue. No harm came to the patient. The staff nurses involved have reflected on the situation and are aware that going forward they need to confirm the route of administration. The staff nurse who witnessed the administration is yet to complete her IV competency, the ward will look to putting her on the course at the earliest opportunity. 						Ensure all safety checks are completed prior to administering any form of medication. 			Statements requested			Laura Scrine, Rachael Brown												Closed						Thank you for your incident, as you are aware we have investigated this and it will now be closed. 						Infusion stopped. 
Medical advice sought. 
Staff reflected on their actions. 			Amoxicillin			Amoxicillin


			4/12/23			4/6/23			25907			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Patient charted on paper chart instead of HEPMA, this was transcribed onto HEPMA on 06/04/23 but the paper chart was not crossed through. The patient was then seen by cardiology who prescribed medication on the paper chart rather than HEPMA. This resulted in the patient missing medication over the bank holiday weekend.			Discussed with doctor looking after the patient who then prescribed the missing medication onto HEPMA.																		Samantha Evans, Julius OBANA, Nerys Jones												Under Investigation															Ticagrelor			Ticagrelor


			4/7/23			4/7/23			25594			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Whilst checking the controlled medication this morning, Oxycodone 20mg in 2ml was dropped and glass ampule broke. 
Batch number 12MYVC			Nurse in charge aware
Glass ampule discarded,
CD book updated
Pharmacy infromed
			I have spoken to the nurses involved with this accident.  They were busy checking the controlled medicines at the start of this shift.  They were certainly not rushing or being slap dash.  Accidents happen from time to time. 			Accidents happen from time to time.  I am happen with the nurses response in reporting this. 						As above 						Mr Edward Smale												Closed						As above 						None.  The only thing of note is to ensure that the CD cupboard is not over flowing at that meds are stored safely. 


			4/7/23			4/7/23			25625			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			Patient given wrong medication in error. Patients details not checked prior to giving medication via paper chart and staff gave medication intended for another patient to patient. 
			Informed NIC, Informed doctor, informed patient, hourly observations commenced, datix done, reflective piece written and given to NIC. 			I worked this shift in question. The agency nurse approached me as soon as she recognised the error. She had used the wrong paper chart for the patient. 
Error could have been avoided if nurse checked patient details before administration. 

			Post drug error protocol complete. 
DR reviewed patient and wrong medication caused no harm to patient. 
Nurse provided statement for datix purpose and personal reflection. 						To continue to promote the importance of the 5 R's.

after the error, discussed the importance of checking patient details. But also thanked for her honesty and transparency about the situation. 						2TQ, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						Thank you for reporting and reflecting on this error. 						I requested she did a set of obs, informed the dr, tell the patient of the error, complete a datix. 
I also asked for a statement which has been attached to this investigation. 
Told the nurse to inform her agency. 
I also contacted them the next day. 			Bisoprolol			Bisoprolol


			4/13/23			4/10/23			25955			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient given Zormorph 20mg by night staff when should have been given Zormorph 10mg.			Patient aware and pharmacy spoken too. IR1 completed and matron aware.			Patient had previously been taking Zormorph 20mg, changed on 5/4/23 to Zormorph 10mg.

Two agency nurses checked the drug chart and give to patient.

only 1 substantive working on the ward this night shift.			Too always make sure a substantive staff are able to check medication out with agency, to hopefully reduce risk difficult on this shift due to only one substantive staff member on duty.						Too always make sure a substantive staff are able to check medication out with agency, to hopefully reduce risk and it makes it much easier to investigate when things do go wrong. 
			mediation review meeting being held on 3/5/23			Emma Walsh, Miss Walters Katie, Mrs Melanie Davies												Closed						Too always make sure a substantive staff are able to check medication out with agency, to hopefully reduce risk and it makes it much easier to investigate when things do go wrong. 
For ward staff to ensure this is communicated with the agency staff at the beginning of each shift.
Nurse bank has been informed for them to let the agencies that they work for know for them to follow their procedure following a drug error.						Patient had no ill effects and morning dose not given. Pharmacy aware of the incident.
 Morning dose omitted on the 11/04/23 by ward staff and discussed this with pharmacy who agreed this was the correct thing to do.			Morphine			Morphine


			4/11/23			4/10/23			25801			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Patient co-prescribed dexamethasone 6mg at night and prednisolone 25mg in the morning both given together on the 10/04/2023. 			Contacted ward to inform doctor and nurse. 																		Mrs Sian Ackland, Mr John Williams, Mrs Samantha Francis, Mrs Andrea Thomas												Under Investigation															Dexamethasone			Dexamethasone


			4/11/23			4/10/23			25820			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						Dr Rhodri Edwards, Morag O'gorman												Closed						thank you for reporting incident 

The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 			Doxycycline			Doxycycline


			4/10/23			4/10/23			25736			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			None			Patient A attended for dialysis 10/4/23 having been discharged from  ward on Sunday 9/4/23. Arrived with medication intended for another patient (Patient B)  - stated the medications had been given to him on discharge. No medications had been taken. Dispensed was Gaviscon and oral paracetamol. Unaware if patient B was dispensed his medication but ward staff unable to find patient A's medication
Above I have marked that patient B is unharmed but I don't know			Ward informed via telephone. Medications removed from patient. Ward staff bringing medication for patient when it is delivered as his medication is missing from the ward			Two patients for discharge home following dialysis, one was very anxious to receive their take home medication. A staff nurse had seen a take home bag left in clinical room, as had just been delivered by pharmacy porter, and informed the newly qualified nurse looking after Mr. Williams his take home meds were there. The staff nurse picked this medication in the green bag up, and gave it to the patient without clarifying correct patient. The patient rushed off the ward without checking also.			Two patients for discharge home following dialysis, one was very anxious to receive their take home medication. A staff nurse had seen a take home bag left in clinical room, as had just been delivered by pharmacy porter, and informed the newly qualified nurse looking after Mr. Williams his take home meds were there. The staff nurse picked this medication in the green bag up, and gave it to the patient without clarifying correct patient. The patient rushed off the ward without checking also.						All staff have been made aware of this incident. All staff are aware of always checking medication against patient details before giving, as per policy.
It has high lighted a serious error from rushing and how quickly an error can occur by not following policy correctly.			On 9/4/23, two patients were being discharged home. It was a Saturday and pharmacy was closing lunch time. The porter delivering medication arrived with a green bag containing patient take home medication. Mr. Williams had been very anxious about waiting for this, wanting to leave as soon as possible. The staff member, who is newly qualified, looking after Mr. Williams, was informed by another staff member that Mr. Williams TTOs were in the clinical room. The staff nurse looking after Mr. Williams picked the medication up and gave it to the patient, but did not check the patient details, as patient was rushing to leave.
This is a learning experience for all staff, to double check when giving any medication. All staff realise the seriousness of this incident. On behalf of the ward, apologies were given to both patients involved.
			Kristine Labayo, Mrs Lisa Morris, Mrs Sharon Howells, Tracy Davies												Closed						All staff have been made aware of this incident. All staff are aware of always checking medication against patient details before giving, as per policy.
It has high lighted a serious error from rushing and how quickly an error can occur by not following policy correctly.						All staff have been made aware of the seriousness of this incident. All staff are aware to always check patient details before any medication is given, as per policy.
From this incident it has been highlighted when staff are busy how serious mistakes happen. 
			Calcium carbonate + Sodium alginate + Sodium bicarbonate			Paracetamol


			4/11/23			4/11/23			25817			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Incident reviewed due to outcome of investigation concluding severe harm.
Outcome of investigation reviewed and incident clearly identifies that no harm was caused
Incident updated to reflect outcome of investigation			Dr Rhodri Edwards, Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical team are aware of the issue and the consultant reminds the medical team to review HEPMA. 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			4/11/23			4/11/23			25819			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Incident reviewed due to severity of incident reported as significant.
Incident reviewed and concluded that no harm was caused - incident severity updated to reflect the outcome of the investigation			Aimee Jenkins, Mrs Sara Morgan												Closed						Thank you for reporting this incident - medical team are aware of the issue and the consultant reminds the medical team to review HEPMA. 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			Amoxicillin			Clarithromycin


			4/12/23			4/12/23			25867			Organisation			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 2			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			An error had occurred whilst checking controlled drugs at the end of the theatre list . The total of alfentanil in the controlled drug book differed to the amount in the controlled drugs cupboard.  			Line Manager informed. Controlled drugs re-examined and book re-examined to ascertain reason for error. A subtraction error appeared the obvious reason so the patients anaesthetic chart was checked to confirm the amount of alfentanil that was administered. This confirmed that the patient had received the documented amount and the sum was actually incorrect and had been miscounted at the end of the list.

The running total was then corrected with witness as per policy. 
			The Anaesthetist had asked for a further Alfentanil once the patient was on the operating table and this had not been added in the controlled book. The Anaesthetic practitioner believes when they went to record the drug in their mind it had already been recorded when they read the name of the patient on the operating table. This was human error.			This was an isolated incident. Please close this incident. 						When the Anaesthetist asks for additional CD`s when patient in theatre please request they cast an eye and witness the drug coming out of CD cupboard and document in the Register immediately.						Jade Rouse, Joanne Phillips, Miss Sian Williams												Closed						Please follow protocol when taking Controlled Drugs out of CD cupboard.
When the Anaesthetist asks for additional CD`s when patient in theatre please request they cast an eye and witness the drug coming out of CD cupboard and document in the Register immediately.						Advised to follow protocol as witness required when removing a controlled drug for CD cupboard and then Controlled Book to be completed immediately after taking CD out of cupboard.			Alfentanil			Alfentanil


			4/17/23			4/12/23			26277			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal			Low			On administering Oxycodone Shortec liquid it was noted in the control drug book that there was 41mls remaining, after administering 5mg/5ml to the patient the bottle was empty. 
on reporting this incident the amount remaining in the control drug book stated 41mls and when a dose of 5mg  in 5ml given to the patient the remaining balance in the bottle was 0mls.

			Informed Pharmacy team and line manager, the empty bottle was placed in the outer CD cupboard pending for pharmacy to investigate what had happened however, night staff disposed of the empty bottle thinking that it was no longer required as it was empty. 
			On administering Oxycodone Shortec liquid it was noted in the control drug book that there was 41mls remaining, after administering 5mg/5ml to the patient the bottle was empty. 
on reporting this incident the amount remaining in the control drug book stated 41mls and when a dose of 5mg  in 5ml given to the patient the remaining balance in the bottle was 0mls.

			In conclusion, it is evident that there was no evidence of a drug error however, if the nearly empty bottles were re-calculated prior to re-starting a new Oxynorm bottle then there would be very little underage or overage. therefore, the amount remaining in the control drug book would be correct. 
Pharmacy do recommend that we re-calculate each bottle as this is good practice to prevent any future errors from occurring.  						Staff have been advised to re-calculate any surplus liquid remaining in the Oxynorm or morphine bottles prior to restarting a new Oxynorm bottle, staff are aware that this is good practice which must be utilised in all areas at all times.
Staff advised to read up on policies relating to drug management of control drugs and storage. 
Staff to make sure that they are not disturbed when checking or calculating control drugs. 
Use the do-not disturb sign on the door to alert all staff on the ward not to enter the clean utility drug room whilst control drugs are being counted or dispensed. 
 						Francesco Bonifacio, Mrs Julie Andrews												Closed						incident Investigated, no harm caused, please send for closing.  						Informed pharmacy team of the underage of Oxynorm liquid, and was advised to keep the empty bottle stored in the control drug cupboard until investigated, however, night staff had disposed of the empty bottle thinking that it was not needed. 			Oxycodone			Oxycodone


			4/12/23			4/12/23			25873			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			-Antibiotics reviewed, patient no longer needed them. Patient discharged home. 			-Medical work load high on Friday, medical team didn't review antibiotics. 
-Medical team reminded to review antibiotics. 
-Nursing staff reminded to check antibiotics and ask on call to review when needed.  						Clinical team reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						2TQ, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						Thank you for completing this incident form. Clinical team and nursing staff reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						The clinical team reminded the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 			Amoxicillin			Amoxicillin


			4/28/23			4/13/23			27058			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			Catastrophic / Death			The ID team had been looking after the patient, an 86YO gentleman on ward S since the beginning of March 23. He was originally being treated for an E.Faecalis bacteraemia associated with prosthetic valve endocarditis. The patient had multiple co-morbidities (Congestive cardiac failure, Hypertension, Vascular dementia, T2DM, Atrial Fibrillation, prev AAA repair and Bioprosthetic Aortic valve replacement). This gentleman was taken to the IE MDT and following discussion it was decided that due to his general decline over the last few years and co-morbidities, he would not be fit for any surgical intervention to replace the infected valve. It was therefore decided to put the patient on lifelong antibiotic suppression. (Amoxicillin 1g QDS). This was discussed with his family. Due to the nature of the infection (incurable) and his PMH, it was felt that in spite of antibiotics he was likely to continue to deteriorate over time. 

Through-out his admission the patient was having periods of fluid overload. This was likely due to his history of Congestive cardiac failure and his prosthetic valve IE. Around the 24.03.23, he was referred to the respiratory team with aim to aspirate/drain an ongoing right sided plural effusion. The Respiratory team kindly reviewed him on the Friday and asked that we hold his anticoagulation 48 hours prior to the procedure – with aim to do it on the 27.03.23. The ID team therefore stopped the patients Apixaban (for AF) on Saturday the 25.03.23. The aspirate was then attempted on the following Monday. 

Following the procedure. The anticoagulation was not restarted. He was not on prophylactic LMWH. 

On the 13.04.23 the patient suffered an Acute MCA territory infarct which left him with dense hemiparesis of his right side and aphasia. He was reviewed by the Stroke consultant on the morning of the 13.04.23 and it was felt his prognosis was guarded. After frank discussions with the family. It was decided that it was in the patients best interests to be kept comfortable. The patient was reviewed by palliative care in the afternoon of 13.04.23 and EOL care was commenced. He was regularly reviewed by them thereafter. He was moved to the negative pressure room on ward S on the 14.04.23 to allow for family to be with him in privacy. He then passed away on Sunday 16.04.23. May he RIP. 

A CT head on 13.04.23 suggested multiple old bilateral infarcts as well as a new acute MCA infarct. Given his past medical history and on-going infective endocarditis the patient had been high risk of stroke for many years. It is not clear whether this event was entirely preventable, but we think it is important to acknowledge that the patient not receiving his anticoagulation may have contributed to the event.
			The patient was reviewed by the Stroke consultant on the 13.04.23. His prognosis was guarded. He was then reviewed by palliative care and EOL protocols were put in place to provide comfort and dignity in death. This was done on the same day. 															No update			Brendan Healy, Dr Richard Chudleigh, Mrs Suzanne Holloway												Management review/Make it safe plus															Apixaban			Apixaban


			4/14/23			4/14/23			26067			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Severe			Patient transferred from ED department to ward H Surgery on the 13/04/2023 with dusky right leg pain, on a heparin infusion. 
When looking through the patient belongings to give the patient her toiletries the staff found a 10ml syringe with 8mls of clear fluid and with a blue sticker on the syringe stating Morphine  mg/ml (unknown strength). Pharmacy technician informed charge nurse immediately of this incident.  
Looking from the ED admission card it was noted that the morphine IV was prescribed and only 2mg was administered tot he patient at the time of her being an in-patient in ED. 			The syringe with drug content locked away in the control drug cupboard and informed ward pharmacist. The syringe with the morphine drug was then booked into he CD book and re booked out and sent to pharmacy for safe keeping until a decision is made regarding the incident. 
Informed charge nurse in ED regarding the incident and a datix has been completed for further investigating. 
Photo evidence attached regarding the syringe with Morphine found.  
															Incident transferred to organisational incident. No indication that the patient has come to harm as a result of the the discovery of a morphine syringe within her bed clothes. Incident has been transferred to ED for investgation. Patient discharged 19/04/2023			Claire Herbert, Karen Thomas, Laura George Hennah, Mrs Della Llewellyn												Under Investigation															Morphine			Morphine


			4/14/23			4/14/23			26081			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Low			PCA syringe taken down by night staff as handover over by day staff and clarified by surgical on call (13/04) 19:20
PCA pump found behind G6 curtain with loaded syringe of 33mls morphine sulphate.
G6 pt is an IVDU who absconded the previous day. 
PCA didn't belong to this pt, it was for a different pt in the bay.
			PCA pump removed from the bay, morphine disposed of and recorded. 			Day staff came on to shift and found a PCA pump on the drip stand next to bed 6, the PCA had been taken down from bed 3. The staff nurses on the day shift stated that the PCA was locked and the patient would be unable to access the medication inside the PCA. The patient in bed 6 did not have IV access as I had removed this myself after he absconded and the patient was put on oral abx.
The agency nurse on the night shift had gone to wheel the PCA out of the bay when another patient needed assistance early hours of the morning. 
The patient in bed 6 claims he was unaware the PCA was there and the PCA did not appear to have been tampered with. 
Day staff took the PCA in to the medication room, unlocked it and disposed of the morphine (2 RNS), wastage recorded in CD book.
Staff on the night shift spoken to about this incident and the importance of discarding medication from PCA as soon as it is no longer required and recording the wastage. 			Day staff came on to shift and found a PCA pump on the drip stand next to bed 6, the PCA had been taken down from bed 3. The staff nurses on the day shift stated that the PCA was locked and the patient would be unable to access the medication inside the PCA. The patient in bed 6 did not have IV access as I had removed this myself after he absconded and the patient was put on oral abx.
The agency nurse on the night shift had gone to wheel the PCA out of the bay when another patient needed assistance early hours of the morning. 
The patient in bed 6 claims he was unaware the PCA was there and the PCA did not appear to have been tampered with. 
Day staff took the PCA in to the medication room, unlocked it and disposed of the morphine (2 RNS), wastage recorded in CD book.
Staff on the night shift spoken to about this incident and the importance of discarding medication from PCA as soon as it is no longer required and recording the wastage. 
Staff handed over that the PCA had been taken down and the content discarded which was not the case. 
PCA not taken down and disposed of correctly and left next to another patients bed.
						Nurse in charge of shift is to check each bay to ensure no medication is left unattended and all equipment is appropriately in use. 
Staff are to take PCA down and discard of medication (morphine or fentanyl) as soon as possible. Two nurses are to check the syringe and record the wastage in the CD book with two signatures. 						Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to complete this datix. 
The incident has been fully investigated and determined some learning points which have been taken forward by the Ward Manager..
						Feed back given to nursing staff regarding this incident. 			Morphine			Morphine


			4/17/23			4/14/23			26228			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			Patient was on Warfarin for AF. Agreement to switch to Apixaban. 
Warfarin reversed for Surgery and stopped. Patient commenced on Tinzaparin 4,500 units OD on 11/04/2023. 
Patient then prescribed Apixaban on 14/04/2023 when INR dropped as per SmPC. 
Tinzaparin unfortunately continued and given for 3 days with Apixaban.
			- Informed team
- Stopped Tinzaparin 
- Informed Nurse looking after patient - no current signs of unexplained bleeding / bruising			Warfarin was stopped on the on the 14/4/23 commenced on Apixaban. Tinzaprin was not crossed off. it was given for 2 days while on the apixaban. on the 16/4/23 it was questioned with the on call dr Essam that the patient had been changed from warfarin to apixaban but still on tinzaparin. he stated that the patients INR was low and that he needed the tinzaparin given along side the apixaban.  			The dr reviewed patient after findings today patient is fit and well and no effects from having the medication.  
Dr and staff members involved all aware of incident and training offered.
						Training for staff recommended. 
careful prescribing of medication.
This was questioned and given the wrong information.
  						Victoria Hopkins												Closed						Thankyou for the information. Warfarin was stoppped on the on the 14/4/23 commenced on Apixaban. Tinzaparin was not crossed off. it was given for 3 days while on the apixaban. on the 16/4/23 it was queried with the on call dr Essam that the patient had been changed from warfarin to apixaban but still on tinzaparin. he stated that the patients INR was low and that he needed the tinzaparin.  Training for staff recommended. 
careful prescribing of medication.

						the dr reviewed patient after findings today patient is fit and well and no effects from having the medication.  
Dr and staff members involved all aware of incident and training offered.			Tinzaparin			Tinzaparin


			4/26/23			4/14/23			26921			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Moderate			I am writing to express my concern of a patient safety incident related to medication that has come to my attention when one of our patients was on ward B . I believe she was admitted on the 3rd April 2023 following a NOF and was operated on, whilst an inpatient her medication was changed. She was then discharged on the 14th April 2023 to Bonymaen house for rehabilitation prior to her return home.

The patients daughter ( a retired doctor)  rang our surgery on 19th April 2023 to express her concerns that her mum had been switched from warfarin to Apixaban, she states she had spoken directly to one of the ward doctors when this had been mentioned as a possibility, as her mum is on carbamazepine which has a severe interaction with Apixaban and can reduce its effect.  She was told they would speak to the consultant. 
This switch had been considered in the past (especially during the pandemic) but was not done due to the interaction of these medications. She had been stable on warfarin for AF (had a stroke in 2019 following undiagnosed AF)

We had not received a discharge summary at this time so we had to chase this via our Cluster pharmacist who also management to speak to a doctor who had looked after her and a ward pharmacist, disappointingly the responses we had as shown below do not acknowledge that there has been a significant incident in this case.

The pharmacist's reply was as follows: "I cannot confirm why the switch to Apixaban was made other than it is done fairly regularly for the obvious benefits for the patient. In this case I don't think it was done with the interaction with carbemazepine in mind so she should probably be put back on warfarin. Apologies for any inconvenience caused."
 
The Dr's reply was as follows: "Regarding the patient, I would apologize as it was an oversight on our part. If the patient would prefer, they can stop apixaban and go back on their previous dose of warfarin as we do not want to annoy the family."
 
I am also concerned as she has been discharged on apixaban 5mg bd which is a high dose ( as this should be reduced due to her age >80 and weight <60kg to 2.5mg bd)

As she is now in Bonymaen house for two weeks she is now temporarily under a different GP who covers that area, we have handed over the concerns and they are looking at reviewing her medication and switching back to warfarin. She has been discharged from the hospital anti-coagulation clinic as well so this has to be reinstated.

This has caused unnecessary stress to her family as well as a potential for the patient to not be adequately anti-coagulated and at risk of stroke as well as a possible increased risk of major bleeding due to an incorrect dose of apixaban.

I trust that this will be looked at as a significant event and welcome a response once this has been done.
			as above			Not a nursing issue.
Consultant caring for patient was contacted by patients pharmacy in the community and the medication was switched back from Apixaban to warfarin on 19/4/23.  
No hospital pharmacy concerns when they dispensed medication for taking away from hospital 			No harm
Medication switched back						NA from nursing perspective			I have been added to this today as an investigator. Patient under orthogeriatricians. They were contacted post patient discharge by daughter about this issue and it was rectified. Documentation to be attached as soon as I receive it			Miss Claire Topliss, Mrs Charlotte Le Brocq, Mrs Heather White												Closed						No nursing issues
Correct medications prescribed went with patient 
Medication switched back by team after discussion with GP and family. No indication that patient was harmed as a result of reported events, as appropriate changes made. Patient was seen in INR Clinic on 15/05/203.

Issues raised discussed fully with clinicians involved and will be raised for awareness in next  Orthogeriatric review meeting.
Apologies sent from both Pharmacy and Medical team. 
						None from nursing perspective. 
Correct medications prescribed went with patient 
Medication switched back by team after discussion with GP and family			Apixaban			Apixaban


			4/15/23			4/15/23			26118			Patient/Service User			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 1			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			Moderate			Called to assist in theatre due to patient showing signs of movement, where it became apparent the cannula supplying TIVA had tissued.  Hard lump to area with approximately 40mls left syringe.  BIS confirmed this state of consciousness. As surgery had not commenced, tourniquet released and surgeon and team informed. 			Sevoflurane commenced. TIVA line then changed from right arm to left hand cannula  (there was a spare put in due to difficult cannulation in anaesthetic room) but this was not functioning adequately. Multiple attempts followed to cannulate by both anaesthetist and on call, to each arm. Cannula then successful to right forearm and left thumb. 
TIVA discontinued and patient maintained on sevoflurane. Fluids connected to right forearm. 
On-call anaesthetist notified plastics on call to notify and seek advice of incident (this is protocol in Morriston) 
ADVICE followed as elevation, cold and hot compresses if able, monitor and to discontinue fluids to that arm.
Information given to anaesthetist. Arm board put in situ that gave elevation also but anaesthetist wanted to continue fluids and not change arms. Patient will be notified by anaesthetist when appropriate.
In Recovery plastic team contacted again by on call anaesthetist as the  area of concern was not blanching and this now needs urgent intervention by the plastics Team and patient needs a transfer out to relevant hospital that has plastics Team on site. Bed  sourced by silver command as time critical and ambulance  called.			Lack of awareness from the whole team (not only the agency anaesthetist), except the on-call (home) anaesthetist, that knew there was a procedure surrounding the management of such incident.
Lack of clear advice and procedure within policies and procedures, with regard to the management of such incidents - No mention within the intravenous policy, only aspects within CID926 - Policy for the Treatment of Extravasation related to systemic anti - cancer treatment. Not clear with the application to anaesthetics used within theatre.
Contacted many individuals to establish whether the policy had got lost from COIN during the intranet switch over, as few anaesthetists had sure reference to a policy.
The focus was the immediate need to regain access, with the priority being to commence surgery (as surgery hadn't commenced at the point the incident was noted) had the awareness and knowledge of the procedure been shared with the team, this may have changed the course of action in regard to proceeding, further discussions held with those who had greater understanding of the procedure/policy. Liaison with plastics occurred, for direction and advice, however, this was after the procedure commenced, and knowledge of the time-critical procedure only came to light once the patient was in recovery, and photographs had been sent to Plastics as per their advice.
			Lack of awareness and available policy/procedure to follow.
Contacted many individuals to establish whether the policy had got lost from COIN during the intranet switch over, as few anaesthetists had sure reference to a policy.

Review of patient 18/5/23 showed that there were no long term harm to the arm at the site of the extravasation injury.  Incident regraded to Low Harm.						See above.			This lady was reviewed on the 18th May 2023 by the operating surgeon.  It was noted that at the site of the extravasation the skin was normal, there had been no tissue loss.  Therefore no long-term harm			Dr Lewys Richmond, Miss Claire Topliss, Mrs Rhiannon Jones												Closed						Communication with extended CSS team to create clear, robust procedure.						Widespread communication of the procedure to follow.
Clear flow - chart approach on how to manage extravasation, with relation to drug groups if applicable.			Propofol			Propofol


			4/16/23			4/15/23			26150			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal			None			This patient was admitted on the 15/04/23.  He was prescribed an incorrect dose of quetiapine which resulted in the patient being administered twice the usual amount. . 

During the ward round, this mistake was highlighted by the patient to the medical team, who subsequently amended the prescription.			Day team informed during the ward round, prescription amended. No side effects experienced by the patient. 			Noted incident and this patient was admitted on the 14th April and was prescribed Quetiapine 200mgs at night 2200hrs once a day.This is not an unusual dose and was administered by the nurse on SDMU. Patient was then transferred to ITU as the patient was very sick and had a high news score.
This is I feel an error of prescribing not an nursing issue as the dose of 200mgs is a dose that could be prescribed.This we have checked with pharmacy. 			No harm come to patient on this occasion, incident shared with staff and discussion around unfamiliar drugs and the need to seek advise from pharmacist, BNF and asking patient.						Checked with pharmacy and the dose prescribed is acceptable according to guidelines but not the correct dose for this patient. 
Check with pharmacy before administering unfamiliar medication.			This patient has been under the care of the surgical team on SDMU then admitted to ICU.  The incorrect prescription happened in SDMU. Request sent to redirect Datix to General surgery.			Joanne Noble, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Vaughan Davies												Closed						Checked with pharmacy and the dose prescribed is acceptable according to guidelines but not the correct dose for this patient. 
Check with pharmacy before administering unfamiliar medication.						Will refer to consultant patient was under to investigate error of prescribing. 			Quetiapine			Quetiapine


			4/16/23			4/15/23			26152			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			On changing the continuous infusion syringe of midazolam, it was noted that the previous syringe was out of date			Changed the out of date syringe to a new in-date syringe - line manager informed.			Findings of the management review were that this incident had occurred due to:

1.  The nursing staff not checking the expiry dates of the controlled drugs during the twice-daily checks;
2.  The nursing staff administrating the drug not checking the expiry date and/or not wearing their spectacles.			Staff need to be more vigilant when carrying out controlled drug checks and also need to ensure that any medication administrated is in date.						The need to be vigilant and check drugs correctly.			I have uploaded the reflection that has been provided by JSr S. Saji.  Following a discussion with her, I am satisfied that she has learned from this incident and that she is unlikely to repeat the mistake.  This is her first drug error and, therefore, there have been no learning needs identified at this time.			Mrs Alison Demery												Closed						Thank you for reporting this incident, it has been invesigated.						This subject has been added to the KPIs and staff are being reminded of the need to carry out the checks correctly.


			4/15/23			4/15/23			26139			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Moderate			Received TPN from pharmacy by porters.During crosS checking the tpn found as to be used on sunday.There is no TPN  received for Saturday  15/4/23 and none found all over the unit. unable to contact pharmacist. therefore informed to ITU doctor and followed the plan of care for 10% dextrose  iv to continue.			Received TPN from pharmacy by porter in the afternoon.During cross checking the tpn found as to be used on sunday.There is no TPN  received for Saturday  15/4/23 and none found all over the unit. unable to contact pharmacist/tpn pharmacist. therefore informed to ITU doctor and followed the plan of care for 10% dextrose  iv to continue as the patient went to hypoglycemc episodes			It would appear that the wrong bag was brought up by the pharmacy porter.  This has been discussed.			A mistake which has been addressed.						To be careful regarding which date is on the bag.			I have uploaded a progress report email from pharmacist GW.			Bethan James, Greg Williams												Closed						Thank you for reporting this incident, it has been investigated.						None at this time.


			4/17/23			4/16/23			26207			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Due to lack of departmental capacity unable to offload patient into department. 
When Checking on patient at approx 21:30 it was noticed that patient had a litre bag of normal saline containing 40mmol of Potassium infusing freely without being safely infused with an infusion pump. 
Medication checked by 2 nurses at 19:00,  Stopped to start another medication but running when assessing patient - Unknown who restarted infusion. 
			Infusion immediately stopped. 
Infusion pump sourced (None available in unit)
Paramedics asked to cardiac monitor patient closely and report changes. 
DR and Nurse in charge informed. 
VBG taken to check immediate potassium levels. 
Infusion safely continued via pump when safe to do so with adequate monitoring. 
																		Claire Herbert, Mrs Della Llewellyn												Under Investigation															Calcium chloride dihydrate + Potassium chloride + Sodium chloride			Calcium chloride dihydrate + Potassium chloride + Sodium chloride


			4/17/23			4/16/23			26243			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Moderate			Patients Spironolactone dose increased to 300mg TDS from 100mg BD. Maximum licensed and recommended dose for indication 400mg/day. Documented instruction in notes to increase to 300mg OD. 			Medication stopped on drug chart. Nurse informed not to give until medical review on consultant ward round. Handed over to medical clinicians to review ongoing management. Patient informed by medical clinicians of error. 			On the ward round the decision was made to increase the dose of Spironolactone to 300 mg /day. The prescribing doctor did not prescribe the correct dose.			Extra vigilance needed when prescribing medication. Both written and verbal confirmation of management plan on the ward round should be clear to the team.						As above.			I have uploaded Appendix A of the medication error documentation for Staff Nurse AS.  I am confident, following clinical supervision, that she has learned a valuable lesson and she has provided a reflective account which I have placed in her personal file.			Anita Jonas, Bethan James, Mrs Rhiannon Hall												Closed						Due to sickness gap on the medical rota a temporary medical staff was part of the team on that particular day when wrong dose of Spironolactone prescription happened. In the medical notes it is clearly written that the decision was on the ward round to change the dose to 300 mg /day. It is important that if we make changes in medication and prescription a written and verbal confirmation of that change is clearly communicated to the team including medical and nursing staff to avoid such a mistake.						No			Spironolactone			Spironolactone


			4/17/23			4/16/23			26203			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Low			Agency nurse gave tinzaparin 4500iu medication at 22.00hrs on 16/04/2023.  She looked at wrong date on prescription chart and thought it had not been given. It had been given at 18.00hrs as prescribed and signed for. 			Nurse in charge informed and Anaesthetic doctor informed. Doctor suggested to observe for and potential sites for bleeding and to do routine coagulation bloods in the morning a planned. 
Patient informed of error.			Agency nurse misread the chart.
Cause for concern forwarded to SBU nurse bank.			Experienced agency nurse misread the drug chart causing the error.						Nil						Mr Martin Nicholls												Closed						Cause for concern submitted to nurse bank as per policy for all incidents involving agency/bank staff.
No harm came to patient due to the extra dose of heparin						No			Tinzaparin			Tinzaparin


			4/17/23			4/16/23			26246			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			The patient had been extremely lethargic all day, constantly sleeping, difficult to rouse at times. 
Concerned of opioid toxicity, asked Dr to review. 
In the evening the doing medication the patient said he wont have his tinzaparin because he couldn't remember whether he had done it or not. Questioning further about this, pt was found to have thiamine, creon and a total 8 18,000 tinzaparins. 4 used, 4 not. 10mls of oramorph.  8 x 30mg zomorph and 31x 10mg zomorph. Patient had no recollection to what he may or may not have taken during his admission. 
			Explained to the patient he cannot have medication stored in his personal belongings due to risk of harm to himself and others if found. He agreed i could lock it away in the drug room. 
CD medication signed into CD cupboard with another qualified member of staff.
Although there is no way of knowing if or what medication was taken, do to the risk of potential harm night staff advised not to give any further opioids overnight or tinzaparin until discussed with pharmacy and medical team in the morning. Advised to monitor closely. 			A nurse discovered the patient had his own medication in his bag. It was not clear whether the patient had administered his own medication and, if so, what quantities had been ingested.

The patient was prescribed a range of medication pre-admission including Zomorph (modified-release morphine sulphate tablets) at a dose of 50mg twice a day. The patient was found to be drowsy on 17/4/23. This raised the question as to whether the patient had taken his own morphine in addition to the dose administered by the nursing staff.

Advice provided by pharmacy:

-remove the patient's own medication and secure it appropriately as per hospital Medicines Policy. The morphine (a controlled drug) should be stored in a CD cupboard and entered into the 'patient's own' controlled drug register.

-alert the doctors to the concern of potential double-dosing of morphine and opioid toxicity.

-prescribe naloxone (done by prescribing pharmacist). Advise doctors that a naloxone infusion may be necessary if opioid toxicity was suspected owing to the modified-release nature of the morphine tablets.

-advise nursing staff to increase observations with particular attention to respiratory rate (reduced RR is a sign of respiratory depression). Alert a doctor if RR falls. (The nurse did in fact alert the doctor at 16:45 after noticing a drop in RR and 02 saturation levels).
			Naloxone prescribed, observations increased and drs reviewing, no harm was caused
 						staff reminded to ask patients to disclose any medications on arrival to ward and inform them of health board policies on correct/safe storage of controlled drug/medications 			[The following information was obtained from the HEPMA record related to this patient's admission]. 

A nurse discovered the patient had his own medication in his bag.  It was not clear whether the patient had administered his own medication and, if so, what quantities had been ingested. 

The patient was prescribed a range of medication pre-admission including Zomorph (modified-release morphine sulphate tablets) at a dose of 50mg twice a day. The patient was found to be drowsy on 17/4/23. This raised the question as to whether the patient had taken his own morphine in addition to the dose administered by the nursing staff.

Advice provided by pharmacy:

-remove the patient's own medication and secure it appropriately as per hospital Medicines Policy. The morphine (a controlled drug) should be stored in a CD cupboard and entered into the 'patient's own' controlled drug register.

-alert the doctors to the concern of potential double-dosing of morphine and opioid toxicity.

-prescribe naloxone (done by prescribing pharmacist). Advise doctors that a naloxone infusion may be necessary if opioid toxicity was suspected owing to the modified-release nature of the morphine tablets. 

-advise nursing staff to increase observations with particular attention to respiratory rate (reduced RR is a sign of respiratory depression). Alert a doctor if RR falls. (The nurse did in fact alert the doctor at 16:45 after noticing a drop in RR and 02 saturation levels).


			Alison Williams, 2TQ, Miss Melissa Rogers, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller												Closed						fortunately no harm came to the patient, staff must ask patients to disclose any medications on arrival to ward and inform them of health board policies on correct/safe storage of controlled drug/medications 						staff reminded to ask patients to disclose any medications on arrival to ward and inform them of health board policies on correct/safe storage of controlled drug/medications 			Morphine			Morphine


			4/17/23			4/17/23			26230			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.						These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Thomas Maddock												Closed						Thank you for reporting. 
Feedback has been given to the medical team						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Flucloxacillin			Flucloxacillin


			4/17/23			4/17/23			26263			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			Patient admitted with ? UGIB.
On warfarin for metallic valve.
Clear documentation of senior discussion to continue warfarin twice in notes.
No warfarin given between admission date 12/4 until 17/4. Initially recorded as not given by staff, then suspended and not-restarted
Picked up 17/4 and INR 1.5, warfarin and bridging clexane commenced.			Recommenced on warfarin and bridging clexane																		Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Under Investigation															Warfarin			Warfarin


			4/17/23			4/17/23			26235			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			on review of the Hepma Medication chart, the trimethoprim antibiotic was not reviewed between the 14/04/2023 to the 17/04/2023. 
Doctors failed to review and cancel suspension. 
Nurses do not see the suspended medications whilst using quick chart which the have been advised to use for medication rounds by Hepma.			The medical failed to review the medication. 
The nurses did not see the held medications due to using quick chart						nurses to check inpatient chart twice daily before using quick chart to ensure that they are aware of suspended medications.						Cerys Jones, Dr Umair Aslam, Kendall Yeates, Mr Afzal Zaidi, Mrs klare Rogers, Pankaj Kumar												Closed						thank you for reporting.						Hepma trainers contacted the ward to inform the staff that the medication was on hold.			Trimethoprim			Trimethoprim


			4/17/23			4/17/23			26242			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			Handover received from night nurse stating that patient was on Multibic Potassium free filter bags.  On checking patient had Mutlibic Potassium free bags running via filter.  When first ABG taken K = 3.4,  On CVVHDF filter prescription states that patient has had two x Multibic K4 bags running over the course of the night shift (since filter commenced)

After ABG showed K3.4 filter bags changed to Multibic K4 bags			Filter bags changed to multibic K4 and Clinical Support informed			On investigation, the patients ABG gas at 04.30 was 4.5, so required potassium free multibic. These were the bags attached to the filter. No drug error occurred. Both type of renal bag was prescribed. The staff documented it as Multibic k+ 4 in error. 			On investigation, the patients ABG gas at 04.30 was 4.5, so required potassium free multibic. These were the bags attached to the filter. No drug error occurred. Both type of renal bag was prescribed. The staff documented it as Multibic k+ 4 in error. 						Concentrate when documenting 						Carly Mcneil, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Multibic bags checked. Checked against prescription. Staff to be informed of there documentation error. 


			4/18/23			4/18/23			26356			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Whilst checking the patient's suspended antibiotics I noticed there were 2 separate prescriptions for PRN Paracetamol & upon looking at the administration history I noticed that the oral liquid was given on 17/04/23 at 18:19 & the IV was also given that evening at 19:43. The Paracetamol liquid had been prescribed at 18:12 so there would not have been any administration history prior to it being given at 18:19. However, this administration was not taken into account when the IV Paracetamol was then given only 84 minutes later, as it would not have appeared on the administration history for the IV preparation. The patient therefore received 2 doses of paracetamol within 90 minutes of each other.			Could not get an answer on the ward so I got in touch with CR the ward pharmacist & informed her of the issue. She managed to speak to the nurse that gave the PO dose & said that the oral liquid was given at 18:19 because the patient's cannula had come out, but that nurse had left before the IV dose was given. I have since spoken to a doctor & advised that one of the prescriptions needs to be discontinued before anymore administration errors are made.			The patient was given the oral paracetamol at 18.19 due to no IV access, The agency nurse on nights went to give the patient the IV Paracetamol but did not give it due to the patients family stating that he had received it orally. Unfortunately the nurse had already pressed "chart" on Hepma, but they documented on WNCR that the paracetamol was given at 23.00. 			Patient did not come to harm as they were not given the two doses of paracetamol. Prescription was difficult to follow as it was two PRN prescriptions as the paracetamol was liquid. Hepma is not an easy system to navigate, and it is not always clear to follow, especially with temporary staff who do not use it that often. 						For staff to always check all PRN medications to check that they are not documented more than once, and to document notes on Hepma rather than just WNCR. 						Nerys Jones, Samantha Evans												Closed						The patient was not given the medication twice, the nurse had documented on WNCR that the IV Paracetamol was given at 23.00 but they did not write this on Hepma.
Drs reminded to check that the medications prescribed are not already present, or to try and put them as either or protocol.						No, The drug was discontinued on Hepma so that there is only one prescription now avoiding confusion. 			Paracetamol			Paracetamol


			4/19/23			4/19/23			26436			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 Two doses have been missed.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.

The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			It was found that the ward doctors had not reviewed ABX therapy within the 72hour time frame. The medical team have been made aware of the error.			The doctors need to review ABX therapy within the required time frame. Doctors have been remained of this.						The doctors need to review ABX therapy within the required time frame. Doctors have been remained of this.						Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						Doctors have been remained of the required time frame for ABX review.						Np further action required.			Co-trimoxazole			Co-trimoxazole


			4/19/23			4/19/23			26484			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Went to administer a controlled drug longtec 5mg @13.15 with a second member of staff for a patient who's longtec had increased from 5mg BD to 10mg, therefore required a stat dose of 5mg to make up to the 10mg (as requested by the SHO). When doing our checks noticed that the number of tablets in the box didn't match the number in the CD book. Last stated '37' however, counted '36'. When taking away 1 tablet for the patient this then left us with '35'. Myself and another member of staff were the ones to previously count this medication and counted '37' which was last counted @ 09.30.			Ward manager notified straight away, pharmacist made aware and matron also made aware. ALL CD's re-checked and re-counted to make sure there were no errors else where, nil found.																		Mrs Sharron Boyce, Miss Victoria Davies												Under Investigation															Oxycodone			Oxycodone


			4/20/23			4/20/23			26531			Patient/Service User			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Anaesthetic Room			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			Low			local reaction to injection of Blue Dye prior to incision of Melanoma scar - surgeon noted patient to have Localised hives. slight spread on to the posterior thigh( same location of operation) and to the other lower limb.
no other evidence of spread.
			Given Chloramphenicol IV and Dexamethasone IV slight drop in BP managed with metaraminol due to bradycardia given ephedrine after patient stable.
Bloods taken for serum Tryptase levels at 9:25am
Arranged to be admitted to ward for overnight observation and repeat bloods taken at 1 hr post event and at 24 hrs post event.			The most recent procedure was followed, patient did not require a transfer due to the degree of the reaction.
Blood results to be shared just to confirm whether anaphylaxis or not, to provide feedback to the team that the course of action was sufficient. 			Patient reacted to the blue dye which has occurred previously during similar procedures.
Surgeon was quick to recognise the symptoms.
Procedure followed as per policy.						Highlight in team brief if blue dye is to be used and reinforce to staff the need to time following administration.
The effectiveness of the protocol, however did highlight the potential for an issue had Ward A been closed.						Jade Rouse												Closed						Highlight in team brief if blue dye is to be used and reinforce to staff the need to time following administration.
The effectiveness of the protocol, however did highlight the potential for an issue had Ward A been closed.						No - procedure followed as per policy.			Other Drug not listed			Other Drug not listed


			8/9/23			4/20/23			34930			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery			Low			On entry to the clean medication room on ward  Staff A was observed priming a gravity set for metronidazole alone 
Myself, Staff B and staff A present present
(S) Staff A advised she has routinely done this to help staff when only two IV trained on shift and was not aware of the policy not allowing preperation of IV therapy  until IV training completed.  Staff A explained she had done this as a student and therefore could not see the difference prohibiting her preparing them now as a member of staff. 
(O) Staff A was alone without the first checker and preparing the IV for administration by priming a gravity giving set
In addition reconstituted cefuroxime was at the side on the counter left by other staff member of staff who did not claim that it was theirs. Staff A said she was supervising this prepared IV in the tray (which also had the syringe and needle punctured into the bung standing upright (not in a tray.
No apron, no evidence of ANTT being followed  
IV policy reinforced for iv admin differentiated the role of the student as ‘an apprentice’’ and therefore 3rd checked 
Informed sister in charge of observation and Staff A informed that I would do so 
(A)	Outcome senior staff aware and will reiterate on ward huddle today at 4 to reinforce roles and responsibilities for all staff Staff A spoken with directly by ward manager/ sister in charge
Staff A  aware not to complete IV alone only to ‘check’ medication and prescription as a second checker
(P) ongoing reinforcement/supervision and staff A to complete IV training at the appropriate time
Datix submitted retrospectively to capture learning needs 			No harm to patient observed in this incident 
Staff member and sister in charge aware 
Learning needs addressed with Staff A 
Staff A now booked on IV training and is required to complete all pre requisites 			NRN who has not received IV training was witnessed undertaking the drawing up of medications un supervised.
Policy states that NRN should not undertake any activities with IVs until receiving training, this is in the form of a comprehensive workbook, eLearning and attendance on a study day. 
As students who are classed as apprentices they are able to draw up medication as the third person i.e. 2 RN's should be supervising. When as a NRN this must stop.			Policy states that NRN should not undertake any activities with IVs until receiving training, this is in the form of a comprehensive workbook, eLearning and attendance on a study day. 
As students who are classed as apprentices they are able to draw up medication as the third person i.e. 2 RN's should be supervising. When as a NRN this must stop.						WM aware and highlighting in daily huddle that this practice is unacceptable. The nurse involved is booked for IV training in October, so must not participate until then.			Datix edited to remove personal information.  Also the name of the member of staff that the datix is regarding, is incorrect.			Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond												Closed						WM aware and highlighting in daily huddle that this practice is unacceptable. The nurse involved is booked for IV training in October, so must not participate until then.						WM aware and highlighting in daily huddle that this practice is unacceptable. The nurse involved is booked for IV training in October, so must not participate until then.			Metronidazole			Metronidazole


			4/21/23			4/21/23			26620			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Night staff checked CD s overnight and thought that the volume of Oxycodone in the bottle may not match the actual volume recorded in the CD book.			Ward sister informed.
Pharmacist informed by ward Sister.
CD book and Oxycodone bottle examined.			 The night staff noted a difference in the amount of Oxycodone in the bottle to that recorded in the book.
Pharmacist - Rebecca and myself looked back through Angleseys old drug book recorded.
The error actually occurred on 11th July 2022 when an accurate balance was measured but recorded in accurately by 30mls which is the deficit that was pick up this morning by night staff.
Both Rebecca and myself are satisfied that the apparent missing 30mls has been accounted for.



			 The night staff noted a difference in the amount of Oxycodone in the bottle to that recorded in the book.
Pharmacist - Rebecca and myself looked back through Angleseys old drug book recorded.
The error actually occurred on 11th July 2022 when an accurate balance was measured but recorded in accurately by 30mls which is the deficit that was pick up this morning by night staff.
Both Rebecca and myself are satisfied that the apparent missing 30mls has been accounted for.
						 The night staff noted a difference in the amount of Oxycodone in the bottle to that recorded in the book.
Pharmacist - Rebecca and myself looked back through Angleseys old drug book recorded.
The error actually occurred on 11th July 2022 when an accurate balance was measured but recorded in accurately by 30mls which is the deficit that was pick up this morning by night staff.
Both Rebecca and myself are satisfied that the apparent missing 30mls has been accounted for.
			From: Catherine Hewitt (Swansea Bay UHB - Dyfed ward)
Sent: 21 April 2023 14:07
To: Anna-Marie Griffiths (Swansea Bay UHB - Medicine) <Anna-Marie.Griffiths@wales.nhs.uk>
Cc: Rebecca Penney (Swansea Bay UHB - Pharmacy) <Rebecca.Penney@wales.nhs.uk>
Subject: Datix 26620 
 
Hi Anna,

 The night staff noted a difference in the amount of Oxycodone in the bottle to that recorded in the book.
Pharmacist - Rebecca and myself looked back through Angleseys old drug book recorded.
The error actually occurred on 11th July 2022 when an accurate balance was measured but recorded in accurately by 30mls which is the deficit that was pick up this morning by night staff.
Both Rebecca and myself are satisfied that the apparent missing 30mls has been accounted for.

Cath

			Mrs Katrina Rees												Closed						Thank you for recording the error and also for the investigation and pharmacist also invoolved.
						NO			Oxycodone			Oxycodone


			4/24/23			4/21/23			26775			Organisation			Swansea Bay UHB / Hospitals / Singleton Hospital / Endoscopy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			when doing the daily CD check (24/04/2023) it was noticed that the documented number of Midazolam 2mg in the drug book from Friday 21st April, did not match the number of actual medication available, (we were a Midazolam 2mg short), 			The endoscopy reports from Friday afternoon were checked and it was found that one of the patients was documented to have had Midazolam 2mg and her name was not written in the CD book.  All other patients that had had Midazolam 2mg were documented in the CD book,
The Pharmacist was contacted and he advised to do an IR1 and to document in the CD book and he will come up later to investigate and sign the CD book. The staff involved are agency staff so I will contact the agency and ask them, to make sure that all medication is correctly documented in future 			Human Error 
All teams discussed 
Pharmacy informed 
Error noted -Midazolm not put in CD book records 			Discussed with all staff involved 						to follow the Endoscopy and Health Board Protocols 						Sandra John-Cox												Closed						Thank you for completing the incident 
						as above 			Midazolam			Midazolam


			4/23/23			4/22/23			26700			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal			Moderate			night agency nurse handed over at bedside that iloprost infusion was taken down at 545am 23/4/23. explained that the iloprost should have been taken down at 2330 on 22/4/23, as it was commenced at 1730 and runs for 6 hours. night nurse explained that she wasn't aware of the infusion, but followed the regime over night. night nurse informed day staff that she asked nurse in charge and she was not aware of the infusion regime. night nurse reported to day staff that this was not escalated to another ward, on call doctor or on call pharmacist. the infusion continued to run at 22.5ml a hour.  			spoken to pharmacist and advised to speak to consultant about running iloprost infusion today. informed consultant on ward that infusion was running for 13 hours and was not stopped after 6 hours. consultant informed nursing staff to hold infusion today and to restart tomorrow morning 			The nurse caring for the patient on a day shift fully handed over to the agency nurse on nights the plan and  regime of the iloprost infusion and showed the nurse the protocol of how to infuse the iloprost and informed the agency nurse that the infusion was to infuse over 6 hours only, i.e. total 250ml bag infusion however, only  180mls over 6 hours 
night agency nurse handed over at bedside that iloprost infusion was taken down at 545am 23/4/23. explained that the iloprost should have been taken down at 2330 on 22/4/23, as it was commenced at 1730 and runs for 6 hours. night nurse explained that she wasn't aware of the infusion, but followed the regime over night. night nurse informed day staff that she asked nurse in charge and she was not aware of the infusion regime. night nurse reported to day staff that this was not escalated to another ward, on call doctor or on call pharmacist. the infusion continued to run at 22.5ml a hour.  												Notes reviewed and case discussed.  Patient does not appear to have had any adverse effect from the medication.  
Email sent to Nurse Bank to ask for a statement from individual nurse involved who is employed by Enferm.  			Francesco Bonifacio, Mrs Julie Andrews												Awaiting Closure												Reviewed by Medical team and pharmacist- no ill effects noted and advised to stop for 24 hours before next infusion.			Iloprost			Iloprost


			5/10/23			4/22/23			27818			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Moderate			Over the weekend the patient was mistakenly prescribed regular 4 hourly morphine instead of the PRN the palliative care team prescribed. Patient was found opioid toxic, with pinpoint pupils and reduced level of consciousness.			An immediate patient assessment including saturations and respiratory rate was conducted and a discussion around reversal of opioids with naloxone was discussed with seniors present on the ward and members of the palliative care team. No naloxone was given. 			All appropriate action was taken by staff. 
Dr and palliative care review, no naloxone was required. 			Patient was reviewed immediately and did not require any medication to reverse opioid toxicity. 
Patient recovered. 
All immediate action was completed by staff. 

						All action taken by staff and Drs. 			Updated requested from Matron and Ward Manager			Dr Richard Chudleigh, Mrs Karen Thomas												Closed						Thank you for reporting this incident. 
All immediate action was taken: review by ward Drs and Palliative team, no naloxone was required. 						All immediate action was completed by staff. 
			Morphine			Morphine


			4/25/23			4/22/23			26801			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Drug error made by member of staff when IV hydrocortisone given at 22.00pm when dose had been already given at 18.00pm. 
prescription was 25mg BD and extra 25mg dose was given. 			Member of staff informed nurse in charge immediately after error realised. 
Doctor informed and advised no action required as there would be no adverse affect from the medication. 
Apology and explanation  given to patient however due to Rass score -1 patient may not retain this information
Ir1 completed at next available opportunity 

Staff member to do reflection on IV medication checks and safe administration of drugs 			Human error in the incorrect checking of a drug chart meaning that an extra dose of hydrocortisone was given.
Error happened despite process being a two nurse procedure.
Both nurses understand the deviation from the policy and have written reflections.
No harm to patient.			Human error led to the misreading of the chart.
Thought the medication was due and only realised the error when the chart was more closely scrutinised and the drug had been given.
One nurse to complete IV medication training and the other to update her IV competencies.
Reflections written identifying the error and how to avoid in future.						The nurses involved are aware of how serious the incident could have been with a more potent drug. 
Being vigilant in reading the drug chart is paramount and they are both fully aware of this.						Louise Ball, Mr Martin Nicholls, Mrs Louise Limbert, Siobhan James												Closed						Thank you for this report.
The incident has been investigated and closed.
There was no harm to the patient and both nurses involved are aware of the error and how to avoid inthe future.						One nurse is yet to complete his Iv medication training.
Other nurse is to complete her Iv medication update booklet.			Hydrocortisone			Hydrocortisone


			4/23/23			4/23/23			26703			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 11			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			A reconstituted vial of remifentanil 1mg (attached to a 10ml syringe holding 7mls of reconstituted fluid) was found in the normal stock cupboard in theatre 11. 			Band 7 scrub informed, pharmacy contacted and are aware, also document on anaesthetic coordinator handover sheet, plus datix															Statement requested from both Consultant anaesthetist and anaesthetic practitioner allocated to the list - 
uploaded statement form consultant to documents			Mr Jason Hoskins, Mrs Johanna Banks												Under Investigation															Remifentanil			Remifentanil


			4/24/23			4/24/23			26748			Organisation			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 4			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			I was in the process of removing controlled drugs from the CD Cupboard (diamorphine 5mg) when I removed an ampule from the packet and it slipped out of my hand. The glass ampule landed on the floor and cracked. The drug was still contained to the inside of the vial. pharmacy informed and happy for me to destroy the remaining ampule with a witness. Matron informed and theatre co-ordinator  made aware. Item discarded of in sharps box in theatre 4's anaesthetic room (tag number KV8749139) with Myself and Theatre Co-ordinator Present.			informed Band 8 and co-ordinating Band 6 immediately			Ampoule was dropped whilst checking drugs.  The breakage was witnessed by two qualifed practitioners.   Correct protocol was followed in this incident.			Staff followed the correct procedures in this situation.						to look for bigger storage space and to for staff to be careful whilst checking controlled drugs						Amanda Jones, Sister Rhian Medwell, Tanya Bowen												Awaiting Closure						Thank you for reporting this incident.

We are reminding all staff to be cautious whilst removing CD's from the cupboard.  Many thanks for folowing the correct policy in this instance.						None			Diamorphine			Diamorphine


			5/4/23			4/24/23			27438			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Moderate			Patient was being reviewed by the palliative care team for pain control. 
Had been started on Zomorph 80mg BD (which was prescribed on HEPMA as 2 separate prescriptions - one for a 60mg tablet and one for a 20mg tablet). 
On 24/04/23 advice was given to add Pregabalin 25mg at night to the prescription. 
It would appear that the Zomorph 60mg BD dose was stopped when the Pregabalin was prescribed, leaving the patient on only Zomorph 20mg BD.
There was no documentation anywhere in the notes to suggest that this was a deliberate dose reduction.
This was not identified until 26/04/23 when the patient's pain was significantly worse. 			Error identified and explained to patient and daughter. Apology given for the error. 
Additional Zomorph prescribed by palliative care team. 																		Jess Bennett, Mrs Suzanne Holloway, Thomas Maddock												Management review/Make it safe plus															Morphine			Morphine


			4/24/23			4/24/23			26737			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
The patient has missed four doses 
			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			The clinicians have not been reminded of the importance of reviewing the antibiotic medication as per the policy now since the use of HEPMA.						The clinicians have not been reminded of the importance of reviewing the antibiotic medication as per the policy now since the use of HEPMA.			I will email Dr K Boregowda as this is the responsible Consultant.			Mrs Katrina Rees												Closed						The clinicians have not been reminded of the importance of reviewing the antibiotic medication as per the policy now since the use of HEPMA.						NO			Fidaxomicin			Fidaxomicin


			4/24/23			4/24/23			26773			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			approached by nursing staff to confirm a medication dose. currently prescribed was 800mg pregabalin morning and 300mg pregabalin evening. This was incorrect on checking previous medication chart and welsh clinical portal and guidelines for prescribing. Correct dose for patient according to portal was 300mg pregabalin morning and evening. 			Discussed with pharmacist and ward doctor. Correct doses prescribed and patient awaiting a doctor review. Bloods taken this morning, renal function satisfactory. Advised nursing staff to monitor patient more closely and observe for any signs of overdose such as drowsiness, confusion, agitation, blurred vision, dry mouth, constipation, seizures. 			Incorrect dosage of pregablin administered reported a few days after the event. Identified on Monday April 24th 2023.
Dosage should have been 300mg pregablin prescribed BD
Medication chart dated 21st April 2023 – shows dosage corrected, but unable to identify original dose prescribed. Assumed to be 800mg. Corrected date 24th 
Concern that there have been 3 days of increased pregablin dose, totalling 1100mg for three, possible four days (800mg am and further 300mg pm). 
Possibly handwriting issue where 300 looked like 800mg. Assumed that 800mg has been administered.

			Incorrect dosage of pregablin administered reported a few days after the event. Identified on Monday April 24th 2023.
Dosage should have been 300mg pregablin prescribed BD
Medication chart dated 21st April 2023 – shows dosage corrected, but unable to identify original dose prescribed. Assumed to be 800mg. Corrected date 24th 
Concern that there have been 3 days of increased pregablin dose, totalling 1100mg for three, possible four days (800mg am and further 300mg pm). 
Possibly handwriting issue where 300 looked like 800mg. Assumed that 800mg has been administered.

						Clarity of hand writing.  
Do nurse know correct dosages of medication? Could this have been identified sooner? 
Were drugs charts beening check for accuracy by pharmacist?			Waiting for significan event documentation to be completed before I close			Laura Haynes, Mrs Eliza Guinto												Closed						Thank you for reporting this Incident 						It will be investigated by Suzanne Holloway as duty of candour with a 30 days time frame , she will have a conversation with the Angela, and she will also send a letter to her. 			Pregabalin			Pregabalin


			4/24/23			4/24/23			26738			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
The patient has missed two doses.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions, and as a direct result the patient missed at least 24 hours of antibiotics.



			Failure to review patients' antibiotics  within the first 72 hours by the clinical team over bank holiday weekend,  As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions, and as a direct result the patient missed at least 24 hours of antibiotics.
						The clinical team have no been reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 
These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports which had been reiterated to all prescribers.			Datix entered through agreement between HEPMA and Consultant Antimicrobial Pharmacist that any missed doses from ARK protocol >24 hours to be reported.
Discussed incident with HEPMA team member, no usual extra training from HEPMA team to ward medical team unless trends develop. 
Cardigan ward Pharmacist will remind ward medical team of how to access antimicrobial report via signal and prompt any elapsing antibiotic prescriptions. 
Patient being reviewed by consultant on call for Cardigan today. 			Kristine Labayo, GO, Mrs Sharon Howells, Tracy Davies												Closed						Failure to review patients' antibiotics  within the first 72 hours by the clinical team over bank holiday weekend,  As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions, and as a direct result the patient missed at least 24 hours of antibiotics.
Datix entered through agreement between HEPMA and Consultant Antimicrobial Pharmacist, who identified the error, that any missed doses from ARK protocol >24 hours to be reported.
Discussed incident with HEPMA team member, no usual extra training from HEPMA team to ward medical team unless trends develop.
Cardigan ward Pharmacist will remind ward medical team of how to access antimicrobial report via signal and prompt any elapsing antibiotic prescriptions.
Patient was reviewed by the consultant, no actual harm caused to patient. 						The clinical teams were alerted by the HEPMA team of the failure to follow protocol and reminded of the importance to review ABX urgently.
 The clinical team have no been reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 
These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports which had been reiterated to all prescribers.
			Rifampicin			Rifampicin


			4/24/23			4/24/23			26735			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
The patient has missed four doses  			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			The HPMA system is now in place.
Since this all of the medical team have been reminded of the importance to undertake a review of medication as this will be highlighted at the 72 hours window.
No harm has occured to the patient following this.						The HPMA system is now in place.
Since this all of the medical team have been reminded of the importance to undertake a review of medication as this will be highlighted at the 72 hours window.
No harm has occurred to the patient following this.			Dr Taweel is the Consultant for this patient - I will email and ask for this to be reviewed.
			Mrs Anna-Marie Griffiths, Mrs Katrina Rees												Closed						Thank you for reporting.
We can confirm that the medical team/clinicians have been reminded to review the antibiotics at the 72 hour window.						No			Ceftriaxone			Ceftriaxone


			4/25/23			4/25/23			26808			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			When performing the controlled drugs count, it was noticed that the count for liquid Oxycodone Hydrochloride was inaccurate. 			Band 7 on Cardiac Intensive Care Unit informed
Tried to identify any current inpatients on the unit and those who have been on the unit and transferred to another ward who were prescribed this medication
Tried to identify last qualified staff nurses who completed CD count
Band 7 to check health roster for staff on duty from 23/04 to night shift 24/04			Oxycodone  was found to be low. Pharmacist came and measured with one of the ward sisters. 40mls were missing.  Oxycodone taken back to pharmacy Unable to determine where this quantity went but possibly tipped when used last time. Oxycodone taken away by pharmacist. Had records of events from most nurses on shift around the days of the incident who all state the CD keys were all safe and accounted for during their shifts.			Oxycodone missing but unaccountable. Possibly spilt bottle due the amount lost the last time it was administered without documenting						Ensure CD checks are closely monitored			Discussed with Ross Phillips 25/4/23 by Sr Helen Davies, actions outlined :-  email bank to obtain statements from the agency nurses that were on duty weekend in question where discrepancy appears to have occurred.  Unfortunately all IT systems were down 25/4/23 so this was not undertaken until 26/4/23.    Also discussed with Gareth Chappel, senior pharmacist for Cardiology, measurement of the drug in question was undertaken by Gareth and was found to be inaccurate by 40.5mls.   			Catherine Allen, Mr Richard Walters												Closed						Thanks for reporting. Unclear where the missing amount went. Will monitor CDs carefully						No. Reviewed by pharmacist and taken back to pharmacy			Oxycodone			Oxycodone


			4/26/23			4/25/23			26839			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Patient was on a syringe driver, which as per protocol should be checked 1hr after setting up then every 4hrs. 
 A new syringe was set up on 24/04 at 1900 and then not checked at all!  Night shift on 25/04 found it to be empty so renewed it and noticed it had not been checked as pre protocol			New syringe commenced
NIC informed			That the syringe driver had not been checked adequately during the 24hr period from 1900 on 24/04, and was found to be empty by the night shift on 25/04.			Staff training around safe use of syringe drivers 						Nurses to work within their scope of practice 			Incident reviewed against DoC reporting requirements. Further information required in order to establish degree of harm. The patient passed away on 26/04/2023			Claire Herbert, Michelle Furlong, Mrs Della Llewellyn, Mrs Suzanne Holloway												Closed						Discussions with Matron and Education team re staff training around syringe driver use, including agency staff
Nurses involved in incident to be spoken to by their team leaders 						Further training for staff, including agency staff			Morphine			Morphine


			4/26/23			4/25/23			26902			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			Drug chart was misplaced overnight. New drug chart rewritten ? using GP record resulting in medication that had been discontinued and ammended being prescribed. Medication given as per available prescription chart the following day			Medication stopped and crossed off incorrect medication chart, filed in notes. Monitored blood sugars more regularly to as medication was given. 			Patient admitted on 19/3/23 following a Fall a home, sustained fractured R NOF, had R DHS on 20/3. Past medical history includes Type 2 diabetic on Insulin, AS, HTN, IHD, CVA, NSTEMI in 2019.
Medication chart went missing on 24/4/23 night time, the Nurse on duty have asked the Doctor on duty to do new drug chart as they can't find the current one. Doctor did a new medication, he copied it from the old chart.  On the 25/4, it was noted by the orthogeriatrician's team that the patient was put back on the Metformin, they reviewed and rectified the chart  with the assistance of the ward pharmacist. This lady is known Diabetic, she was on Metformin but has been stopped as she was put on Insulin instead. 			Medication chart went missing on 24/4/23 night time, the Nurse on duty have asked the Doctor on duty to do new drug chart as they can't find the current one. Doctor did a new medication, he copied it from the old chart.  On the 25/4, it was noted by the orthogeriatrician's team that the patient was put back on the Metformin, they reviewed and rectified the chart  with the assistance of the ward pharmacist. This lady is known Diabetic, she was on Metformin but has been stopped as she was put on Insulin instead. 						Check the medication with the ward Pharmacist as soon as possible. Medication history is crucial in every aspect 						Laura Haynes, Mrs Eliza Guinto												Closed						Thanks for reporting this incident 						NO adverse side effects or reaction noted with the patient. Patient's blood sugar was checked regularly. 			Metformin			Metformin


			4/26/23			4/26/23			26868			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
The patient has missed 2 doses.			Duplicate entry - see datix ref 26867			Duplicate entry - see datix ref 26867						Duplicate entry - see datix ref 26867						Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						Duplicate entry - see datix ref 26867						Duplicate entry - see datix ref 26867			Clarithromycin			Clarithromycin


			4/26/23			4/26/23			26869			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
The patient has missed 2 doses of each antibiotic. 																		Samantha Evans, Julius OBANA, Nerys Jones												Under Investigation															Amoxicillin			Amoxicillin


			4/26/23			4/26/23			26867			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
The patient has missed 2 doses.			The clinical team need to use the antibiotic reports daily and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
			The clinical team have been reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						The clinical team have been reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						The clinical team have been reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.						The clinical team have been reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.			Clarithromycin			Clarithromycin


			4/26/23			4/26/23			26866			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
The patient has missed 2 doses.			Duplicate entry - see datix ref 26867			Duplicate entry - see datix ref 26867						Duplicate entry - see datix ref 26867						Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						Duplicate entry - see datix ref 26867						Duplicate entry - see datix ref 26867			Clarithromycin			Clarithromycin


			4/27/23			4/27/23			27010			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			paracetamol given to patient as prescribed on PRN side of medication chart at 15:15
patient then asked a second nurse for pain killers and noticed paracetamol was prescribed on the regular side of medication chart and given at lunch time ? exact time of lunch time dose. patient there for received 2g of paracetamol within less than four to six hours. 			Medical team informed
patient informed 
medical team crossed off PRN prescription of paracetamol and kept regular side prescription and said to monitor patient 
datix complete NIC informed 			All staff to be reminded of the importance of complying with SBUHB policies and procedures in dispensing medication 
Issue to be raised within local teaching and on nursing handover 
			as above						as above						Claire Herbert, Mrs Della Llewellyn												Closed						as above						as above			Paracetamol			Paracetamol


			5/5/23			4/27/23			27553			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			During the hospital admission the patient would have had a drug history taken. The discharge letter dated 27/03/23 stated that the patient had been on Apixaban long term and asked the GP to add it to their repeat medication list by the hospital Pharmacist who had verified the medicines. it is highly likely it would have then been administered whilst the patient was in hospital. The discharge letter also stated that the Apixaban was to be continued and the patient was supplied with it to go home. After discharge our Team had to get involved over a different issue and was liaising with the patient's Surgery to ensure a new prescription was issued before the Easter Bank Holiday weekend as they were due to run out of some of their medicines from the discharge supply. The Practice Pharmacy Technician at the GP Surgery noticed that the Apixaban was recorded as the patient being on it prior to admission when in fact the GP had stopped it in January 2022 due to the patient having problems whilst taking it. 			On checking the HEPMA system I could see that the Pharmacist had recorded that they had been told by the patient that he takes Apixaban also and the Pharmacist had obviously noticed that it wasn't on the GP repeat list of medication as he asked them to add it to their repeat list on the discharge letter. What the Pharmacist possibly wouldn't have known is that this patient has Carers administering his medication via a MAR chart and his medicines need to be locked away in a locked box as medication was going astray at the home and it was suspected he was taking them himself also. As such, the patient couldn't possibly know whether he was taking Apixaban or not anymore and is not a suitable source of information.  

The Practice Pharmacy Technician spoke with a GP at the Surgery who authorised him to stay on the Apixaban as he has had a pulmonary embolism in the past  but wanted to reduce the strength to 2.5mg twice a day instead with close monitoring. The new prescription was issued and I picked it up myself and took it out to the home with a MAR chart and removed the strength supplied on discharge and crossed it off the existing set of MAR charts. I had already checked the WellSky pharmacy dispensing system previously to this incident as he had been discharged from hospital without being supplied with a proper MAR chart for use in the Community (which I have reported in a separate Datix).			This DATIX description submitted suggests there is an error regarding the prescribing of apixaban. This is not an error, the apixaban was intentionally prescribed. To provide clarity to both primary and secondary care colleagues, the rational for prescribing of apixaban is listed at the bottom of the Discharge Advice Letter 27/3/23.

As further means to mitigate risk of confusion, an email was sent to the GP Surgery Pharmacy technician with specific mention of apixaban. When I received this incident, a second email was sent to the technician. Please find emails below and attached separately as files within this DATIX report.

Note with the additional info. of the DAL the ward pharmacist was aware the apixaban had been previously stopped by the GP and has stipulated the apixaban has been intentionally restarted.			This DATIX description submitted suggests there is an error regarding the prescribing of apixaban. This is not an error, the apixaban was intentionally prescribed. To provide clarity to both primary and secondary care colleagues, the rational for prescribing of apixaban is listed at the bottom of the Discharge Advice Letter 27/3/23.

As further means to mitigate risk of confusion, an email was sent to the GP Surgery Pharmacy technician with specific mention of apixaban. When I received this incident, a second email was sent to the technician. Please find emails below and attached separately as files within this DATIX report.

Note with the additional info. of the DAL the ward pharmacist was aware the apixaban had been previously stopped by the GP and has stipulated the apixaban has been intentionally restarted.						nil			Email-2 (11/5/23) from Ward Pharmacist, David Jackson, to GP surgery pharmacy technician:

_____________________________________________________________________________

From: Lindsey Chambers (Port Talbot - Mount Surgery) <Lindsey.Chambers@wales.nhs.uk> 
Sent: 11 May 2023 11:57
To: David Jackson (SBU - Pharmacy) <David.Jackson@wales.nhs.uk>
Subject: RE: SBU Incident Report ID: 27553 Severity: Low 

Hi David, thanks for your email. 

I remember speaking to you about this as there had been some confusion with the original DAL but then you did kindly resend another with further information. I have documented on the notes that I clarified this with both the GP and the community team so I’m unsure as to why this has been flagged as a datix.

This is my entry from 4/4/23:
Discussed with renal pharmacist David Jackson - patient restarted apixaban 5mg bd in hospital for fast AF. Hx PE. 
Was stopped last year due to low hb, has regular transfusions.
The reasons for stopping still stand so discussed with Dr Magdon who suggests restart on 2.5mg initially, recheck bloods in 2 weeks then potentially increase dose. 
Made meds management team aware of this. Also flagged to them the reduction of dose for the oramorph - they will speak to patient about this and ensure he has adequate measuring tools.

He had his bloods repeated 14/4 but is still on the 2.5mg dose. I will double check with Dr Magdon if she intends for him to stay at this dose or not. 

Many thanks

Lindsey

From: David Jackson (SBU - Pharmacy) <David.Jackson@wales.nhs.uk> 
Sent: 09 May 2023 13:35
To: Lindsey Chambers (Port Talbot - Mount Surgery) <Lindsey.Chambers@wales.nhs.uk>
Subject: FW: SBU Incident Report ID: 27553 Severity: Low 

Hi Lindsey, hope you are well!

Re. Phillip Jones; 4603192231.

I have been notified of a DATIX regarding this patient and their apixaban – please see below. 
I have attached a copy of our email discussion regarding the apixaban and the agreed plan from your GP colleague (apixaban to continue but with dose reduction). 
I believe the community team who submitted this incident have thought the ongoing prescription is an error when, in fact, it was intentionally restarted during his last admission (as specified at the bottom of the DAL in ‘additional information’). 
Could you kindly liaise with your colleagues and confirm the anticoagulation plan from the GP please?

Many thanks,
David 
(ext. 23028)

From: noreply@datixcloudiq.co.uk <noreply@datixcloudiq.co.uk> 
Sent: 05 May 2023 17:15
To: David Jackson (SBU - Pharmacy) <David.Jackson@wales.nhs.uk>
Subject: SBU Incident Report ID: 27553 Severity: Low 

WARNING: This email originated from outside of NHS Wales. Do not open links or attachments unless you know the content is safe. 

Please do not reply to this automatic e-mail as this account is not monitored. If you have any questions regarding this e-mail, please contact or respond to the Datix team at : Sbu.datix@wales.nhs.uk 
An incident report has been submitted via the Datix Cloud IQ form. The details are: ID: 27553 
Incident date: 27/04/2023 
Service: Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology 
Location: Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G 
Severity: Low 
Description: During the hospital admission the patient would have had a drug history taken. The discharge letter dated 27/03/23 stated that the patient had been on Apixaban long term and asked the GP to add it to their repeat medication list by the hospital Pharmacist who had verified the medicines. it is highly likely it would have then been administered whilst the patient was in hospital. The discharge letter also stated that the Apixaban was to be continued and the patient was supplied with it to go home. After discharge our Team had to get involved over a different issue and was liaising with the patient's Surgery to ensure a new prescription was issued before the Easter Bank Holiday weekend as they were due to run out of some of their medicines from the discharge supply. The Practice Pharmacy Technician at the GP Surgery noticed that the Apixaban was recorded as the patient being on it prior to admission when in fact the GP had stopped it in January 2022 due to the patient having problems whilst taking it. 
Please go to https://swanseabay.private.prod-uk.datixcloudiq.co.uk/capture/?action=incident&recordid=27553 to view and approve it. 
			Angharad Davies, 2TQ, David Jackson, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller												Closed						This DATIX description submitted suggests there is an error regarding the prescribing of apixaban. This is not an error, the apixaban was intentionally prescribed. To provide clarity to both primary and secondary care colleagues, the rational for prescribing of apixaban is listed at the bottom of the Discharge Advice Letter 27/3/23.

As further means to mitigate risk of confusion, an email was sent to the GP Surgery Pharmacy technician with specific mention of apixaban. When I received this incident, a second email was sent to the technician. Please find emails below and attached separately as files within this DATIX report.

Note with the additional info. of the DAL the ward pharmacist was aware the apixaban had been previously stopped by the GP and has stipulated the apixaban has been intentionally restarted.						no			Apixaban			Apixaban


			4/28/23			4/28/23			27049			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 2			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			Low			Patient admitted to Intensive Care Unit on the 27th April 2023 @ 14.45pm following a surgical procedure, which required insertion of Rectal Sheath x 2.  Patient had been in Recovery since 12.30pm. At approximately 02.00am on the 28th April 2023 patient complained of pain, nurse at bedside called Doctor and it was then noticed that both Rectal Sheaths were clamped.  Analgesia provided and clamps opened to enable continuous peripheral nerve block.  Patient Infusion and monitoring Charts had been completed throughout this period of time 			Further analgesia provided to ensure patient comfort.
Nursing Staff in Intensive Care spoken to and statements to be completed
Nurse In Charge Informed
Incident Form Completed						NA						Presented at governance to encourage all to check nerve infusion catheters when inserted by surgical colleagues and preferably insert them themselves.			Recovery care plan will be accessed on TOMS in order to gather supportive information and guidance.
Investigation will follow.			Dr Lewys Richmond, Prof Dean Harris, Stephen Williams, Stuart Hughes, Victoria Russell-curtis												Closed						Presented at governance to encourage all to check nerve infusion catheters when inserted by surgical colleagues and preferably insert them themselves.									Levobupivacaine			Levobupivacaine


			4/28/23			4/28/23			27085			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.						These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Matt Searle, Mrs Carys Walters, Mrs Natalie Dark-Harry, Thomas Maddock												Closed						Thank you for reporting. 
Feedback has been given to the medical team.						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Amoxicillin			Amoxicillin


			4/28/23			4/28/23			27081			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			I was walking through CHDU and called to bed 8 by two nurses to assist with PCA pump. I was informed that PCA pump was alarming and staff unsure how to start PCA and queried why the display showed 8.8mL. I explained the 8.8mL was the cumulative volume infused and explained where to press the start button to commence the pump. The nurse asked the patient to press the PCA button. No alarm sounded and as I pointed out that the pump was delivering, noted bolus dose was set to 51.01mcg (20mcg prescribed). 			PCA pump stopped immediately, clamped and handset removed from patient. Patient alert and responsive. Anaesthetist informed, nurse in charge of CITU informed, patient informed.  			The staff made an error on the PCA pump whilst trying to turn the alarm off and accidently changed the dosage. This was noticed immediately after the one administration and  it was corrected. The staff were unsure of how it happened and felt they did not have enough training on the pumps. There was no harm to the patient as the increased dose was within limits. The pump was sent for analysis with medical electronics and the official report shows there was no fault with the pump and error was caused by human error. This isn't the only error to have occurred and clinical educators have arranged further training for staff on site. 			The staff made an error on the PCA pump whilst trying to turn the alarm off and accidently changed the dosage. This was noticed immediately after the one administration and  it was corrected. The staff were unsure of how it happened and felt they did not have enough training on the pumps. There was no harm to the patient as the increased dose was within limits. The pump was sent for analysis with medical electronics and the official report shows there was no fault with the pump and error was caused by human error. This isn't the only error to have occurred and clinical educators have arranged further training for staff on site. 						Ensure staff are fully trained prior to equipment being in use. 			Email from medical electronics, initial findings are user error, but final reports are not finalised. 			Matthew Lewis, Paul Lee, Rachael Brown												Closed						Thank you for your report, this has now been investigated and will be closed. 						Doctor informed and reviewed patient. No harm to the patient. 
Pump was disconnected and sent for analysis. 
Clinical Educators informed. 			Fentanyl			Fentanyl


			4/29/23			4/29/23			27112			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			Patient was brought in from red resus and was already in DKA protocol regime. VBGs were done according to medics request and it was not showing any improvement. Through reading the notes and the protocol found out the regime was incorrect according to the patient body weight. Informed the medical doctors that the prescription was incorrect and asked for advise. A&E Reg was also informed regarding the incident. 			Stopped the old regime which was prescribed and waited for the medical team to prescribe a new prescription. Advised to increase 1unit of insulin per hour to achieve the correct blood glucose and ketone levels and to review VBG in an hour after the incident .															Incident reviewed against DoC reporting requirements. Further information required to establish whether harm was caused as a result of the incorrect drug prescription. 
At the time of review patient remains admitted to Ward S. 			Mrs Suzanne Holloway, Elizabeth Alexandra Davies												Under Investigation


			4/30/23			4/29/23			27173			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Low			Handed over by day staff that drug chart was missing since lunchtime, doctor was informed but had not attended to rewrite a new chart.
rang 23066 asked doctor to review patient and to rewrite chart
doctor arrived and reviewed, no blank chart on ward or next door,
rang 23066 back to ask to rewrite chart, rang approx four times over a period of time
arrived approx 04.00am chart rewritten			doctor informed several times and asked to attend to rewrite chart			Investigated in retrospect.
No harm to patient despite length of time not having medications.
Team spoken too by consultant.			No harm to patient.
Doctor was busy.						Reiterated the importance that patients need a drug chart written up.						Mrs Phylippa Thomas-Dyer												Closed						Thank you for taking time to complete this incident report.
Team spoken to by Consultant.
Reiterated the importance that patients need a drug chart written 						None.			Salbutamol			Bisoprolol


			5/3/23			4/30/23			27339			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			alerted by agency nurse on shift that she had administered another patients medication to one of her allocated patients. Both patients had similar names.			Dr asked to review patient. pharmacy notified. agency nurse asked to provide written reflection and to inform her agency			poor concentration of agency nurse whilst administering medication. Medications obtained from medication store room and via other patients nomad tray. Patient remains stable and unaffected by incident.			Statement attached - no harm came to patient. Patient has since been discharged. 						Staff has reflected on this - please see attachment 			agency nurse asked to provide statement to clarify and confirm exact medications administered. Patient stable on ward but has been transferred to ward J post incident as bed available. Dr reviewed patient and expressed no concerns re incident. email sent to Nurse bank. 			Mrs Rachel Thomas, Pete Matthews												Closed						Thank you for reporting this incident - investigation can now be closed. 
Staff has reflected on this - please see attachment 						awaiting statement from nurse.			Levetiracetam			Levetiracetam


			5/1/23			5/1/23			27240			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Low			patient had a number of diazepam, some crushed in his pocket which he handed over when they were seen in his clothing			drugs taken off patient and stored in CD cupboard			No harm 
Non prescribed medication which patient brought in with him. Subsequently tablets were disposed of by pharmacy			Non prescribed bought medication brought into hospital
No harm
Medication disposed of by pharmacy						As above						Mrs Louise Limbert, Siobhan James												Closed						Correct course of action taken						None			Diazepam			Diazepam


			5/2/23			5/2/23			27292			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed two doses. 																		Dr Richard Chudleigh, Samantha Evans, Rachel Lee, Julius OBANA, Nerys Jones												Management review/Make it safe plus															Co-trimoxazole			Co-trimoxazole


			5/2/23			5/2/23			27278			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed three doses. 																		David Vardill, Samantha Evans, Rachel Lee, Julius OBANA												Management review/Make it safe plus															Piperacillin + Tazobactam			Piperacillin + Tazobactam


			5/3/23			5/2/23			27360			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Moderate			Patient prescribed 45,000 units of Tinzaparin instead of 4500 units. 			Checked with nurse whether last dose administered was 45,000 units. Confirmed gave 4500 units 2/5. Medication chart amended to correct dose.			As per progress note by Dr. AJ, the need for more vigilance when re-writing the medication charts.			Investigation completed.						To be extra vigilant when teaching.			I am aware that the patient received the correct medication dose.  I will ask JSr SS for a statement.			Anita Jonas, Mrs Rhiannon Hall												Closed						Thank you for reporting this incident, it has been fully investigated.						None at this time.			Tinzaparin			Tinzaparin


			5/2/23			5/2/23			27271			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed six doses.			Amoxicillin was presribed on 27/4/23 it was prescibed for 5 days (Review on 2/5/23) however was suspended on 30/4/23 by HEPMA team. This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			x2 missed doses of medication due to electronic prescription stopped after 72 hours due to failure of clinician to review as per policy. This resulted in missed doses.  						Importance of ensuring clear understanding of systems needed and need for clear communication between teams. All staff to learn from event and recognize need to  ensure medical review of of IV antibiotic prescription is arranged.			notes requested for review 			Bethan Mair Evans, Jade Stamate, Matthew OBaid, Mrs Judy Terry, Mrs Melanie Brooker, Rebekah Williams												Closed						Thank you for reporting this incident where a patient`s antibiotic was stopped electronically due to failure to review prescription within 72 hours. This resulted in no harrm - however all staff are reminded of the importance of  checking prescriptions and escalating the need for reviews as per policy.. 						clarification confirmed via hepma team.			Amoxicillin			Amoxicillin


			5/2/23			5/2/23			27274			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed seven doses.  			HEPNA system suspends antibiotics after 72 hrs pending DR RV			Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics
System suspends antibiotics as per protocol but no notification present						Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics
System suspends antibiotics as per protocol but no notification present						Alison Williams, 2TQ, Dr Peter Slade, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						Consultants have spoken to team and improved knowledge of suspension of meds RV						Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			5/2/23			5/2/23			27268			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed 5 doses.			Patient antibiotics were not reviewed therefore doses were missed.			Doctors need to ensure they review antibiotics regularly and follow protocols. Dr Barry has been asked to re iterate this to all doctors.						Doctors need to review all medications regularly, but specifically antibiotics within the first 72 hours to avoid a break in treatment for the patient						Catherine Allen, Helen Davies, Mr Richard Walters												Closed						Thanks for raising this. Dr Barry has been asked to re-iterate the importance of regularly checking antibiotics to all doctors, particularly within the 72 hours to avoid a break in treatment.						To ensure doctors are aware of the 72 hour protocol and it is adhered to. Dr Barry has been emailed to ask to reiterate to Doctors to review antibiotics regularly.			Clarithromycin			Clarithromycin


			5/2/23			5/2/23			27273			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed three doses.			Investigated in retrospect.
This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Mrs Phylippa Thomas-Dyer												Closed						Thank you for taking time to complete this incident report.
This has been actioned by both Consultant's and discussed with their teams.						None.			Amoxicillin			Amoxicillin


			5/2/23			5/2/23			27276			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed nine doses in total, three doses of Ceftriaxone and six doses of Metronidazole.			Doctors made aware regarding review of antibiotics within the appropriate time frame			Use of both paper drug charts and hepma						Medics to review						Dr Rhian Finn, Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						Thank you for reporting incident						Medics encouraged to review medications within the 72 hour time span			Ceftriaxone			Ceftriaxone


			5/2/23			5/2/23			27264			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 

			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

The patient has missed 9 doses. 			Investigated in retrospect.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
This has been actioned by both Consultants to their teams.						Mrs Phylippa Thomas-Dyer												Closed						Thank you for taking the time to complete this incident report.
Both Consultants have discussed with their teams.						None.			Phenoxymethylpenicillin			Phenoxymethylpenicillin


			5/2/23			5/2/23			27270			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

Patient has missed 4 doses.			to encourage consistent review of all antibiotic prescriptions.			to encourage consistent review of all antibiotic prescriptions.						to encourage consistent review of all antibiotic prescriptions.						Dr Rhian Finn, Emma Vowles, Morag O'gorman												Closed						thank for reporting incident

to encourage consistent review of all antibiotic prescriptions.						to encourage consistent review of all antibiotic prescriptions.			Co-trimoxazole			Co-trimoxazole


			5/4/23			5/3/23			27461			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Upon arriving on shift, I noted that a tablet had been potted into a medication pot and left in the treatment room. Upon further inspection it was apparent that the tablet was a 5mg Longtec. Upon checking the CD book, the longtec was signed out the previous night for the patient. And the numbers in the CD book correlated with the amount in the box. I spoke to the patient who said she was in pain, and was unsure if she had her longtec the previous night. I informed my ward manager and ward pharmacist.			Informed ward manager and ward pharmacist. Documented in CD book that medication wasn't given.			Band 5 staff nurse informed myself that she had entered the clean utility at 8am to find a 5mg longtec tablet potted on the counter top. Upon looking at the CD book it was evident who the medication had been signed out for. Reviewing the patients drug chart, the medication had been signed to state that the patient had received the medication (2 signatures present). The patient was unsure as to if she had received the medication as the nurse had not informed her of the tablets in which she was taking. The patient informed the RN that she was in a lot of pain which indicates that the tablet had not been administered. 
The balance of long tec was correct. 
The medication was discarded of by myself and RN CS and the CD book updated. 
Signatures on drug chart are from agency RN and ward T RN.


 			Band 5 staff nurse informed myself that she had entered the clean utility at 8am to find a 5mg longtec tablet potted on the counter top. Upon looking at the CD book it was evident who the medication had been signed out for. Reviewing the patients drug chart, the medication had been signed to state that the patient had received the medication (2 signatures present). The patient was unsure as to if she had received the medication as the nurse had not informed her of the tablets in which she was taking. The patient informed the RN that she was in a lot of pain which indicates that the tablet had not been administered. 
The balance of long tec was correct. 
The medication was discarded of by myself and RN CS and the CD book updated. 
Signatures on drug chart are from agency RN and ward T RN.
-Two members of staff did not take the medication to the patients bed space. 
-Agency RN and RN who was recently signed off her medication management were involved in this incident. 
-Medication was left on counter over night (from 22:00hrs) in clean utility and staff did not notice and correct this on the night shift. 
- Unable to identify as to if the medication was given or not. 
						-Two members of staff to check medication out, take the medication to patient and only sign CD book and drug chart once they have both seen the patient take the medication. 
-Further education needed for staff upon the ward. 			Deep dive carried out re medication errors on Ward T. 
			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						Appropriate actions taken


			5/3/23			5/3/23			27419			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient was having a CT Trauma with contrast. As the contrast was being injected the patient started screaming saying that 'his arm felt like it was going to explode'. The contrast was being given through a green cannula situated in the L ACF, it was inserted by the ITU doctor. On examination the patients left arm looked mottled and felt cold. 			The contrast was stopped by the radiographers and the limb regained warmth and colour after less than a minute. The A+E consultant was present and quickly deduced the cannula was in an artery instead of a vein. He checked the Blood Gas via the WCP and the P02 on the 'venous' gas was 12. A new cannula was inserted in the back of his left hand and the old cannula was taken out when the patient returned to Resus. 5 minutes of pressure was applied, no bleeding from site. Patient not complaining in any pain in the arm or site, limb feels warm, pulse present.																		Claire Herbert, Dr Kirsty Dickson Jardine, Mrs Della Llewellyn												Management review/Make it safe plus															Iohexol			Iohexol


			5/6/23			5/4/23			27615			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			On administering analgesia (paracetamol oral). Checked time of previous dose administered prior to administering drug. Noticed last dose (bedtime) the night before was given less than 4 hours from when previously administered. Administered 18.43 with day staff. Administered by night nurse at 21.19hrs.  			When identified. Nurse in charge/sister informed on shift on unit. 
Health board bank/agency nurse performance monitoring form given from sister completed.			paracetamol was prescribed as regular analgesic drug four times x day due to CPR pain. patient also on zomorph 10mg BD and oramorph 10mg in 5mls PRN.
for three days paracetamol bedtime dose has been given too close to the evening dose.
02.05.23 evening dose @18.59 bedtime dose @21.40 (2h41min apart)
03.05.23 evening dose @19.05 bedtime dose @21.34 (2h30min)
04.05.23 evening dose @18.43 bedtime dose @21.19 (2h36min)
21.05.23 evening dose @18:10 bedtime dose at @21:12 (2hr2min)
23.05.23 evening dose at @18:52 bedtime dose at @21:05(2hr13min)

in al but one of these situations, bedtime dose was given by temporary agency Nurses.			incident concluded with no harm for the patient, who had regular blood tests checked post incident and no concerns raised from the clinical point of view.						importance of detailed handover day to night staff.
flag any poor knowledge in the use of the eprescribing system to the nurse in charge.
remind the importance of checking the previous administration time for any drug.			Spoke with HEPMA team who advised me that this incident had happened elsewhere in the hospital yesterday and has since changed the timings of the medications to be given meaning there will no room for error on timings. Will attach the email to Datix. I have communicated to all nursing staff and agency group on the importance of checking last administration history. Accessed HEPMA system and seen that it is now easily accessible to see last administration history. 			Jade Stamate, Mrs Dayana Francis, Pete Matthews, Resmi Michael, Robert Zaiz, Sarah Butcher, Toni Davies												Closed						thanks for reporting this incident.						Spoke with HEPMA who have since changed the timings to avoid this happening again as it had happened in other parts of the hospital and communicated with all staff and agency nurses			Paracetamol			Paracetamol


			5/4/23			5/4/23			27432			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Patient has not been prescribed post thoracic surgical low molecular weight heparin. Patient's Consultant made aware. Asked for an IR1 form to be completed			IR1 completed as instructed. Will ask Surgical Registrar to prescribe on round.			Post surgery the patient did not have his post thoracic surgical low molecular weight heparin prescribed. Patient's consultant informed. Medical team informed and was then prescribed. 			Post surgery the patient did not have his post thoracic surgical low molecular weight heparin prescribed. Patient's consultant informed. Medical team informed and was then prescribed. 						Medical staff to ensure that all patients prescriptions are updated following surgery and all required medications prescribed to ensure no delays in essential medications. 						Ira Goldsmith, Mr Afzal Zaidi, Mr Ross Phillips, Rachael Brown												Closed						Thank you for your report, this has now been investigated and will be closed. 						Heparin to be prescribed. 			Enoxaparin			Abacavir


			5/6/23			5/6/23			27578			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Whilst I was on break, the patient was complaining of pain and requested analgesia. Health care support worker notified another staff nurse on the unit. Staff nurse gave oral paracetamol, however it was given an hour early and patient had already reached the required dose in twenty four hours. 			Highlighted to Sister in charge and doctor on call. Bloods to be taken this morning.			Patient requested analgesia, Staff nurse informed and oral paracetamol 1g given.
Nurse looking after patient returned from break and noted paracetamol had been given early.
Doctor informed and stated bloods to be checked mane.
Staff nurse who had administered early dose informed.
Patient also informed of error.			Staff nurse administered dose of oral paracetamol due to patient complaining of pain.
Analgesia prescribed on PRN side of drug chart and it was not identified that the patient had received the prescribed dose within the twenty four hour period.
Doctor on call present on the ward at the time error identified, bloods ordered for the morning nil other input.
Patient informed of error.
Staff nurse who administered medication informed and was very apologetic and has learned from this error.
Patient was not harmed and has been discharged home. 						Ensure staff check times medications have been given prior to administering.						Joanne Noble, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Vaughan Davies												Closed						Doctor informed of incident at time identified, bloods ordered for next morning but nil else ordered.
Staff nurse who administered the medication informed and will reflect upon the incident.
Patient informed of error.						Staff nurse to write an account of error.			Paracetamol			Paracetamol


			5/8/23			5/8/23			27690			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Patient requested for son to come and visit as it was the only time he could come even though it was outside of visiting hours it was agreed he could come but only for 15 minutes. Patient is not allowed off the ward due to taking diazepam last time she went off the ward with family. Patient was happy with on ward visit. Patient's son walked onto the ward and avoided interaction with staff members, he spent no longer than 30 seconds with patient and walked off the ward again and further avoided contact with staff members which rose suspicion. My colleague went to check on patient and it was witnessed that patient was swallowing tablet/tablets from paper bag that the son had just dropped off. When asked she denied swallowing anything and would not give the paper bag over. Escalated to ward sister who confronted patient to which then patient admitted to swallowing one tablet and that it was mirtazipine which she was prescribed in the community. Explained  to patient that she cannot just take tablets despite being prescribed them in the community and that we need to get them prescribed here. I also explained to her that she cannot just take them as there is no way of knowing what the tablets are as they are loose in a paper bag with no packaging. Patient quite angry towards staff and became agitated. Informed patient due to this there will be no more visiting and she will not be allowed off the ward. Patient was willing for me to search her bags to check there were no other medications. 			took unidentifiable tablets off patient and locked them away, informed ward sister, informed on-call doctor who said to monitor GCS and regular observations and not to give any pain relief and they will review. My colleague contacted the Son to confirm the events and notified him that he is not allowed to visit anymore. Daughter was also contacted and informed of incident and told she's not allowed visitors due to this second incident. Patient informed she is not to go off the ward and she is not allowed visitors.			Son came onto ward very briefly and left. Staff nurse was asked to monitor due to previous admission where patient took medications given by her son.  Staff nurse seen patient taking medication.  Medication had no packet, nothing with labelling on to identify what she had actually taken.  Son and daughter were contacted regarding the incident. The son was very rude and unwilling to listen when staff tried to explain the consequences.  It was explained to them there would be no further visits by family, any parcels for patients would be looked through by staff in the presence of the patient.
Drs on call informed he stated to monitor her GCS, omit any analgesia. Patient is aware.			Communication could have been better.
Staff on duty may not have been aware of previous admission where a similar incident occured						Communication going forward that firstly handover updated, so that should we not have regular staff or staff that are not familiar with nursing this patient would then have a background knowledge 			Outcome of incident downgraded after discussion with Ward Manager to match the description of the event.			Mrs Andrea Thomas, Mrs Sian Ackland												Closed						To handover to oncoming staff to monitor for patient behaviour to keep an eye on her.
Recommended to family that they do not do this again.
Staff told them that if this should ever occur again, police would be involved.
Patient also advised not to taken anything that is not prescribed to her as this could be detrimental to their health and wellbeing.
Communication going forward that firstly handover updated, so that should we not have regular staff or staff that are not familiar with nursing this patient would then have a background knowledge 						Monitor GCS
Omit any analgesia previously prescribed.
Awaitng Dr on call R/V.			Mirtazapine			Nitrazepam


			5/9/23			5/8/23			27766			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient due levemir (62units) at 22:00hrs but missed. Staff states this prescription chart was not handed over and was under a piece of paper in the draw. 			This was identified this morning at handover and therefore too late to give it. This dose was then missed and the dose scheduled for 10:00am was administered. An actrapid infusion was started at 02:30am as the blood sugar was 15.4mmol. The patients blood sugars have been stable throughout the day shift.			In most cases when there has been a drug error there are no mitigating circumstances.   However, in this case I believe there is.  Sadly the nurse caring for this patient in the day had been given some terrible/heart wrenching news about a very close friend and colleague.   She had to handover to another nurse and leave to support friend ASAP.  During this handover there seems to have been a breakdown in communication and they did not hand over this insulin medicine chart.   This chart was in the observation trolley draw (not with nursing notes.  By the time the nurse on the night shift had found it, it was too late to give the dose. Instead an Actrapid infusion was administered.  			An error like this is not a common occurrence, and in this instance the nurse at the bedside was called away because of some tragic news.  We are all human and not designed to work without error.  The nurse on the night shift will write a reflection of this incident.  However, once this is done I will ask my matron to close this investigation.  						As above.  						Mr Edward Smale												Closed						As above 						I have talked to the nurse on the night shift and she will complete a reflection for me.  During the professional discussion the nurses attitude was excellent.  She sets herself extremely high standards and wants to learn from this.  			Insulin detemir			Insulin detemir


			5/9/23			5/9/23			27761			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Whilst checking the controlled drugs this morning 1 morphine sulphate vial fell out of the box and smashed.			This was documented in the controlled drugs book and also nurse in charge informed 			Upon counting the controlled drugs, a vial of Morphine was dropped to the ground and got smashed.			A vial of morphine was dropped to the floor whilst checking the controlled drugs and got smashed						Take time to count the Controlled drugs - no rushing.
Place the controlled drugs onto a flat area, like a trolley, before conting them. 						Bethan James, Coca Sewell												Closed						Thank you for submitting this incident. Going forward, please ensure the drugs are placed onto a flat surface before counting them. 						Disposing the sharps appropriatelly. Informing the parmacist. Ensuring the book balances.			Morphine			Morphine


			5/9/23			5/9/23			27738			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Renal pharmacist identified that a patients' antibiotics were not reviewed within the first 72 hours by the clinical team.
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 Patient had missed at least 24 hours of antibiotics.			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						All prescribers should ensure that antibiotics are being reviewed as per protocol. 			29/05/23- Patient's notes requested

Renal pharmacist identified that a patients' antibiotics were not reviewed within the first 72 hours by the clinical team. 
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 This patient had missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently. 
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Kristine Labayo, Mrs Sharon Howells, 2UE, Tracy Davies												Closed						All prescribers should ensure that antibiotics are being reviewed as per protocol. 
Medical team have been reminded of this and offered additional training if needed. 						The clinical team were alerted by the HEPMA team to the need to review urgently.			Ciprofloxacin			Ciprofloxacin


			5/9/23			5/9/23			27730			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Patient was commenced on antibiotic but failed to review 72 hours later but patient still required treatment after the initial duration therefore missed doses. Review was due on a weekend which can fail due to on call cover issue.			Monitor closely patient commenced on antibiotic.
Inform medical team.						Monitor closely  patient commenced on antibiotic, stress to the team it's importance.
Document promptly.
						Mrs Katrina Rees, Mrs Marites Colarina, Tal Anjum												Closed						Appropriate actions taken at time of incident.
Team was informed of this and reiterate significance.
Provide further training  about the system if required.						None			Clarithromycin			Clarithromycin


			5/9/23			5/9/23			27736			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Medical team on the ward have been reminded of the importance of reviewing antibiotics as per policy and taking appropriate action. 			medical team was reminded of policy.
pharmacy was involved.
						as above.						2TQ, Bessy Howell, Dr Kusuma Boregowda, Manju Krishnan, Mrs Katrina Rees, Ms Sarah Yeap, Holly Robinson												Closed						Thank you for reporting, this has been addressed. 						No, this was escalated appropriately and team educated.			Co-trimoxazole			Co-trimoxazole


			5/9/23			5/9/23			27763			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			patient was on fixed rate of insulin for DKA management, his blood sugar was 3.7 , i failed to stop the insulin as i did not read the criteria well. my senior nurse notified  me , and i stopped the insulin infusion , next reading was 3.3			i apologise for the delay that i made to stop the infusion 
 i read  the criteria well
i made myself sure that i am clear with the mistake that i done 
i made sure that my patient is safe enough 
i maintained a proper BM check			No reporter details included on form - unable to address with staff member.
No patient harm sustained.
General communication to all qualified staff to remind them of importance of checking guidelines and pathways correctly.  			No harm sustained by patient						See above						Claire Herbert												Closed						No reporter details included on form - unable to address with staff member.
No patient harm sustained.
General communication to all qualified staff to remind them of importance of checking guidelines and pathways correctly.  						Nil			Insulin soluble human			Insulin soluble human


			5/15/23			5/9/23			28241			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal			None			Moviprep was provided for a patient without a TTO or prescription written as procedure. It was not charted for the patient but was given to the patient by a colorectal F1 unlabelled and without a prescription. 			Ensured that the patient was given appropriate administration information and a leaflet and that it was appropriate and safe for the patient. 			Moviprep was provided for a patient without a TTO or prescription written as procedure. It was not charted for the patient but was given to the patient by a colorectal F1 unlabelled and without a prescription. 
I have spoken to matron Clare Tregidon regarding this issue in a meeting surround medication issues upon the ward. I have emailed Mollie Kearns and requested that this is fedback to the colorectal team to prevent incidents like this happening again. All medication should be prescribed and checked by a pharmacist. 			Moviprep was provided for a patient without a TTO or prescription written as procedure. It was not charted for the patient but was given to the patient by a colorectal F1 unlabelled and without a prescription. 
I have spoken to matron Clare Tregidon regarding this issue in a meeting surround medication issues upon the ward. I have emailed Mollie Kearns and requested that this is fedback to the colorectal team to prevent incidents like this happening again. All medication should be prescribed and checked by a pharmacist. 						- Email sent to service manager to inform them of this incident to prevent issues like this happening again. 						Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for reporting this incident. 						Email sent to Mollie Kearns. 


			5/11/23			5/10/23			27974			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Nursing staff discharged patient from ward and found out later during handover that patients son had rang ward to say that Patient had her own TTO'S as needed but in bag of medication another patients medication was also found with patient TTO'S.			This was reported to bed manager straight away and advise given initially was for staff to speak to patients son to see if he was happy for us to send transport to collect medications yesterday evening/night. Nursing staff contacted patients son and transport was sent to collect medication. Medication returned to ward safely.			Patient discharged home with TTO's.
Patients son had rang ward to say that patient had her own TTO'S however another patient's medication was in the bag also.
No harm to patient.
Transport arranged to collect medication.			Accident however staff reminded to check.						All staff to ensure/ check that the correct medication goes with the patient.						Mrs Phylippa Thomas-Dyer												Closed						Thank you for taking time to complete this incident report.
All staff reminded to ensure/ check that the correct medication goes with the patient.						None.


			5/11/23			5/11/23			27927			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Have discussed the situation with one of the Advanced Nurse Practitioners regarding this incident. She concurs this is an error on the medical teams part. It is unclear as to why these antibiotics were not reviewed.  She is going to disseminate this information with the team to prevent this error occurring again.  			Have discussed the situation with one of the Advanced Nurse Practitioners regarding this incident. She concurs this is an error on the medical teams part. It is unclear as to why these antibiotics were not reviewed.  She is going to disseminate this information with the team to prevent this error occurring again.  						Ensure the medications are checked on ward rounds. 						Mrs Karen Owen, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed.						Antibiotics to be reviewed. 			Co-trimoxazole			Co-trimoxazole


			5/11/23			5/11/23			27967			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			Patient arrived into theatre from ward B for a procedure. On checking the patient in it was noticed that he had an unlabelled 50ml syringe attached to his IV access with a splitter. Also attached was a 1L bag of Normal Saline plus 40mmol of Pottasium. Both infusions were loose in the bed, and clamped off.  The 50ml Syringe did not have a drug label on it. We assumed it was inuslin due to the patient having a Sliding scale prescription in his chart.			Both infusions were detached from the patient and a check BM was performed in theatre. 			Theatres informed ward of lack of sticker, nurse still on shift who wrote the sticker. Nurse found sticker at patients bedside. It had unfortunatley fallen off and not been noticed prior to him leaving the ward			No harm to patient who received correct medication 						Ensuring stickers are present on medication when patients leave ward.  Syringe pump should have been left attached to syringe.  If ward didn't want sliding scale to go to theatre with patient then the sliding scale infusion should have be detached from patient completely and Theatres appropriately informed prior to transfer of the patient.						Leanne Edwards, Miss Claire Topliss, Mrs Ceri James, Mrs Debra Gormley, Sister Claire Williams												Closed						Ensuring stickers are present on medication when patients leave ward						No
Learning for staff to ensure stickers are in place when patients leave ward			Insulin aspart			Insulin aspart


			5/11/23			5/11/23			27979			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology			None			During the drug round one of my colleagues has asked me to check some controlled medication for a palliative patient ,which has asked for painkillers as she was in pain. When we went to the book , we noticed that one of the drugs was missing, and we alerted the nurse in charge. It was confusing so we decided to give the patient the same drug but in different strength until we can find out what is happening with the original medication which was 10 mg of Shortec.
we took 2 tablets of 5mg of shortec as the patient was in pain we didn't wanted for her to be in distress, any longer then its needed. without realising that the nurses from the day time has given her 10 mg of Shortec at 19:26(as it wasn't written in the CD BOOK), we have given the patient another 10 mg of Shortec at 21:48. After the patient has taken the tablets ,we came back to investigate the situation with the missing medication, and we discovered that it was given at 19:26, but not signed on the book. 			When we realised what had happened, we have informed the doctor on call, we also informed the matron on call.
We started doing observations on the patient even though she was palliative and not for observations, just to make sure that the patient is stable.			Patient had early administration of controlled drug medication.
Controlled Drug Book was incomplete after drug administration.			Patient had early administration of controlled drug medication.
Incident was reported to Doctor and monitored closely with no harm. All staff involved were spoken to and to complete further action as stated above.
						Observe trust policy re:CD administration at all times.
Staff to check administration history.
			Agency nurse who is involved in this error has spoken to myself and the Ward Manger.
A reflection has been requested.
Further investigations and reflections will be obtained from the other staff on the pm shift with regards to not signing for the medication as required.			Mrs Katrina Rees, Mrs Marites Colarina, Nathan Riddle												Closed						Prompt actions and monitoring completed with no harm to patient.
Observe trust policy re:CD administration at all times.
Staff to check administration history prior to giving medications. 
Patient was informed of the incident by the staff.
Incident was discussed with Clinical Educator for provision of further training if needs be and sharing this information for learning purposes.						Staff involved are to complete statement and reflection after speaking to them.			Oxycodone			Oxycodone


			5/18/23			5/11/23			28475			Patient/Service User			Swansea Bay UHB / Community Services/Practices / Community Pharmacy / Boots Uk Ltd, Morriston, Swansea			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Hydrocortisone 0.1% ointment prescribed by A+E for a child 4 months old for use on the face. Ointment supplied on 11/05/2023 against an owing raised on 10/05/2023 when another item (hydromol) was dispensed and supplied to the patient off the same prescription. Pharmacist who supplied the initial hydromol dispensing came across the prescription again and seen that LOCOID OINTMENT was supplied and realised that this inappropriate as only licensed for use in children aged 1 years and over. Pharmacist contacted mother of the patient 09:15 on 12/05/2023, asked if she had applied the locoid ointment - she replied yes, only one dose had been applied. asked her not to apply any further doses and return the locoid ointment to the pharmacy at the earliest convenience. I explained that one application is likely to have minimal consequences. I explained that we will compile a report to send to the our incident reporting system. Could not get hold of A+E, kept putting the phone down when asked for help with this request. Alternatively to get hold of prescriber to issue something more appropriate I asked for the patient's GP, they had only just moved to the UK from zimbabwe so had only just registered with the GP on 10/05/2023 where a paper copy of the registration form was supplied to the doctors directly. Rang GP said they didn't have her on their books, explained she was newly registered. GP and prescribing clerk then sorted out alternative prescription for the patient. At the point of filling out his report the incorrect medication has not been returned to store. 
			See description field												Check both drug monograph and brand monograph on BNF for clinical appropriateness
			Patient use of ointment outside of licence refer to POG for approval to close and reassign to A&E			Mrs Lowri Lowe												Awaiting Closure															Hydrocortisone butyrate			Hydrocortisone butyrate


			5/12/23			5/12/23			28056			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			None			Pt family had update from doctor on ward. During the update the family expressed concerns and highlighted an incident they state occurred on night shift of 11/5/23 going into 12/5/23. They state whilst on video call to the family the nurse came and went to give pt a 20ml syringe of oramorph. Pt stated that it seemed more than usual and nurse discarded some to give to pt. they were concerned wrong dose could have been given if the pt hasnt realised. Doctor asked if family wanted to escalate this, they did not but wanted to highlight the issue so it doesn't happen again.			Datix done so that ward manager can investigate. 			Agency nurse was allocated to the bay that patient was being nursed in. 
Concerns form completed  			No harm came to patient. 
Staff member has completed a reflection and is uploaded to this datix 						All staff to be mindful, check prescription chart accurately
Dispose of unwanted medication accurately and safely as per policy 			Concerns form completed and emailed to Bank, await outcome from Bank office and staff member. 			Mrs Hilary Thorne												Closed						Thank you for reporting this incident. A datix was completed by ward Drs as it was a concern. 
Thank you for completing a reflective account. 						Concerns form completed and asked for a statement/reflection from staff member, await bank reply. 
Spoken to patient, states that he noted the syringe was bigger than normal and that he was going to receive double the dose. Patients is ok and happy with the investigation. 			Morphine			Morphine


			5/16/23			5/15/23			28317			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Patient returned to ward post operatively.
Patient given 2x co-codamol 30/500 bedtime dose, IV paracetamol 1g as bedtime dose and then another 2x 30/500 co-codamol.
These drugs were both prescribed on the regular part of the chart.			Error highlighted to responsible team to review. Query if patient needs paracetamol levels taken.
Pain team reviewed patient and have changed prescription of analgesia (stopped co-codamol).
Ward manager and charge nurse will discuss with responsible staff member when she returns for shift tonight. Staff member to complete drug error reflection and report which will be attached to this datix.			Medication error patient had been  over administered Paracetamol			as discussed above						as discussed above						Mrs Nerys Dunn												Closed						Nurse advised to re visit medication management policy.
Complete a reflective account.
Further support from Education team re Medicine's management.
Pain team to be contacted with regards to analgesia- shortec prescribed and co- codamol stopped.
Incident investigated						Medical team/ pain team informed medication has been altered to support with pain management.
Nurse involved spoken to and informed of error and reinforced to her  safe medication management .
Discussed the need to contact medical team/ anaesthetist to review pain management if resistance to escalate to site management
Has completed Medication error form and reflective practice.
Paracetamol levels checked undetectable
Have asked Clinical educator to support the nurse with a refresher regarding medication management			Paracetamol			Co-codamol


			5/15/23			5/15/23			28204			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient A received Patient B medication and Patient B was offered Patient A medication, patient B identified before taken medication.
Wrong locations given on handover and written on Wight board. Patient A was non verbal and no ID wrist band on patient wrist to identify patient.
Both patients were Nil by Mouth at time when medication was given.			Speciality team made aware of error and reviewed patient.
Statements taken by staff working in the area.
Also escalated to ED matron.																		Mrs Della Llewellyn, Karen Thomas, Claire Herbert												Under Investigation															Felodipine + Ramipril			Felodipine + Ramipril


			5/15/23			5/15/23			28206			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed 3 doses. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Medical team to review medications within the first 72 hours			Medical team encouraged to review within the appropriate time frame						Medical team to review in timely manner, so charts don't expire						David Vardill, Mrs Andrea Thomas, Mrs Sian Ackland, Ms Samantha Victor, Samantha Evans												Closed						Thank you for reporting incident						Medical team to review medications within the time frame suggested			Amoxicillin			Amoxicillin


			5/16/23			5/16/23			28368			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Medication Error,
Wrongly administered simvastatin 20 mg and peptac 10ml to another patient.			Informed nurse in charge, informed the cardiothoracic reg and closely monitored the patient.			Findings show no harm to patient. Observations did not change and patient remained in a stable state. Patient aware of error and reassurance/ apologies given. 

Staff member involved in incident to be supported by team to attend additional training i.e medication management and HEPMA training. 			Findings show no harm to patient. Observations did not change and patient remained in a stable state. Patient aware of error and reassurance/ apologies given. 
Staff member involved in incident to be supported by team to attend additional training i.e medication management and HEPMA training. 						Staff member to ensure they complete patient identification checks prior to every medication administration. 			Requested for staff nurse involved in incident to complete a witness statement. 			Rachael Brown												Closed						Thank you for your report, lessons have been learned and will be actioned on. 						No further immediate actions required at current. Staff member involved in the incident acted appropriately by informing registrar on call, nurse in charge and patient of drug error. 
Staff nurse involved in incident to reflect on error and write witness statement (email sent requesting this).			Simvastatin			Simvastatin


			5/16/23			5/16/23			28361			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient had brought in her own medication. When checked, there were many strips of dihydrocodeine, Tramadol, Diazepam and co-dydromol. These are prescription only control drugs. There were no records on the GP record that the patient was taking them, and patient states that she sources them elsewhere. Medication was locked away in patients locker on admission and patient did not take any whilst on the unit			Discussed with Pharmacist Gareth Chapple and hospital policy followed. Discussed with patient and informed her that I cannot give these medications back to her and asked for consent for the pharmacy to dispose of. Patient agreed. Medications collected by pharmacist Gareth Chapple as per hospital policy and will be discarded of by the police. Appendix 1 of suspicious unknown substance removal form removed from patient completed. 			All protocols were followed and medications disposed of correctly. 			No further action needed. Senior pharmacist Gareth Chapple happy with the disposal of the medications and protocol followed						to follow guidance						Helen Davies												Closed						protocol followed						No further action			Dihydrocodeine			Dihydrocodeine


			5/19/23			5/18/23			28591			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology			Moderate			Patient was discharged with an unlabelled medication, degarelix - one vial. 
Patient presented to community pharmacy with vial, community pharmacist phoned the ward and informed myself. 			Confirmed number of vials supplied - 2 vials
Confirmed with community pharmacy that only 1 vial in box and is sealed
Informed responsible team.
Confirmed with nursing staff how many vials given - 1 vial given and 1 vial put in POD locker. 			Discussed with WM the item was originally brought in by the patient so was given back to him on discharge home.			Patient's own medication returned to him on discharge home.						as above			Incident reviewed against DoC reporting requirements. No indication that harm has been caused to the patient as a result of a failure in medication process. Incident needs to be investigated as a near miss.			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Mrs Suzanne Holloway, Niamh Parry												Closed						Appropriate action taken as patient's own medication returned to him on discharge home.						as above


			5/19/23			5/19/23			28598			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Moderate			Medication Discrepancy.  Noted that 6x 2mg Diazepam tablets unaccounted for.  			Pharmacy contacted.  Matron and senior Matron informed.  
After discussion with senior pharmacy team agreed that all section 4/5 medication to be added to the Controlled drugs book for double signature by staff and to be reviewed in 1 month			6x Diazepam tablets missing and not yet found
Access to drugs cupboards identified and within policy guidelines. 
Double staff signatures in place for all Drugs of misuse
Follow-up meeting in place with Ward manager and lead pharmacist to review. (Friday 16/06/23)
CD key policy reinforced to all staff and the CD keys to remain with the Nurse in charge on each shift. 


												Significant case review 01/06/2023			Mr DuncanJ Davies, Mrs Lisa Thomas, Mrs Louise Limbert												Under Investigation												Regular medication checks
Ward manager and Pharmacy meetings
Continue to look for missing medication			Diazepam			Diazepam


			5/19/23			5/19/23			28576			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed two doses. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			The patient has missed two doses. 						These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Mrs Hilary Thorne												Closed						Thank you for reporting.
Feedback has been given to the medical team.						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Co-trimoxazole			Co-trimoxazole


			5/19/23			5/19/23			28539			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Moderate			On hearing an infusion pump alarm I went over to the bed area to witness the junior member of staff altering the pump, they have not completed their IV training on the unit so should not have been touching it. I asked the nurse what was wrong and they informed me the rate was wrong, on investigation I could see the vancomycin was set to run at 100ml/hr instead of the prescribed 16.7ml/hr. I asked the nurse who had set it up which they informed me was themself. Almost the whole bag of 100ml sodium chloride with the added 500mg vancomycin had infused in the hour from setting it up instead of over 6 hours. 			Infussion discontinued and disconnected from the patient. Doctor informed straight away who adviced sending vancomycin levels along with kidney function blood tests at 06.00. Advised to keep an eye out for any rashes on the patient. Nurse in charge informed, datix completed and both staff members spoken to. 			The patient suffered no harm following this incident.  Both nurses involved have been spoken with and have provided the relevant reflective medication error forms.			We are currently disseminating this information to staff on a shift to shift basis.  All clinical supports are being reminded of the need to ensure that nobody walks away while IV medication is being checked and administered.						That there is a need to continue to police this situation on the unit.			I have spoken with Staff Nurse NE regarding her responsibilities when checking IV medication and she immediately identified that she had not followed the process correctly.  Following our conversation, I am satisfied that this is not a mistake she will repeat.  NE has provided me with a reflection of the incident and I have uploaded Part (A) Review Of Medication Error Form.			Mrs Rhiannon Hall												Closed						Thank you for reporting this incident.  It has been investigated.						I have emailed the Band 7 PDN and Matron Bethan James to ask their advise.			Vancomycin			Vancomycin


			5/19/23			5/19/23			28613			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			ordered unit of blood at about 1830 ,  when blood arrived stored in amu fridge as i am not  trained to give blood transfusion.  I did not realise i was not suppose to  put this in the fridge.  
As i was looking for staff able to  administer this. by the time hand over finished it had past the half hour mark.			Informed sister, informed blood bank to correctly discard and doctors informed to  order another unit for patient.			Staff nurse ordered unit of blood at about 1830 ,  when blood arrived stored in amu fridge as he is not  trained to give blood transfusion.  He did not realise he was not suppose to  put this in the fridge.  
As he was looking for staff able to  administer this by the time hand over finished it had past the half hour mark.			Staff nurse ordered unit of blood at about 1830 ,  when blood arrived stored in amu fridge as he is not  trained to give blood transfusion.  He did not realise he was not suppose to  put this in the fridge.  
As he was looking for staff able to  administer this by the time hand over finished it had past the half hour mark.						Staff nurse is using this as a learning opportunity and regrets his mistake. He will now ensure he goes on blood transfusion training in the future. 						Carys Wilkins, Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						Staff nurse ordered unit of blood at about 1830 ,  when blood arrived stored in amu fridge as he is not  trained to give blood transfusion.  He did not realise he was not suppose to  put this in the fridge.  
As he was looking for staff able to  administer this by the time hand over finished it had past the half hour mark. Staff nurse is using this as a learning opportunity and regrets his mistake. He will now ensure he goes on blood transfusion training in the future. 						Staff nurse is using this as a learning opportunity and regrets his mistake. He will now ensure he goes on blood transfusion training in the future. 


			5/19/23			5/19/23			28575			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient has missed two doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Clinical team fail to monitor and review antibiotic prescription therefore patient missed 2 doses.			Clinical team fail to monitor and review antibiotic prescription therefore patient missed 2 doses.						Patient can miss antibiotic if failed to review and may cause delay in treatment.						Mrs Marites Colarina, Nathan Riddle												Closed						Actions taken upon discovery of the incident. Antibiotic is continued, no harm to patient.
Staff nurses  to closely monitor and refer antibiotic prescription for review. 
Doctor to be prompt in reviewing  the prescription.
Follow the HEPMA system on how to monitor this.						None			Nitrofurantoin			Nitrofurantoin


			5/20/23			5/19/23			28638			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest ICU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Low			IV Caspofungin 50mg given at approx 14.00pm 19/5/23 by staff nurses however, medication not signed for on drug chart. 

Staff on night shift believed the medication had not been given during the day shift because of this and so gave IV Caspofungin 50mg again at 22.00pm. 

Errors discovered 07.30am during handover 20/5/23 as concern raised by staff nurse on was on shift 19.5.23. 
She had witnessed the medication being taken into the room after checking the medusa print out with one of staff nurses who gave it. 			Nurse in charge and staff nurse who was on shift 19.5.23 reviewed documentation, drug chart and fluid balance chart. 
Confirmed no signature on drug chart at 14.00pm but fluid balance showed 260mls at 14.00pm 
Drug chart has been signed for evening dose and 100mls given at 22.00pm

Doctors contacted and informed of error, advised no action required at present as medication was given 19.5.23 and patient has been stable. They will discuss with colleagues on ward round as IV Caspofungin is for review 20/5/23			Human error. distracted with other tasks that could have waited.
Discussed with the staff involved the processes and keeping work areas appropriately clear.
Also discussed the need to prioritise.

			Human error due to staff not focussing enough on the single task at hand.						Focus on task at hand.						Mr Martin Nicholls												Closed						Thank you for the report which has been investigated and issues identified and resolved.						Critical care drug error documentation completed and Part A attached to incident investigation			Caspofungin			Caspofungin


			5/20/23			5/20/23			28634			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			PCA Morphine syringe should have been renewed on the 19/5/23 @ 1645 (it had been set up on the 18/5/23 @ 1645). 			As soon as it was noticed, the infusion was renewed with a freshly drawn one and NIC notified. 			upon investigating the patient controlled analgesia was due to changed but the nurse in the bedside forgot to change			to remind all staff the policy of the unit in changing the PCA						to remind all staff the policy of the unit in changing the PCA						Susana Sanorjo												Closed						to remind all staff the policy of the unit in changing the PCA						none			Morphine			Morphine


			5/20/23			5/20/23			28633			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			PCA Fentanyl syringe last changed on the 18/5/23 0800. Was due to be renewed on the 19/5/23 @ 0800 but it did not happen. 			As soon as it was noticed, a new syringe was drawn up and swapped. NIC made aware			upon investigating the  patient controlled analgesia was supposed to changed over 24 hrs but the nurse in the bedside failed to change			to remind all staff that if the PCA are made in the unit should be changed within 24 hrs and if prepared from pharmacy should be changed within 72 hrs						to remind all staff that if the PCA are made in the unit should be changed within 24 hrs and if prepared from pharmacy should be changed within 72 hrs						Susana Sanorjo												Closed						to remind all staff that if the PCA are made in the unit should be changed within 24 hrs and if prepared from pharmacy should be changed within 72 hrs						none


			5/21/23			5/20/23			28681			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			Patient arrived to hospital at 11:45 om 19/05.2023.  Accepted by T+O same day 16.:52, but no formal clerking hence no drug chart written till after midnight 20/05,2023 despite being called several time to prescribe analgesia.  Patient still waiting for forma; clerking by T+O, delaying clinical management.  ED senior doctors and nurse in charge informed.  Advised to complete an incident form.			Escalated  the above until a drug chart was written, still awaiting clerking and this has been raised to.			Miscommunication with night and day teams
Locum night registrar
Not thought to be a T&O referral, therefore not seen until requested by Consultant
No admission under T&O			Patient had chest infection on admission and was noted to be COVID positive within 48 hours of arrival in ED						Poor communication from temporary staff
High level work load and acuity, especially with overnight and weekend staffing levels			Patient never admitted under T&O
Was admitted under the medical team.  She later died on the 30th May
Death certificate: Covid and Pneumonia on background of CCF
			Miss Claire Topliss, Mrs Charlotte Le Brocq, Mrs Heather White, Rhys Clement												Closed						Thank you for raising this incident
If you have any similar concerns in the future, please escalate to the consultant on call						No			Paracetamol			Paracetamol


			5/20/23			5/20/23			28655			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			when taking over care of patient on 20.5.2023, the patient is on a sliding scale. I had noticed that the fluids that had been administered by night staff at 06:45 going through had not been the one that had been prescribed. Notified charge nurse straight away, stopped the fluids and changed them over to the prescribed fluids. 
Patient had been prescribed 5% Dextrose without potassium 
What was transfusing was found to be 5% Dextrose with 20mmol Potassium 			charge nurse notified - fluids stopped and taken down. new fluids commenced at right prescription. 			Immediate actions taken by the charge nurse were to inform the Ward Dr and request bloods to be retaken 
The Dr on duty attended the ward but was unable to obtain a blood sample. the staff nurse on duty was able to do this and the patient's levels were shown to be within normal range. The Dr on duty has not documented any of this. 
An agency nurse setup and administered the fluids, they were checked by a substantive member of staff 
The substantive member of staff has been spoken to and will write a reflective statement about the situation 
The agency nurse involved has not worked on the ward since but a discussion will be held with her the next time she is on duty
			No harm came to patient. Levels were shown to be within normal range. the incorrect infusion was transfusing for a very short period 
Substantive member of staff to write a reflective account 
agency staff to spoken to if/when next on duty 						To always ensure both members of staff are checking prescription when counter-signing 						Mr Jonathan Phillips												Closed						The incident occurred toward the end on an extremely busy night shift. The usual prescription for a sliding scale involves having between 20-40mmols of Potassium with Normal saline/5% Dextrose prescribed in the infusion  
It is clear that neither qualified member of staff checked the prescription chart correctly 
Possibly due to fatigue/routine
Medication error form completed and uploaded
Action plan completed and uploaded along with substantive staff reflection account						No 			Potassium chloride + Glucose			Glucose


			5/31/23			5/22/23			29404			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Spinal			None			Patient was given Tinzaparin pre-operatively and 6 hours post-operatively. Tinzaparin was prescribed on the medication chart, instruction on operation note was to omit for at least 48 hours. Dose prescribed was incorrect, tinzaparin was prescribed to be administered in the evening and was given at 1am.			Spinal consultant informed			Patient admitted on 18/5/23 To ED following a fall down 7-8 steps at home sustaining Spinal #s C6/7.
Had ORIF of spinal #'s on 21/5/23 
PMH:- HTN, asthma, CKD, aortic regurgitation, Left ventricular diastolic dysfunction, recurrent falls, hypothyroidism and previous tonsillar cancer (2009-treated)
Patient admitted to Ward W post operatively at 20.00
Tinzaparin was given by agency staff post op as it was still prescribed and not crossed off
Bleeding to surgical site noted by night staff early in the morning, and dressing changed
			Patient admitted on 18/5/23 To ED following a fall down 7-8 steps at home sustaining Spinal #s C6/7.
Had ORIF of spinal #'s on 21/5/23 
Patient admitted to Ward W post operatively at 20.00
Tinzaparin was given by agency staff post op as it was still prescribed and not crossed off
Bleeding to surgical site noted by night staff early in the morning, and dressing changed
Doctor's not omitting Tinzaparin and crossing off as they should be
						Doctor's not omitting Tinzaparin and crossing off as they should be
Consider giving spinal teaching to all wards on Unit						Karen Allcock, Mr Jonathan Phillips, Victoria Hopkins												Closed						Following investigatons, findings were:-
Patient admitted to Ward W post operatively at 20.00

Tinzaparin was given by agency staff post op as it was still prescribed and not crossed off

Bleeding to surgical site noted by night staff early in the morning, and dressing changed

Patient reviewed by spinal team following day and it was highlighted to them the post operative bleeding

Noted tinzaparin given pre and post op 6 hours following surgery

If patient is receiving Spinal Surgery then the team should ensure that anticoagulation therapy is clearly prescribed or crossed off and drug chart

Unfortunately the majority of nursing staff on ward W are not spinal trained and are not familiar with Spinal anticoagulation regimes, also there is a high usage of bank and agency staff on ward at present due to vacancies and sickness,

I have asked the Spinal team ANP's if there is a protocol with regards to anticoagulation and they stated that each Consultant work differently- due to the high increase of agency/bank, overseas and newly qualified nurses and the lack of  spinal anticoagulation protocol training it has been requested if they could draft up a protocol for the nurses to refer to if needed in future.

Consider giving spinal teaching to all wards on Unit						Patient reviewed by spinal team following day and it was highlighted to them the post operative bleeding
Noted tinzaparin given pre and post op
Unfortunately the majority of nursing staff on ward W are not spinal trained and are not familiar with Spinal anticoagulation regimes, also there is a high usage of bank and agency staff on ward at present due to vacancies and sickness,			Tinzaparin			Tinzaparin


			5/22/23			5/22/23			28788			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Called Ward D on 22/05/2023 to speak to nurse/doctor looking after the patient. Told nobody was available to come to the phone - ward clerk took down details and said they would pass the message on to the doctor.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. 
As a consequence, the antibiotic prescription was suspended. 
Patient has now missed at least 24 hours of antibiotics and the clinical teams were alerted by the HEPMA team to review urgently.			Communication within team.						Medical team to realise the importance of reviewing antibiotics to avoid suspension and thus stopping the treatment.						Mrs Phylippa Thomas-Dyer												Closed						Thank you for taking time to report this incident.
Medical team aware.						Spoke with Consultants whom will discuss with their teams to comply with ARK			Metronidazole			Metronidazole


			5/24/23			5/22/23			28934			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Low			On routine CD check 22/05/23 noted that a strip of 20 patients own Tramadol was un accounted for. Should have been 92 only 72 present 
Nurses who performed the CD check 22/05/23were in experienced staff that did not flag the incident to senior staff or submit a Datix.
23/05/23 CD check was not undertaken.
24/05/23 CD check again identified  missing Tramadol.			Full CD check undertaken by ward sisters no other drug errors. Daily CD check exception 23/05/23
CD cupboard has high amount of CD that are not required/ plus out of date pharmacy asked to return.
Also patients own need to be returned to pharmacy as these patients no longer in patient.
Both nurses involved in CD check asked to write reflective account as policy not adhered to on identifying missing CD.
Full check of CD cupboard and surrounding area searched to locate .
Unable to ascertain when incident occurred
Pharmacy and Matron informed of incident			Un accounted  patients own CD missing			as discussed above						as discussed						Mrs Nerys Dunn												Closed						as discussed						Full CD check undertaken no other discrepancies.
Pharmacy/ matron informed.
 Both Staff asked to write reflective account as policy not adhered to on identification of missing CD.
Pharmacy requested to return expired/ not required CD due to the volume of CD in the cupboard potential of other medication being lost misplaced.
Pharmacy and matron also completed a CD check 
Pharmacy have removed surplus CD 
			Tramadol			Tramadol


			9/25/23			5/22/23			38648			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Office			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology			Moderate			Patient letter was recorded against incorrect patient and Consultant which resulted in a patient being prescribed an incorrect drug			Letter was deleted at the time, however letter was still available within the GP system which was printed their end and any medication changes actioned. Patient contacted to advise they have been taking Nortriptyline  when they shouldn't have been															Incident reviewed and updated to reflect a medication error affecting a patient. Clinical impact of taking the incorrectly prescribed drug requested from Pharmacy.			Mrs Suzanne Holloway, Laura Wilson, Robert Powell												Management review/Make it safe plus


			5/24/23			5/24/23			28948			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

A staff member within the HEPMA team did call Cardiac ITU and informed the clinical/medical staff on 23/05/2023 at 17:46pm to let them know of the suspension and the risk of missing doses. 			Have discussed the situation with one of the Medics regarding this incident. They concur this is an error on the medical teams part. It is unclear as to why these antibiotics were not reviewed.  This information is going to be disseminated with the team to prevent this error occurring again.  			Have discussed the situation with one of the Medics regarding this incident. They concur this is an error on the medical teams part. It is unclear as to why these antibiotics were not reviewed.  This information is going to be disseminated with the team to prevent this error occurring again.  						Ensure the medications are checked on ward rounds. 						Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed.						Antibiotics to be reviewed. 			Teicoplanin			Teicoplanin


			5/25/23			5/25/23			29034			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			Low			Patient had paracetamol 1g at 8am with morning medication due to pain. This dose was scheduled on HEPMA to be given at 4.30am but had not been given. Patient was still in pain at 10am and asked for more analgesia. Nurse checked PRN medication and found only liquid codeine prescribed which was not available. Nurse asked the doctor to review medication. Nurse then noticed that paracetamol was available to give on HEPMA, scheduled at 10.30am, so a second dose was given, despite the warning note that appeared regarding checking times of last administration. This was discovered at lunchtime medication round when patient was again complaining of pain, and a second nurse checked the drug administration history.			Doctor informed- nil ordered. Observations taken. Patient (who has capacity) informed.			Timing of regular medication prescribed on HEPMA was from the time prescribed (16:32hrs) rather than medication rounds which produced confusion as the whole prescription could not be seen, only what was available to be given.
In order to check what time previous doses were given, the user has to change screens, resulting in loss of information of any drugs already dispensed into medicine pot from the list due.			Nurses need to be aware of the drug administration history and timings of all previous medication.
Doctors need to prescribe regular medication for medication round timings.
						Nurses need to be aware of the drug administration history and timings of all previous medication.
Doctors need to prescribe regular medication for medication round timings.						Bessy Howell, Ms Sarah Yeap												Closed						Thank you for reporting this.
Nurses need to be aware of the drug administration history and timings of all previous medication.
Doctors need to prescribe regular medication for medication round timings.
Discussed with the nurse involved, and reflected on.						Remind staff of the need to check drug administration history
Ask doctors to prescribe regular medication for drug round times, not so many hours from when they actually enter in the prescription			Paracetamol			Paracetamol


			5/27/23			5/26/23			29149			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			Patient was prescribed calcium gluconate and 50 % dextrose with 10 units of actarapid on the cas card. I administered the calcium gluconate and recorded patients blood sugar. I then put up the 50% dextrose with 10 units of actarapid. Patients blood sugar was recorded. When I went to put the BM chart in the notes, I noticed at the back of the notes, patient had a fluid chart and the calcium gluconate had already been administered as well as the 50% dextrose with 10 units of actarapid. I immediately stopped the dextrose infusion, nothing had been infused. I informed the Doctor and reg on call of the error. I then apologised and informed patient of what happened and what can happen as a result. Patient aware and has understood. 			Dextrose infusion stopped immediately. Doctor informed, Patient informed. 			duplicate prescribing.			no harm to patient. medical team aware no concerns. patient notified, no concerns raised.						duplicate prescribing. HEPMA not used			no harm to patient. safely discharged patient home. Medical error in prescribing. HEPMA not used to prescribe medication. Happy to close incident.			Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						Thank you for reporting.
duplicate prescribing. HEPMA not used
HEPMA to be used to prescribe medications
no harm to patient, patient discharged safely home						no. 			Calcium gluconate			Calcium gluconate


			5/28/23			5/28/23			29235			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			Tinzaparin 4500u,subcutaneous  prescribed for patient by medics doctor ,bleep number is 23314 and given to patient by colleague nurse while the Doctor had meant to write it up for a different patient . Incorrect sticker was used by Doctor.
Patient seen by same Doctor who offered an apology to patient for the error.			monitor patient for bleeding
doctor apologized to the patient
informed nurse in charge																		Elizabeth Alexandra Davies												Under Investigation															Tinzaparin			Tinzaparin


			5/28/23			5/28/23			29226			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			I was reported a patients blood sugar was low. Two doctors present, debated whether to give glucojuice or IV glucose. They decided due to his positive fluid balance to give IV glucose 50% They prescribed it and asked me to administer it. As the patients nurse was not IV competent, myself and a junior colleague checked the drug, the prescription, the right dose and route. Drug given as prescribed. However if I had checked meducer I would have noted any glucose over 20% can not go peripherally. The patient did not have a CVC. 
			On nurse returning from break she noted the error.
 The nurse in charge was informed and also they doctor who prescribed it. The cannular flushed and vein is intact. Doctor stated it can be given peripherally in an emergency however this case was not an emergency. Instructed to monitor.			The junior nurse had questioned the use of the 50mls of 50% glucose peripherally, however, the senior nurse stated she was sure. Neither thought to check on medusa or with the hypo -glycaemic policy, it was not their patient had the patients nurse been there he would have been given the prescribed gluco-juice, which has worked well the day before. No harm came to the patient and the venflon site initially reddened has since much improved to a vip score of 0.			Both nurses have learned from this experience to trust their own instincts to stop, think and re-check what has been prescribed by the doctors, to ensure it reflects policy.						Both nurses have learned from this experience to trust their own instincts to stop, think and re-check what has been prescribed by the doctors, to ensure it reflects policy. The doctors have learned to ask the nurses and listen to their concerns, and also find out the policy within ITu. 			uploaded senior nurses drug pack, waiting for the second nurse to complete tomorrow and then can be uploaded to close			Mrs Melanie Phillips												Closed						Both nurses have learned a valuable lesson, neither have had drug incidents, one never and the more senior nurse only one years ago. They have been asked to complete packs, the junior nurse will complete hers tomorrow						I have requested both nurses to look up the administration of 50% glucose on medusa and also to look at the hypo-glycaemia policy. 			Glucose			Glucose


			6/2/23			5/29/23			29550			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Incorrect formulation of Sinemet prescribed. Patient should be on standard release sinemet FOUR times a day however was prescribed modified release Sinemet. 			Changed the formulation. 																		Dr Ahsan Mughal, Ms Samantha Victor, David Vardill												Management review/Make it safe plus															Co-careldopa			Co-careldopa


			5/30/23			5/30/23			29344			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			When administering lunch time meds I asked the patient if he required any analgesia. They informed me they had already taken paracetamol  from a supply we were not aware they had. I asked how much paracetamol they had taken and they showed me the script and said x2 tablets. Upon looking at the script it was in fact aspirin NOT paracetamol they had taken. I explained they had already had 75mg prescribed aspirin with me this morning and they had effectively taken an overdose of un-prescribed further 150mg aspirin. 			 I locked the supply of meds we didn't know about away in locker and told patient to let us know when he requires analgesia in future. Informed ward manager and SHO on-call. SHO said we will repeat bloods in morning and isn't too concerned but to do incident report.			The patient self administered what he thought was 1G of Paracetamol from medication he had inside his personal belongings. On inspection by the nurse this was discovered to actually be Aspirin. He had taken 150g of Aspirin on top of the 75mg dose he had been prescribed and given by the nurse in the morning.  It is unclear as to why this medication was not declared to staff on admission and locked in the patients bedside medication drawer. Patient admitted to staff what they had taken and no harm came to the patient. Medical team informed and nil ordered till new bloods in the morning. Staff to be more vigilant when admitting patients and ensure all medication is handed over for staff to lock away. 			The patient self administered what he thought was 1G of Paracetamol from medication he had inside his personal belongings. On inspection by the nurse this was discovered to actually be Aspirin. He had taken 150g of Aspirin on top of the 75mg dose he had been prescribed and given by the nurse in the morning.  It is unclear as to why this medication was not declared to staff on admission and locked in the patients bedside medication drawer. Patient admitted to staff what they had taken and no harm came to the patient. Medical team informed and nil ordered till new bloods in the morning. Staff to be more vigilant when admitting patients and ensure all medication is handed over for staff to lock away. 						Ensure no medication is left unlocked. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this will be investigated and closed. 						Medical team informed and nil ordered. 
Medication locked away. 			Aspirin			Aspirin


			5/30/23			5/30/23			29367			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			Patient became Hypotensive with blood pressure 54/24 Map 41, Gelofusine already attached approximately 400ml in bag from theatre. Valve opened, Patient lowered, noradrenaline increased. When patient blood pressure improved, Noradrenaline turned down. When turning the gelofusine off, noted that gelofusine was out of date, expired February 2023 batch number 13QCL153. A total of 100ml infused when patient was hypotensive.  			When noticing expiration date, Nurse in charge informed. Anaesthetist reviewed no harm to patient. Datix completed. 
			Patient became unstable with low blood pressure. The nurse watching the patient opened started the fluid as it was already attached, Patient lowered, noradrenaline increased. When patient blood pressure improved nurse noticed that gelofusine was out of date, expired February 2023 batch number 13QCL153. A total of 100ml infused when patient was hypotensive.  
patient observations stable, Anaesthetist  informed and reviewed patient. no harm to patient  			Patient became unstable with low blood pressure. The nurse watching the patient opened started the fluid as it was already attached, Patient lowered, noradrenaline increased. When patient blood pressure improved nurse noticed that gelofusine was out of date, expired February 2023 batch number 13QCL153. A total of 100ml infused when patient was hypotensive.  
patient observations stable, Anaesthetist  informed and reviewed patient. no harm to patient.
nurse involved asked to complete a reflective account  						all members of staff involved re educated on the importance of checking all drugs and fluids for name, dose, date and prescription. Also to write a reflective account						Carly Mcneil, Rachael Brown												Closed						all members of staff involved re educated on the importance of checking all drugs and fluids for name, dose, date and prescription. Also to write a reflective account						patient reviewed, dr aware, reviewed straight away no harm patient safe


			5/30/23			5/30/23			29312			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed five doses in total			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Medics to review medications in the appropriate time frame 			Medics to review medications in appropriate time frame						Medications to be reviewed in the time frame stated						David Vardill, Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland, Ms Samantha Victor												Closed						Thank you for reporting incident						Medics to review medications in the appropriate time frame			Amoxicillin			Amoxicillin


			5/30/23			5/30/23			29349			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			patient took paracetamol from bag unwitnessed, Patient states only 1gram.			informed ward manager. Phoned SHO who instructed complete datix.			The patient self administered 1G of Paracetamol from medication she had inside her personal belongings. It is unclear as to why this medication was not declared to staff on admission and locked in the patients bedside medication drawer. Patient admitted to staff what they had taken and no harm came to the patient. Medical team informed and nil ordered. Staff to be more vigilant when admitting patients and ensure all medication is handed over for staff to lock away. 			The patient self administered 1G of Paracetamol from medication she had inside her personal belongings. It is unclear as to why this medication was not declared to staff on admission and locked in the patients bedside medication drawer. Patient admitted to staff what they had taken and no harm came to the patient. Medical team informed and nil ordered. Staff to be more vigilant when admitting patients and ensure all medication is handed over for staff to lock away. 						Ensure no medication is left unlocked. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this will be investigated and closed. 						Medical team informed and nil ordered. 			Paracetamol			Paracetamol


			6/20/23			5/30/23			30934			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient at end of life, symptomatic with pain and agitation. 
Prescribed Oxycodone SC due to poor renal function. 
Delay of around 20 minutes in receiving analgesia due to Oxycodone not being stocked in the emergency department as staff had to go to another ward to procure it. 			Apology given to patient and family. Patient temporarily switched back to Morphine instead of oxycodone to allow prompt delivery of analgesia in a+e whilst awaiting transfer to Ty Olwen for end of life care. Issue discussed with palliative medicine consultant. 						ED unable to stock all medication due to pharmacy restraints and capacity within ED omnicells
Issue to be raised within ED governance meeting to ascertain if medication needed to be kept as stock
await outcome of meeting 
Discuss with pharmacy lead and ED pharmacist						as above						Rachel Newton												Closed						as above									Oxycodone			Oxycodone


			6/1/23			6/1/23			29473			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Whilst checking CD drugs this morning, whilst pulling out a box of midazolam a vial came out of the box, fell on the floor and smashed. 			Nurse in charge informed. Datix completed. Signed in CD book with a witnessed signature. Will inform pharmacist when their shift starts.			A vial of midazolam 5mgs in 5 mls was dropped to the floor and got smashed. This incident happended during the counting of CD's.			A vial of Midazolam 5mgs in 5 mls was dropped to the floor and got smashed due to human error.						No lessons to be learnt from this incident.						Coca Sewell												Closed						Please place extra care and attention when counting the CD's to prevent this in the future.						Pieces of glass dispossed in the sharps bin. Pharmacist informed. CD book numbers balanced.			Midazolam			Midazolam


			6/1/23			6/1/23			29513			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre Reception			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			Low			Patient went to theatre for a procedure. On return to the unit it was noted that the sedation (propofol) was running on the same octopus and central line port as the Noradrenaline. 			Infusions not compatible, sedation moved onto another central line port, and Noradrenaline infusion running independently. CVC site checked and VIP=0. Nurse in charge informed and advised to complete Datix report.  																		Dr Lewys Richmond, Dr Tracey Wall												Under Investigation															Noradrenaline			Propofol


			6/2/23			6/2/23			29582			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Moderate			on  performing a CD check as a result of a previous incident - there were 8,  10mg  zomorph tablets unaccounted for (this was patients own medication). 
spoke to staff and they were already aware of this - highlighted on the 24th May 2023
			spoke to staff - to fact find what had already been undertaken. 
escalated to pharmacy about the situation 
patient had already been phoned previously and had not had these handed back to her 
a full search was undertaken of the CD cupboard and the clean utility. 
timelines complete on CD checks documentation and speaking to some staff. 
spoke to ward charge nurse to see what had already been undertaken. 
ward manager already aware and will discuss incident with them. 			missing Patients own CD medication			3 areas accessing a small clean utility (lack of work space)
safer checking of CD's
reducing foot fall

						keep work surfaces clear and clutter free
reduce number of staff in area at any one time
change procedure of safer checking of controlled drugs			All staff made aware of the correct procedure in checking controlled medication and reporting on it promptly. 
Making it safer - improvements made to the ward have included reducing footfall into the drug room which is currently used by 3 areas consisting of Powys Ward, Plastic Surgery Monitoring Unit, and Theatre Admissions unit.
a) all Powys ward patients have their patients own medication in locked bedside lockers			Mr Jason Preece, Mrs Sharron Boyce, Mrs Suzanne Holloway, Tiegan Parr												Closed						keep work surfaces clear and clutter free
reduce number of staff in area at any one time
change procedure of safer checking of controlled drugs						staff education around checking controlled drugs
			Morphine			Morphine


			6/5/23			6/4/23			29740			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Moderate			 * pre-transfer handover by Ward D staff: 
i) Parkinson's (diagnosed 2019)
ii) falls due to frailty (the reason for initial hospital admission)
iii) nursed in bed
iv) declining all medication - including Critical Time Meds, for a few days
v) sleeping for long periods
vi) taking minimal diet & fluids

* patient transferred to Ty Olwen at 12.00hrs on 04.06.23			* on arrival in Ty Olwen:
i) patient was a little disorientated by the transfer but not agitated
ii) patient was very thirsty & asking for a drink - was able to drink half a beaker of tea followed by half a beaker of water, patient then asked for a cake which she managed to eat unaided
iii) Time Critical Medication due pre-transfer had not been administered pre-transfer but no documentation given on HEPMA as to why this was
iv) WNCR documentation also not clear on why all medications had been omitted 03 & 04.06.23
v) on filing patients documentation, it was found that the patient had been commenced on the Care Decisions Guidance Tool on 30.05.06 - this had not been handed over to Ty Olwen staff
vi) patient did not appear overly sleepy through the afternoon following admission to Ty Olwen

as day progressed:
vii) all afternoon & evening medication administered on admission day when due, with consent from the patient & without difficulty (this included Time Critical Medication due)
viii) patient managed to have some soup & a trifle with assistance for supper that evening (04.06)
ix) breakfast & lunch have both been managed with a good fluid intake today (05.06)
x) since admission, all medication up to this time (15.33hrs 05.06.23) has been offered, accepted & administered to the patient without difficulty
xi) patient has not been overly sleepy since admission & has been conversing with staff - albeit some confusion noted




			Investigated in retrospect.
Patient transferred on the weekend to Ty Olwen.
Unsure which member of staff looking after patient prior to transfer.
Staff unsure themselves due to time.
No documentation on WNCR that morning prior to transfer and medication not signed for.
No harm to patient as documented by Matron.			No harm to patient.
Severity low.
						Importance of documentation and a comprehensive hand over to the receiving ward.			Incident has been reviewed by Head of QS&PE. Additional evidence of severity of harm caused to the patient as a result of the failures in patient transfer before DoC process is progressed. Incident currently does not describe the harm caused. 			Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Closed						Thank you for taking time to report this incident, discussed with staff members and at handovers to ensure this does not happen again.						None			Co-beneldopa			Co-beneldopa


			6/6/23			6/5/23			29824			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			During the evening medication round it was noted that there were 2 boxes of expired Warfarin in the cupboard, luckily the dates were checked prior to patient administration			Medications removed from cupboard and labelled expired, told by pharmacist to datix the incident as it had been missed by the technicians.
In date medication given to the patient  			Out of date Warfarin found in the medication cupboard by Night staff. This was not administered to any patients. Staff withdrew the medication from the cupboard and handed over to day staff to inform pharmacy. The medication wasn't long out of date and there has been no recent patients on Warfarin, so unlikely any patients received any out of date medication, also staff nurses perform checks including date of medication before administering any. 

Discussion between myself and pharmacy, Pharmacy have completed their own investigation and procedures have been put in place. 			Out of date Warfarin found in the medication cupboard by Night staff. This was not administered to any patients. Staff withdrew the medication from the cupboard and handed over to day staff to inform pharmacy. The medication wasn't long out of date and there has been no recent patients on Warfarin, so unlikely any patients received any out of date medication, also staff nurses perform checks including date of medication before administering any. 

Discussion between myself and pharmacy, Pharmacy have completed their own investigation and procedures have been put in place. 						Always ensure these checks are performed. 						Gareth Chapple, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed.						Medication withdrew from circulation.
Pharmacy informed. 			Warfarin			Warfarin


			6/5/23			6/5/23			29707			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed three doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Use of both hepma and paper drug charts.
Medics encouraged to review medications with the appropriate time frame			Medics to review medications with in the appropriate time frame						Medics to review medications within the appropriate time frame						Dr Ahsan Mughal, Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						Thank you for reporting incident						Medics to review medications with the appropriate time frame			Doxycycline			Doxycycline


			6/5/23			6/5/23			29712			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed two doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 			The patient has missed two doses.						These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						Mrs Caroline Morton, Mrs Hilary Thorne, Mrs Karen Thomas												Closed						Thank you for reporting.
Feedback has been given to the medical team						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Doxycycline			Doxycycline


			6/5/23			6/5/23			29703			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient has missed five doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
																		Thomas Maddock, Mrs Natalie Dark-Harry, Matt Searle, Mrs Carys Walters												Management review/Make it safe plus															Amoxicillin			Amoxicillin


			6/7/23			6/5/23			29884			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			Low			Patient was recently discharged from Cardigan ward and re admitted to AMU on 05/06/23 @ 09:15am. Patient was transferred into F10, Upon moving his medication from a pharmacy bag into medication room, an open box of IV labetalol was found. DAL noted in patients bag, no evidence of why or where this IV medication had come from as no name labelled on box. No indication for labetalol on DAL. No indication why labetalol was in patients own medication, patient unaware medication was in his possession. Assumed that medication was not administered however box was broken with broken vials. 			Discussed with NIC and Pharmacist on ward, Jack who advised datix against Cardigan ward & pharmacy. Labetalol imminently discarded. 			Pharmacy dispense patients take homes in clear plastic bags. On this occasion the patient's medication came up in a green bag, which is used for in patient medication.
The pharmacy had dispensed ward stock of IV labetalol and placed in same bag as the patients take homes.
Pharmacy tend to place a number of patients medications and stock in separate bags then place them all in another pharmacy bag for easy transportation to the ward.
No harm came to the patient. Pharmacy were contacted and lessons learnt.
			No harm came to the patient. Pharmacy were contacted and lessons learnt. Pharmacy are now introducing a new CAUTION MIXED BAG label to be placed on medications being delivered to the ward so that nurses are aware that they need to check the contents thoroughly.
Discharging nurse has been spoken to and has been given Medication Alert Discharge Procedure to read and adhere to.						Nurses who are giving patients take home medication must follow and adhere to the medication safety alert discharge checklist. 			Admitted on the 21/04/23 with acute confusion, incontinence, generally unwell, vomiting.

PMH) 
ASTHMA
OSTEOARTHERITIS
OSTEOPOROSIS
PVD
COPD
IHD
CABG

CLINICAL FINDINGS:
Tachycardic, clammy, pale. Significantly apyrexial in ambulance 40.1C. Stable BP. Confused

TEST RESULTS:
Raised inflammatory markers
No confirmatory microbiology samples
USS KUB NAD

WORKING DIAGNOSIS:
AKI requiring acute HD likely due to urosepsis and aminoglycosides
Treatment -initially commenced on IV gentamicin
Required acute haemodialysis following non resolving AKI via Right IJ line

On the  03/06/23 patient was deemed medically ft for discharge.
Patient required TT'O for discharge. As the patient was deemed medically fit late in the day, pharmacy was due to close. Transport was booked for patient and they had arrived prior to the medication being brought up to the ward. A porter came with the tto's in a green pharmacy bag with the patients id. The patient stated that he knew what medication he was on and how to take it, and patient was taken by the transport crew.

INVESTIGATION OUTCOME:
Pharmacy dispense patients take homes in clear plastic bags. On this occasion the patient's medication came up in a green bag, which is used for in patient medication. 
The pharmacy had dispensed ward stock of IV labetalol and placed in same bag as the patients take homes. 
Pharmacy tend to place a number of patients medications and stock in separate bags then place them all in another pharmacy bag for easy transportation to the ward. 
No harm came to the patient. Pharmacy were contacted and lessons learnt. Pharmacy are now introducing a new CAUTION MIXED BAG label to be placed on medications being delivered to the ward so that nurses are aware that they need to check the contents thoroughly. 
Discharging nurse has been spoken to and has been given Medication Alert Discharge Procedure to read and adhere to. 
			Kristine Labayo, Mrs Sharon Howells, Tracy Davies												Closed						No harm came to the patient. Pharmacy were contacted and lessons learnt. Pharmacy are now introducing a new CAUTION MIXED BAG label to be placed on medications being delivered to the ward so that nurses are aware that they need to check the contents thoroughly.
Discharging nurse has been spoken to and has been given Medication Alert Discharge Procedure to read and adhere to.						 Pharmacy are now introducing a new CAUTION MIXED BAG label to be placed on medications being delivered to the ward so that nurses are aware that they need to check the contents thoroughly.
Discharging nurse has been spoken to and has been given Medication Alert Discharge Procedure to read and adhere to.			Labetalol			Abacavir


			6/6/23			6/6/23			29796			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Burns Theatre No 2			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			On checking the drugs in the morning, I removed the fentanyl amps from the box to count them. There was 6 amps, 5 in one plastic casing and one amp in another plastic casing. On removing them from the box, the casing go caught on the box leaflet and fell on the floor, smashing one ampoule of fentanyl. 			Fentanyl amp picked up, witnessed with others that there was no fentanyl left in ampoule so documented it in the drug register and put broken ampoule in a bag in the controlled drug cupboard.			All procedures and policy were followed , and pharmacy were collecting ampoule today .			As stated earlier no fault found .						N/A			pharmacy will be calling to burns th 2 , to collect broken ampoule .			Dean Williams												Closed						N/A						No further action needed.			Fentanyl			Fentanyl


			6/6/23			6/6/23			29817			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Patients own methadone liquid found in returns bag in the medication room on ward R. Not booked into the controlled drug register. 			Discussed with ward Sister who will speak to ward staff. Entered into the patients own controlled drug register and then booked out to return to pharmacy as patient had been discharged.			The staff are very junior on the ward and most have expressed to me that they werent aware that methadone is needed to be kept in the CD cupboard.			Believe that is due to lack on knowledge from inexperienced staff. Education put in place						More education needed for new members of staff 						Julius OBANA, Nerys Jones, Samantha Evans												Closed						Incident taken on board by staff members. Education put in place for all staff members including posters, general information emails to improve staffs knowledge with regards to CD's.						No. As pharmacy has returned all of the methadone back to pharmacy. 			Methadone			Methadone


			6/6/23			6/6/23			29810			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			I  handed out 2mls of fentanyl to anaesthetist. 
when he drew up the ampoule he dropped it on the floor			I contacted pharmacy . 
The ampoule has been quarantined into a specimen pot. 
pharmacy technician is coming to collect ampoule tomorrow 7/6/23			policy and procedure followed			going to close 						none 			Awaiting statements 			Dean Williams												Closed						Thank you for reporting and speaking to pharmacy .						none			Fentanyl			Fentanyl


			6/7/23			6/6/23			29869			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics ( DOXYCYCLINE PO) and the clinical teams have been alerted by the HEPMA team to the need to review urgently.			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Mrs Carys Walters												Closed						Thank you for reporting.
Feedback has been given to the medical team.						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Doxycycline			Doxycycline


			6/7/23			6/7/23			29904			Staff/Contractor			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			None			During control drug check this morning, a pack of oxycodone injection 10mg/1ml containing 4 ampoules accidentally dropped on the floor and one ampoule was broken.			Ward manager was informed immediately
Incident recorded in the log book, area cleaned
Pharmacist also advised			human error.
During control drug check this morning, a pack of oxycodone injection 10mg/1ml containing 4 ampoules accidentally dropped on the floor and one ampoule was broken.
			During control drug check this morning, a pack of oxycodone injection 10mg/1ml containing 4 ampoules accidentally dropped on the floor and one ampoule was broken.						Accident occurred.						Bessy Howell, Ms Sarah Yeap												Closed						thanks for reporting.
All necessary actions taken.  pharmacy advised & vial disposed of safely						pharmacy advised 
vial disposed of safely


			6/7/23			6/7/23			29863			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Severe			A cannister/inhaler of Penthrox was found in the external waiting area, had been left on one of the chairs.  These canisters are used by WAST.  A patient handed it to reception who handed it to myself.  I disposed of it in the sharps bin.  This drug should only be used under close supervision and is only given in Trauma or with patients in severe pain.  Patients should not be left alone with this drug, especially in the waiting area.  We are not sure who this inhaler belonged to, but anyone could of picked it up.			NIC made aware
Disposed of in sharps bin			Penthrox is not stocked in ED - used by first responders and WAST staff
Patient may have attended via WAST or via own transport so Unable to determine who used medication.
Medication disposed of			see above						nil						Claire Herbert												Closed						Penthrox is not stocked in ED - used by first responders and WAST staff
Patient may have attended via WAST or via own transport so Unable to determine who used medication.
Medication disposed of						Nil			Methoxyflurane			Methoxyflurane


			6/9/23			6/9/23			30064			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			2 patients were given 1g oral paracetamol by a bank HCA that was allocated to work the Waiting Room. Medication was prescribed by a doctor appropriately. One patient was dispensed medication by HCA but witnessed by agency Staff Nurse working in Minors although she denies this. The second patient was given paracetamol unwitnessed but prescribing doctor signed to say it had been administered without witnessing. I was informed of the incident as Nurse in Charge when a different agency Nurse in Minors raised concerns when she was asked to sign medication that had already been given to a patient by the HCA in question. 			HCA spoken to - informed her that it is not part of her role to administer medication and that she is not to handle or dispense medication of any kind despite if it was witnessed. Agency Staff Nurse that signed as witnessed also spoken to and informed that HCA's are to to handle or dispense any medication even if she is present. 																		Claire Herbert, Mrs Della Llewellyn												Management review/Make it safe plus															Paracetamol			Paracetamol


			6/11/23			6/11/23			30126			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Dr prescribed co-trimoxazole 960mg which was administered as prescribed. Patient had allergic reaction in form of rashes as allergic to Trimethoprim			Dr contacted immediately who came to review patient and IM chlorpheniramine was prescribed. Same given and patient settled afterwards.			Dr prescribed co-trimoxazole 960mg which was administered as prescribed. Patient had allergic reaction in form of rashes as allergic to Trimethoprim.
Nurse and doctor  knowledge that Co trimoxazole contained Trimethoprin that was stated on prescription chart as allergy.			Incorrect medication prescribed and given to patient, appropriate actions taken when reaction was recognised and medication reviewed.						Incident shared with staff.
Co trimoxazole added to drug allergy information on drug chart and medical notes.						Mrs Nerys Dunn												Closed						Dr prescribed co-trimoxazole 960mg which was administered as prescribed. Patient had allergic reaction in form of rashes as allergic to Trimethoprim.
Nurse and doctor  knowledge that Co trimoxazole contained Trimethoprin that was stated on prescription chart as allergy.
Nurse has completed a reflective account and to  check components of medication un familiar with before administration  to ensure  patient safety						Patient had treatment to reverse the effects of the medication  symptoms settled.
Doctor made aware of error medication stopped and same now recorded on prescription chart as allergy.
Nurse has completed a reflective account that has been added to raise practice awareness and understanding			Co-trimoxazole			Co-trimoxazole


			6/12/23			6/12/23			30209			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed four doses 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			ARK (Antibiotic Review Kit) to encourage regular r/v of antibiotics and was requested by the Antimicrobial team, in aid of preventing unnecessary prolonged overuse of antibiotics and antibiotic resistance.
Report all suspended antibiotics to relevant team ASAP to prompt for a review to take place in order to avoid patients missing doses 			ARK (Antibiotic Review Kit) to encourage regular r/v of antibiotics and was requested by the Antimicrobial team, in aid of preventing unnecessary prolonged overuse of antibiotics and antibiotic resistance.
Report all suspended antibiotics to relevant team ASAP to prompt for a review to take place in order to avoid patients missing doses 						Report all suspended antibiotics to relevant team ASAP to prompt for a review to take place in order to avoid patients missing doses 						Morag O'gorman												Closed						Thank you for reporting incident reminded staff of ARK guidelines						Report all suspended antibiotics to relevant team ASAP to prompt for a review to take place in order to avoid patients missing doses 			Levofloxacin			Levofloxacin


			6/12/23			6/12/23			30201			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions.

The patient has missed five doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Ward Drs should know Hospital policy on antibiotic (ABX) therapy. Drs should be mindful of ABX continuing over the weekend as it is not always possible for on call to review. 
Ward Drs team has been stretched due to high level of sickness and on-call rota. 
 Dr Min has made reference to this and will discuss with the team. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions.
Dr Min has made reference to this and will inform team. 						Remind Drs at board round about patients ABX and if they require review especially when weekend is approaching. 						Dr Richard Chudleigh, Gavin Guy, Mrs Caroline Morton, Mrs Hilary Thorne, Mrs Karen Thomas, Thinzar Min												Closed						Thank you for reporting this incident. 
Ward team has been made aware of this and will review ABX therapy regular and within hospital protocol (ARK) 						To discuss with Drs on board round and remind them that ABX should be monitored and stopped according to bloods. 			Metronidazole			Metronidazole


			6/15/23			6/13/23			30507			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			Patient under ID team on ward S MH. 

Patient being treated for a GIB, OGD report recommended IV omeprazole infusion 80mg stat, 80mg in 100ml nacl 0.9%, give @ 8mg/ hr for 72 hours (hong kong regime)

11/6/23 10 hour bag started at 13:35,
next bag started @ 15:35 12/6/23 - ie 24 hours after last bag-- patient missed 14 hours of their continuous infusio. 
The next bag started @ 06:00 on 13/6/23 - ie 14.5 hours after previous bag-- patient missed a further 4.5 hours of their continuous infusion 			Identified by Ward pharmacist, informed SN, ward manager and Dr looking after patient. Bags started immediately after identification  																		Mrs Caroline Morton, Mrs Hilary Thorne, Mrs Karen Thomas												Under Investigation


			6/13/23			6/13/23			30295			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed two doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed two doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports						No lessons to be learnt.						Elizabeth Alexandra Davies, Gemma Rees, Mrs Rebecca Bowers												Closed						Thank you for reporting this incident. All appropriate action taken.
Dr's need to be reminded to check HEPMA on a friday.						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports			Co-trimoxazole			Co-trimoxazole


			6/13/23			6/13/23			30268			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed two doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			HEPNA system suspended antibiotics pending review of first 72 hrs. 
Not reviewed and pt missed 2 doses.			Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics						Developing knowledge in regards to requirement to rV suspended meds page						Mrs Tanya Fuller												Closed						Thank you for highlighting this issue.
Actions are in place to improve knowledge and discussion regards to systems						Actions already in place trust wide 
Consultants have discussed with their team requirement to review antibiotics on ward rounds. 
Notices on ward to remind staff of requirement to RV antibiotics
consultants on ward have asked for the suspension element to be altered to highlight need for review but without suspending the medication			Ciprofloxacin			Ciprofloxacin


			6/13/23			6/13/23			30288			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						Emma Vowles, Miss Cleo Purchase, Morag O'gorman												Closed						Thank you for reporting incident, 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Co-trimoxazole			Co-trimoxazole


			6/13/23			6/13/23			30265			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed two doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						The reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						Miss Louise Horton, Mrs Phylippa Thomas-Dyer												Closed						Thank you for reporting.
Clinical team have been reminded by Ward manager that these reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						The clinical teams have been alerted by the HEPMA team to the need to review urgently.			Co-trimoxazole			Co-trimoxazole


			6/15/23			6/13/23			30514			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Staff nurse had taken down an IV antibiotic which had been set up by an different staff nurse. The nurse was not IV trained and not mid line trained. Nurse admitted to taking the IV antibiotics down,  but did not inform staff immediately . The nurse who took down the IV was found cleaning the patients bed which had blood on it from the midline. The nurse who noticed it had been removed, also noticed the bionector valve  was missing.  Nurse in charge then went over to CCU for some advice from a senior member of staff regarding this. CCU nurse came over to review and asked about this. The nurse who had taken iv down then went to sluice and got a sharps bin which she brought into the bay , collected the bionector valve from inside the sharps bin and went to give it to CCU staff to connect back to midline. 			Patient was monitored and nurse was informed that this would have to be reported to ward manager			Overseas junior staff nurse disconnected and flushed IV medication from a midline of a patient, leaving line unclamped and open resulting in backflow of blood onto bed area.  Nursing staff have been spoken to - and events reviewed. Overseas nurse is experienced in her own country of iv medication administration.  Thought that as she has been booked onto the IV administration course she would be able disconnect as she felt she was helping.  We have spoken at length about code of practice and need to follow policies and procedures including training. Whilst there was no harm to patient - this could have had adverse effects. The nurse has been asked to write a reflection on events  and  how her practice will change including effective communication and recognition of limitations of skills. 			Junior overseas nurse disconnected medication from midline -resulting in backflow of blood from line. No harm occurred to patient.  						Importance of overseas nurses -having clear communication and understanding of responsibilities and limitations. 
Importance of effective communication between teams. 			sn helen harris spoken to - person who witnessed blood on bed and identified incident. 
Kate little john - reporter as also a witness to events
Toni Davies -  sister ccu who attended ward to review situation and provide advise. 			Bethan James, Mrs Melanie Brooker												Closed						Thankyou for reporting this incident where a nurse disconnected an iv medication resulting in backflow of blood from midline due to incorrect procedure. 
All persons involved have been spoken to - and findings identified no harm to patient. The nurse involved has been asked to complete a reflection on her actions ,  and her remits of her role reinforced.  All staff to ensure they maintain clear communication between team members. 						Importance of effective communication between teams 
Training to ensure competent prior to intervention 			Benzathine benzylpenicillin			Benzathine benzylpenicillin


			6/14/23			6/13/23			30353			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			CD TTO for 14xZomorph 10mg capsules completed 12/06/2023 and collected by pharmacy. On 13/06/2023 an amendment was requested on the TTO and the previously dispensed medication was collected from the patients bedside and taken to the surgical hub room for processing. On examining the contents of the bag, the Zomorph capsules were found. The medication was not signed into the patients own CD register on the ward. 			The Zomorph were taken back to Pembroke ward and signed into the patients own CD cupboard. Ward sister and manager informed of incident. 			CD drug had come up in a bag with the rest of the TTOS as it was not seperate in the purple bag as like usual. the whole bag of TTOS were locked away in the patients locker ready for discharge the following day.			Purple bag of ttos were not checked properly which resulted in TTO  CDS belonging to the patient being locked away in their bedside locker rather than correctly documented in the patients own CD book and stored in the CD cupboard.						To always check the purple pharmacy bag and TTOS bags
This is not something that has happened on the ward before.			When the CD bag was opened, there were vials of Fentanyl in there and a TTO.  On the bag of the TTO there was nothing saying there was a CD inside. The TTO was left in the drug room as neither myself or my colleague were aware there were CD's inside.  Spoken to the pharmacist regarding this issue as usually they will either call and be collected separately or the CD's will be in a box loose in the bag to make us aware of the patient being discharged with CD's.			Emma Walsh, Miss Walters Katie, Mrs Melanie Davies, Mrs Stephanie Evans												Closed						To remind staff to check all TTO bags for any CD that may be in there so that they are correctly signed in and stored until a patient is ready for discharge.
To always check the purple pharmacy bag and TTOS bags
This is not something that has happened on the ward before.						No harm caused to patient CDS were locked away but not in the correct place. This is not a common occurrence on the ward.			Morphine			Morphine


			6/20/23			6/14/23			30907			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient was prescribed both Candesartan and Ramipril for 4 consecutive doses. 			Error picked up when TTHs came down to pharmacy. Both medicines were also prescribed for discharge. Spoke to discharging doctor who confirmed this was an error and the Ramipril was stopped. 			Patient was given two similar medications which should not have been administered together. Doctor prescribing the medications need to be aware of what the patient is currently prescribed and ensure that all medications are compatible. There is no pharmacist cover for the ward which could have been a part of the reason why the error was not seen earlier.			To ensure nurses know what medications are compatible. Doctors to ensure they fully review medications when making any changes						To ensure nurses know what medications are being administered. For Doctors to ensure they fully review medications when making any changes.						Catherine Allen, Dr James Barry, Helen Davies												Closed						Thanks for highlighting this. There is an ongoing issue with lack of pharmacist cover on the unit, which could have either prevented this or lessoned the duration. Doctors will be made aware to ensure full review of prescribed medications when making changes to the medications. 						Doctors to ensure the medication prescribed are correct. The dispensing nurse to know what is being given and to know what medications are compatible.			Ramipril			Candesartan


			6/15/23			6/14/23			30472			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			nurse looking after bay walked into see the patient, saw that there was a capsule left on the table in a medicines pot, double checked what it was to find it was a short tec 5mg capsule. Signed out of CD book by 2 nurses and charted as given on hepma by 2 different nurses.			taken away from patient
signed into the CD book and put in the CD cupboard 
let pharmacy know as it needs to be destroyed as per protocol 
datex requested to be done by pharmacy 			This patient was admitted to CEW on 13/06/23 following a fall at home, resulting in fractured ribs. 

The patient was in extreme pain and was prescribed Longtec and Shortec for breakthrough pain. One longtec tablet and one shortec tablet was signed out of the CD cupboard and signed on HEPMA at 21:48 and 21:49. This was signed out of the CD book and on HEPMA by the staff nurse looking after the bay and an agency nurse. The substantive nurse went to the patient and gave the tablets to the patient and states the patient took the tablets. No witness as medication policy was not followed and only one nurse went to the patient. 

The patient continued to be in pain and as the nurse in the bay was busy with another patient, the nurse who was in charge contacted the medical team, who prescribed a further STAT dose of Shortec. This was signed out of the CD book and signed for on HEPMA at 23:00. This was signed out of the CD book and on HEPMA by the nurse in charge and the agency nurse. Again only the nurse in charge went to the bed side and states that she placed the medication in the patients mouth. This was not witnessed. 

No further pain relief was given until the patient went to have a nerve block inserted in theatre at 4am. 

Morning staff discovered a medicine pot with a shortec tablet with a further medicine pot on top to secure the tablet on the patients bed side table at the start of their shift. 

Due to medication policy not being followed, there is no witness to confirm which tablets were swallowed by the patient. The patient was in extreme pain and is also a dementia patient and would have required encouragement with medication, this would have impacted on his care. 
			This patient was admitted to CEW on 13/06/23 following a fall at home, resulting in fractured ribs. 

The patient was in extreme pain and was prescribed Longtec and Shortec for breakthrough pain. One longtec tablet and one shortec tablet was signed out of the CD cupboard and signed on HEPMA at 21:48 and 21:49. This was signed out of the CD book and on HEPMA by the staff nurse looking after the bay and an agency nurse. The substantive nurse went to the patient and gave the tablets to the patient and states the patient took the tablets. No witness as medication policy was not followed and only one nurse went to the patient. 

The patient continued to be in pain and as the nurse in the bay was busy with another patient, the nurse who was in charge contacted the medical team, who prescribed a further STAT dose of Shortec. This was signed out of the CD book and signed for on HEPMA at 23:00. This was signed out of the CD book and on HEPMA by the nurse in charge and the agency nurse. Again only the nurse in charge went to the bed side and states that she placed the medication in the patients mouth. This was not witnessed. 

No further pain relief was given until the patient went to have a nerve block inserted in theatre at 4am. 

Morning staff discovered a medicine pot with a shortec tablet with a further medicine pot on top to secure the tablet on the patients bed side table at the start of their shift. 

Due to medication policy not being followed, there is no witness to confirm which tablets were swallowed by the patient. The patient was in extreme pain and is also a dementia patient and would have required encouragement with medication, this would have impacted on his care. 
						Medication policy to be followed at all times. 
When the 2 person check is not performed at the bedside there is no one to witness the patient taking the tablet and it has been unclear to establish which medication was not taken. 			Discussions being had with staff involved and reflective statements being requested. 			Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been fully investigated and will now be closed. 						Datix completed.
Pharmacy informed and tablet destroyed by pharmacy. 
All staff involved have given statements. 
Medication policy discussed with all staff involved.  			Oxycodone			Oxycodone


			6/15/23			6/15/23			30504			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			None			Patient prescribed a IV omeprazole infusion as per the hong kong trial 80mg stat, then 8mg/hr for 72 hours. As advised by the OGD report. 
80mg put into 100ml Nacl 0.9%, therefore rate should be set at 10ml/hr (8mg/hr) however rate set a 8ml/hr  			Identified  by pharmacist, SN, ward manager and doctors informed. Rate increased to 10ml/hr (8mg/Hr) 			Spoken to pharmacy regarding this incident. 
This is an unusual dose and as states it is trial. 
Staff had put the infusion at the wrong rate, this was picked up by pharmacy. 
Discussion with staff regarding this and staff made aware of wrong dose. 			The drug prescribed was for Iv administration, this prescription and dosage is on trial. 
Staff were not familiar with this regime. 
Staff have been made aware that if they are not aware of a prescription, dosage or regime to ask another member of staff or speak to pharmacy. 						Staff to reflect on incident. 
To discuss any prescription they are unsure of with Drs or pharmacy. 
						Mrs Caroline Morton, Mrs Hilary Thorne, Mrs Karen Thomas												Closed						Thank you for reporting this incident. 
I have spoken to staff involved and they were unfamiliar with the regime, I have stated that any nurse unsure of a drug, dosage or regime are to seek advice from pharmacy,  Drs or nursing staff. 						no


			6/16/23			6/15/23			30562			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			Medication prescribed and suggested not given in a timely manner for symptom control at end of life. 
			Syringe driver prescribed at approximately 10.30am on 15.6.23 for patient's symptom control.
Not enough medication in order to replenish at this time - ordered with pharmacy urgently.
Suggested PRN medication in order to assist with symptom control - specific medication - Levomepromazine and Alfentanil for tachypnoeic symptoms - informed staff nurse and confirmed this would be done ASAP.  Educated nurse with knowledge and rationale of using these specific medications. 
30ml syringes required and requested from another department at 13.00 hours. 
Reviewed patient at 17.00 pm approximately - syringe driver only then being set up. 
PRN medication given during this wait was not what was specifically suggested but other anticipatory medications. 
Driver line attempted to use was not compatible and then required assistance from another department - syringe driver then delayed further. 
			Medication prescribed and suggested not given in a timely manner for symptom control at end of life. 			to order palliative care stock of recourses and kept for emergencies only. 						to order palliative care stock of recourses and kept for emergencies only. 
On this occasion, awaiting medication from pharmacy but all PRN medications were given. 			Pharmacist email attached. 			Mrs Sara Morgan, Olivia Rees												Closed						On investigation - PRN medication was given but not the new ones suggested as there was non available on the unit - this was ordered by pharmacy but not delivered until approx. 5pm. Staff nurse had gone to another ward to get some PRN's but others were not available. The original syringe driver was continued whilst awaiting medication from pharmacy. 

Palliative Care Nurses were aware of the syringe box issues - but unable to resolve the issues prior leaving the department. SN took advice from unit sisters on duty. 						None. 			Alfentanil			Alfentanil


			6/29/23			6/16/23			31576			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			Fentanyl patches left out on patient's bedside table not in the CD cupboard.			When found discussed with Sister who then booked into the CD register.			That the staff are inexperienced on the ward and are requiring education with regards to the management of CD and their general knowledge of CD's.			More education required for staff as we have a very inexperienced staff members.						More education needed for staff. Posters and emails created for staff as reminders.						Julius OBANA, Nerys Jones, Samantha Evans												Closed						Staff have been educated with regards to CD management and their general knowledge with regards to CDs. Posters and emails generated for their knowlegde.						No as pharmacy and nurse in charge dealt with the matter at the time.			Fentanyl			Fentanyl


			6/23/23			6/16/23			31186			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			None			A nurse went to give the patient oxycodone shortec for the patient - the nurse noticed that shortec was not documented in the CD book. Rather longtec oxycodone 5mg was documented as given at 1105 and 1150
this did not correspond with the prescription. 15mg (a 10mg and 5mg) was signed for at 1105 . A further 5mg was signed for at 1150. 1205 shortec was signed for on the chart. ? longtec was given instead of shortec. The prescription PRN was for oxycodone - shortec was not written.			The patient was checked. Observations were checked overnight. I believe the patient was made aware and the Drs. The ward manager to be informed.			Two newly qualified RN'S correctly signed out the patients Oxycodone modified release at 11:00hrs. 
At 11:50hrs, one of the newly qualified RN's who had previously signed out the Oxycodone modified release again signed out another dose for the same patient but signed for short tec on the PRN page of the patients drug chart. 
Balance of Oxycodone modified release correct. Balance of 5mg short tec correct. 
The nurses signed out the oxycodone 5mg modified release and gave it thinking they were giving short tec as they did not correctly check it was the correct medication or prescription. 
No harm came to the patient as a result of this medication error. 

			Discussion to be had with staff regarding safely dispensing and administering CD medication. 
Meeting with matron and pharmacist to discuss safety measures to be put in to place to ensure safe administration of CD medications. 						WM discussed with staff			Reflection provided by RN and uploaded to datix. 			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						iscussion to be had with staff regarding safely dispensing and administering CD medication. 						Feedback to be given to RN and reflection to be obtained from newly qualified RN. 
			Oxycodone			Oxycodone


			6/29/23			6/16/23			31578			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			Discharge completed by pharmacy, NOMAD dispensed with MST in the tray. Collected from pharmacy by staff as needed to be signed for. Not booked into the CD register but left in the drug room on ward R.			Discussed with Sister on the ward and asked for the discharge to be booked into the register.			That the nurse involved was identified and that the TTO was transferred up to the ward at around 17.00. The nurse was under a lot of pressure on the ward at the time. She was aware that there were CD's in the TTOs but it had slipped her mind to put them away and forgot to hand over to night staff.			More education has been provided to staff with regards to CD knowledge and guidelines. The nurse involved is improving her skills in prioritising her workload. 						That inexperienced staff need to be educated more with regards to the management and knowledge of CDs. Education has been provided to staff in the form of posters and general emails to all members of staff reiterating the importance of this.						Julius OBANA, Nerys Jones, Samantha Evans												Closed						Nurse in charge of this incident is improving her time management skills and prioritising her workload as well as more education is being sorted for all staff members with regards to CD management and their guidelines. 						No all appropriate action has been taken			Morphine			Morphine


			6/17/23			6/17/23			30669			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			on 16/06 patients take homes were completed on hepma and unfortunately not completed it was then arranged for patient to pick up take homes on 17/06 
pharmacy tech was informed at 9am that they needed completing on her rounds of ward 
and whilst waiting we realised they had not arrived by 2pm 
pharmacy closes at 1pm 
			pharmacy on call contacted and was informed only option would be a fp 10 and for the dr would have to go to an a e to obtain this 
medication was given from ward also at agreement of consultant on call to ensure patient had correct medications for the weekend as they are a patient who had stents. 			This appears to be a situation of mis communication between departments. Unfortunately for the patient this caused them to have to return to hospital and going to a community pharmacy. 

Following a discussion with Pharmacy we are now going to put in place a TTO order form in the ward to ensure that pharmacy are required to check this form to see who needs TTO's. Staff nurses will be responsible for putting patient details on the form and pharmacy will be responsible for checking the form regularly to see who requires TTO's  and ordering them. 			This appears to be a situation of mis communication between departments. Unfortunately for the patient this caused them to have to return to hospital and going to a community pharmacy. 

Following a discussion with Pharmacy we are now going to put in place a TTO order form in the ward to ensure that pharmacy are required to check this form to see who needs TTO's. Staff nurses will be responsible for putting patient details on the form and pharmacy will be responsible for checking the form regularly to see who requires TTO's  and ordering them. 						Good communication. 						Gareth Chapple, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						TTO order form to be implemented. 			Aspirin			Clopidogrel


			6/19/23			6/19/23			30817			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Moderate			During the evenings and weekends staff appear to be stock piling medications that are being taken from other areas and leaving them within patient reach within the OPAS pod.			Medications removed and locked away 
signs up asking for this not to happen again 
This Has been escalated to senior nurses 
This will also be highlighted to all staff nurses who work in the OPAS pod (surge) area overnight and on the weekends 																		Miss Joanne Williams, Mrs Rebecca Bowers, Rebecca Davies												Under Investigation


			6/20/23			6/20/23			30905			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed four doses in total			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			Doctors made aware to review medications 			Doctors made aware to review medications 						Doctors made aware to review medications 						Madhukar Shetty, Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						Doctors made aware to review medications .
Mixture of patients on paper medication charts and HEPMA. 
Doctors not reviewing medications as required 						No - Doctors made aware to review medications 			Amoxicillin			Amoxicillin


			6/20/23			6/20/23			30945			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			During morning drug round it was noticed that stexerol d3 1000units was prescribed.  also colecalciferol was prescribed on next page.  The dose of which was not specified.  Both are vitamin D medications and when i asked the t&o doctor which medication was to be given, the colecalciferol was crossed off as it was not dosed and the stexerol had been brought in by patients family.
Patient had been transferred into chair and at 12.20 staff attempted to wake patient for lunch.  patient was very drowsy and could not be woken despite calling his name loudly and squeezing the shoulders.  
it was noted that the patient was clammy and although was responding lightly to shoulder squeezes he was not alert and needed further investigating.
observations were attempted but difficult to record saturations and blood pressure.  Apyrexic and respirations were normal.  Orthogeriatric doctor on ward was called to assist with the situation.  
blood sugars were recorded at 12.29 at 5.3mmols.  Full information given to doctor on ward and a call was made to the t&o nurse practitioners who attended very quickly.  decision was made to hoist patient back into bed.  concerns were raised when patient was making snoring noises and the airway needed to be protected.  patient was making jerky movements but this had been the case all morning and when chatting to NOK via telephone earlier that day it was advised that patient had been diagnosed with CIPD in 2008 and this ailment caused jerking movements and tremors.  a rash was also present on patients torso.  this had been present in the morning and although patient did not come into hospital with the rash, doctors were aware as it had appeared on 19/06/23 and this had been discussed with patient in the morning on ward round and there were no concerns.
patient for full escalation
access was difficult and obtaining blood gases were also difficult.  both were eventually obtained
blood pressure was also obtained at 76/45 and sats were fluctuating between 68 and 74% - 15l o2 via mask was given and sats improved
nurse practitioners decided to place a call for peri arrest.  attempts were made
patient was showing some improvement but then going back into being unresponsive
could not intubate patient as he was biting on the tubing.
peri arrest team arrived and full handover given
during investigations it was noted that patient had been prescribed gabapentin.  the chart stated 2 tablets  three times a day to be given but dose was not stated.  the medication had been given by night staff and dose not known.  i had also given the dose that morning and had given 2 x 300mg of gabapentin even though the dose had not been prescribed it was an oversight on my part due to patients usually taking 300mg on gabapentin once established and dose quite a regular amount to be given.  there was a possibility that the gabapentin had caused this unresponsive episode with patient,  
iv hyrdrocortisone given for rash.  Naloxone had also been given with no effect.
the peri arrest team were also querying sepsis and a full sepsis screen had been done, Tazocin prescribed three times daily,  urine dip was positive for blood and leucocytes and sample sent.  further investigations once results are back.
patient eventually came around and was alert and orientated.  
family were informed and they came onto ward and stayed for the afternoon with the patient.
observations were monitored and o2 remained in situ maintaining sats of around 95%
upon further investigation into gabapentin prescription it was noted that the dose was supposed to be 200mg three times daily.  therefore patient had received the full daily dose in one administration round.  it was also noted that the gabapentin had been stopped by GP last year and should not have been prescribed on chart.  also the colecalciferol was prescribed in error again with no dose stated.  fortunately i had noticed that error but had overlooked the gabapentin 
Patient maintaining good saturations and normal blood pressure and heart rate.  temperature also remains normal.
patient has received one dose of tazocin
eating and drinking well
tremors still present
rash still present
patient alert and chatting with family and appears aware of plans




			observations
blood sugars
doctor review
hoist to bed
peri arrest call
sepsis screen
urine dip and sample
iv hydrocortizone
iv tazocin
iv naloxone
blood gases
cxr
o2 at 15l
family spoken to
			Admitted to ED 18/6/23 with Backpain, unable to mobilise following fall at home when mobilising 
Accepted by T+O on 19/6/23 but CT scan showed non-bony injury 
Transferred from OPAS to Ward W 19/6/23
PMH: dementia, alzheimers, HTN, CIPD
Rash noted on admission
Social History: Lives with wife, mobile with ZF, no social input
			Patient unresponsive yesterday lunch time 20/6/23, peri arrest call made by T+O NP's .
Following a full review by OG Consultant this morning, the likely cause of this unresponsiveness yesterday and peri arrest was the administration of Gabapentin. 
Wife is fully aware of this as discussed with T+O ANP yesterday afternoon
Patient well this morning following Consultant review
Plan: to stop abx therapy as unlikely infection, rash reviewed-nil ordered, mobilise as able, await S/W input for POC, bloods today-if stable will ne medically optimized						Agency nurse was honest and stated she had given the Gabapentin and assumed what the dose was instead of asking a Doctor to confirm
Agency to be informed of this incident
SHO's prescribing competencies to be investigated by senior T+O team
NOK (Wife) fully aware of the incident and will be informed of the investigation			Agency nurse to redo medicines management, this will be organsied by employing agency.  Nurse suspended as per agency policy pending review			Karen Allcock, Mr Jonathan Phillips, Victoria Hopkins												Awaiting Closure						Admitted to ED 18/6/23 with Backpain, unable to mobilise following fall at home when mobilising 
Accepted by T+O on 19/6/23 but CT scan showed non-bony injury 
Transferred from OPAS to Ward W 19/6/23
PMH: dementia, alzheimers, HTN, CIPD
Rash noted on admission
Social History: Lives with wife, mobile with ZF, no social input
Following a full review by OG Consultant this morning, the likely cause of this unresponsiveness yesterday and peri arrest was the administration of Gabapentin. 
Wife is fully aware of this as discussed with T+O ANP yesterday afternoon
Patient well this morning following Consultant review
Plan: to stop abx therapy as unlikely infection, rash reviewed-nil ordered, mobilise as able, await S/W input for POC, bloods today-if stable will be medically optimized

Agency nurse was honest and stated she had given the Gabapentin and assumed what the dose was instead of asking a Doctor to confirm-has been asked to submit a reflection statement
Agency to be informed of this incident
SHO's prescribing competencies to be investigated by senior T+O team
NOK (Wife) fully aware of the incident and will be informed of the investigation
						Following a full review by OG Consultant this morning, the likely cause of this unresponsiveness yesterday and peri arrest was the administration of Gabapentin. 
Wife is fully aware of this as discussed with T+O ANP yesterday afternoon
Patient well this morning following Consultant review
Plan: to stop abx therapy as unlikely infection, rash reviewed-nil ordered, mobilise as able, await S/W input for POC, bloods today-if stable will be medically optimized			Gabapentin			Gabapentin


			6/20/23			6/20/23			30902			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed 9 doses in total			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			Antibiotics suspended as per ARK on Hepma.
Staff are aware to monitor antibiotics according to support and advise given			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.						Mrs Tanya Fuller												Closed						Fed back to DRs on ward						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			Co-trimoxazole			Co-trimoxazole


			6/20/23			6/20/23			30910			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed two doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			IV antibiotics suspended on Hepma. Not identified and reviewed by medics. resulting in pt missing doses			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.						Drs reminded to ensure RV is undertaken						Mrs Tanya Fuller												Closed						DRs aware and fed back to						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			Clarithromycin			Clarithromycin


			6/21/23			6/21/23			31016			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			None			When completing CD audit, patients own Morphgesic 10mg tablets were found in the CD cupboard but were not recorded in the patients own CD register. 			CDs were immediately signed into the patients own CD book. 			When completing CD audit, patients own Morphgesic 10mg tablets were found in the CD cupboard but were not recorded in the patients own CD register. CD's checked by pharmacist and ward manager and signed in to the patients own CD book and stored safely in the CD cupboard as per policy. 			When completing CD audit, patients own Morphgesic 10mg tablets were found in the CD cupboard but were not recorded in the patients own CD register. CD's checked by pharmacist and ward manager and signed in to the patients own CD book and stored safely in the CD cupboard as per policy. 						All patients own CD's are to be signed in to the patients own CD book and locked away in the CD cupboard as per policy. 						Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for reporting this incident. Feedback has been given to the ward staff. 						Feedback given to ward staff. 			Morphine			Morphine


			6/21/23			6/21/23			30991			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			I went to Hepma to check if the patient was due for any medication and they came up on quick chart with all of their early medications still due to be given so I potted them and administered them. I went to press chart as they have been administered and it would not let me chart the doses. I refreshed the page and the quick chart no longer showed that there were any medication due. At which time a colleague informed me that the medications had been given this morning and charted later in the morning. 			Called the SHO, no answer. Called the Advanced Nurse Practioner and the nurse came to review the patient. I told the patient what had happened and seemed ok and not concerned. Nurse in charge of ward informed 			New staff nurse administered medications as shown on Hepma, although medications has already been administered prior to this.			nurse had administered medication that was shown as due on HEPMA but when they went to sign as administered the medication had already been given.
HEPMA can be slow to update.						learn how to use HEPMA, refresh pages and ask other staff members if medication has been given.						Mrs klare Rogers												Closed						thank you for reporting this incident						patient was reviewed by the nurse practitioner as the SHO was unavailable. patient remains okay and no adverse effects noted.			Levothyroxine			Levothyroxine


			6/21/23			6/21/23			31002			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed four doses in total.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
The patient has missed four doses in total.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						Gemma Rees												Closed						Thank you for reporting this incident.						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Amoxicillin			Amoxicillin


			6/22/23			6/21/23			31080			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			On completing CD audit, it was noted that the oxycodone liquid balance was recalibrated from 287.5mL to 250mL as a full sealed bottle remained on 20/06/2023. This indicates that there was a 37.5mL (15%) overage in the balance. 			Ward manager aware of discrepancy. 			On completing CD audit, it was noted that the oxycodone liquid balance was recalibrated from 287.5mL to 250mL as a full sealed bottle remained on 20/06/2023. This indicates that there was a 37.5mL (15%) overage in the balance. 
Upon investigation, it was found that on 28.03.2023, two RN's checked out 2.5mg of oxycodone liquid, balance before this was taken was 175.5ml, once the medication was withdrawn from the bottle the two RN's documented that there was 175ml left. 
From going through the CD book, staff have incorrectly subtracted on two occasions documenting the wrong balance in the book. The correct balance should have totalled 263ml not 283ml. This has been documented in the CD book by myself and countersigned by another RN. Errors happened on night shifts - this could be due to fatigue. 
			On completing CD audit, it was noted that the oxycodone liquid balance was recalibrated from 287.5mL to 250mL as a full sealed bottle remained on 20/06/2023. This indicates that there was a 37.5mL (15%) overage in the balance. 
Upon investigation, it was found that on 28.03.2023, two RN's checked out 2.5mg of oxycodone liquid, balance before this was taken was 175.5ml, once the medication was withdrawn from the bottle the two RN's documented that there was 175ml left. 
From going through the CD book, staff have incorrectly subtracted on two occasions documenting the wrong balance in the book. The correct balance should have totalled 263ml not 283ml. This has been documented in the CD book by myself and countersigned by another RN. Errors happened on night shifts - this could be due to fatigue. 
Feedback given to ward staff. 						- At least one out of the two RNs must be a substantive member of staff to check out CDS.
- Ward manager to check CD book more frequently. 
- Staff are to check balance and report any discrepancies to the ward manager.  
- Review staffs wellbeing who are working a large number of nights, this includes regular agency staff to ensure they are not too fatigued to safely care for patients upon the ward. 						Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to report this incident. 						Balance corrected in CD book. 			Oxycodone			Oxycodone


			6/21/23			6/21/23			31014			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Whist completing CD audit, it was observed that a box of patients own shortec  was left on the counter. 27x20mg shortec capsules present in white labelled box. The medication had not previously been entered into the patients own CD book. 			Medication was signed into the patients own CD book on ward T immediately. Patient was admitted to Ward T on 18/06/2023, and transferred to Ty Olwen on the 20/06/2023. 			Whist completing CD audit, it was observed that a box of patients own shortec  was left on the counter. 27x20mg shortec capsules present in white labelled box. The medication had not previously been entered into the patients own CD book.
Medication was signed into the patients own CD book on ward T immediately. Patient was admitted to Ward T on 18/06/2023, and transferred to Ty Olwen on the 20/06/2023.
			Whist completing CD audit, it was observed that a box of patients own shortec  was left on the counter. 27x20mg shortec capsules present in white labelled box. The medication had not previously been entered into the patients own CD book.
Medication was signed into the patients own CD book on ward T immediately. Patient was admitted to Ward T on 18/06/2023, and transferred to Ty Olwen on the 20/06/2023.
						- All patients own medication is to be signed in to the patients own CD book and locked away in the CD cupboard as per policy for safe storage of medication. 
- Feedback given to ward staff.  			Datix reviewed and closed but ward manager asked to ensure all staff are aware of this as this is the second similar incident in a short timescale where the controlled drugs procedure for patients own medication was not followed correctly.			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Niamh Parry												Closed						Thank you for taking the time to report this incident. Feedback has been given to ward staff. 						Feedback given to ward staff. 			Oxycodone			Oxycodone


			6/22/23			6/22/23			31030			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			None			Patient own controlled drugs in the cupboard no safely stored. the owner of those medications were all already discharged. Some medication has been in the CD cupboard since December 2022. Medications boxes are squashed and medications are spilling out from the boxes. They are all kept in one clear plastic bag to prevent loosing capsules/tablets inside the cupboard. Fitting them in the cup board is hard as too many medication that could have been taken back to pharmacy and cupboard is only small.			Pharmacist has been asked several times to take patient's own controlled drugs back to pharmacy. 			Ward S CD cupboard is an old wooden cupboard, the inner locked cupboard is small, there is limited space for drugs used daily on the ward. The storage of patients own CD's and those that have been discharged is causing an issue, it can be locked but all medication is being squashed causing boxes to break. 
Pharmacy have been asked to return patients own, due to pharmacy staffing levels this has not been done. 
I was told on 21.6.23 that a pharmacy tech requested to do this on 16.6.23 but no staff were available, I was on shift that day and I was not asked. 
On 21.6.23 asked pharmacist to return medication and I was told they were short staffed and hopefully it will be done on Thursday or Friday of this week.  			Pharmacy have stated they will hopefully return unwanted and patients own CD's to pharmacy Thursday or Friday this week.						Monitor CD cupboard for patients own CD's 
Request on a regular basis to return any unwanted medication 						Mrs Hilary Thorne												Closed						Thank you for reporting this incident. 
A request has gone to pharmacy and a plan has been made to return CD's to pharmacy this week. 						Request pharmacy to return CD's


			6/24/23			6/24/23			31231			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient had a double dose of her oral antibiotics unfortunately. As i was unaware that , the dose has been given by my colleague , i gave the midday dose again .			I apologised to the patient foe what i did
informed my senior nurse and nurse incharge 
nurse incharge discussed with docter
made sure that , patient will have no harm 
ED docter assured no harm for that patient with the same medication																		Claire Herbert, Mrs Della Llewellyn												Management review/Make it safe plus															Metronidazole			Metronidazole


			6/25/23			6/24/23			31243			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			 Two lots of co-codamol given to close together, only 2 hours apart. Sho informed who requested paracetamol levels to be taken in the morning.			For paracetamol levels in the morning.			Paracetamol levels well below cause for concern (they was 3 and 10 to 20 mcg/ml is considered safe).
Staff to be more vigilant in medication administration and timings of.			No 						Check appropriate dosages and timings for all drugs administered.						Catherine Allen, Helen Davies												Closed						Thank you for reporting this  incident.						None			Co-codamol			Co-codamol


			6/26/23			6/25/23			31337			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			The patient's Warfarin was not dosed on the evening of 25/06/2023			The patient's Warfarin dose was not prescribed on 25/06/202. The on - call HEPMA expert viewed the Warfarin report (also available to clinicians via Signal at 4PM and again at 17:45) and called the on - call Dr at 18:26 to prompt them to prescribe the dose. 
Spoke to the patient's Doctor on 26/06/2023 who confirmed that the need for dosing was documented on their handover and that they believe the patient was to receive a dose on 25/06/2023 and so the omission was not intentional - they will investigate further.			Investigated in retrospect.
The patient's Warfarin dose was not prescribed on 25/06/202. 
The on - call HEPMA expert viewed the Warfarin report (also available to clinicians via Signal at 4PM and again at 17:45) and called the on - call Dr at 18:26 to prompt them to prescribe the dose. 
Spoke to the patient's Doctor on 26/06/2023 who confirmed that the need for dosing was documented on their handover and that they believe the patient was to receive a dose on 25/06/2023 and so the omission was not intentional - they will investigate further.			The patient's Warfarin dose was not prescribed on 25/06/202. 
The on - call HEPMA expert viewed the Warfarin report (also available to clinicians via Signal at 4PM and again at 17:45) and called the on - call Dr at 18:26 to prompt them to prescribe the dose. 
Spoke to the patient's Doctor on 26/06/2023 who confirmed that the need for dosing was documented on their handover and that they believe the patient was to receive a dose on 25/06/2023 and so the omission was not intentional - they will investigate further.						Actioned by Consultants - Team to dose warfarin prior to finishing to ensure it is prescribed and therefore given.						Mrs Phylippa Thomas-Dyer												Closed						Thank you for taking time to complete this incident report.
Actioned by Consultants - Team to dose warfarin prior to finishing to ensure it is prescribed and therefore given.						None			Warfarin			Warfarin


			6/26/23			6/26/23			31328			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed three doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			patient missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 

			no harm, on review antibiotic treatment was discontinued 						nursing staff to remind drs of review period needed prior to suspension 						Alison Williams, Mrs Katrina Rees												Closed						clinical team reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses.
no harm, on review antibiotic treatment was discontinued 						clinical team should reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			6/26/23			6/26/23			31321			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			The HEPMA team received a phone call from one of the cardiac pharmacists to inform us that a patient had duplicate PRNs prescribed on their HEPMA chart & asked if we could take a look at it. Medication was prescribed as part of the 'Cardiac ITU Post Op' protocol by a doctor at 16:41 on 23/06/23 & again by a different doctor at 22:16 on 23/06/23 & the rationale chosen to acknowledge the conflict was 'not clinically significant', so there were 17 duplicate medications on the patient's chart.			Duplicate medication discontinued as per pharmacist’s request with the reason 'prescribed in error' to prevent confusion for prescribers & nursing staff. The HEPMA team will email the doctor who prescribed the duplicate protocol to inform him of the incident & to instruct him to carefully read the drug conflict alerts in future.			It is unclear as to why the duplicate medication has been prescribed. Head registrar informed and aware that this error has occurred. No duplicate medication given to the patient. 			It is unclear as to why the duplicate medication has been prescribed. Head registrar informed and aware that this error has occurred. No duplicate medication given to the patient. 						Ensure prescribers check what is already prescribed. 						Dr Umair Aslam, Mr Afzal Zaidi, Mr Ross Phillips, Rachael Brown												Closed						Thank you for your report, this has been investigated and now been closed. 						Head registrar informed and aware that this error has occurred.			Potassium chloride			Potassium chloride


			6/27/23			6/27/23			31448			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			Moderate			An old tablet was found in the patient pocket by the doctor, they were not from today' s medications as the nurse taking care of the patient   ensured  that all drugs were been swallowed as witnessed by 2 health care workers.			Line manager was informed.
Patient's relative was re-assured and an apology was  made.			Unsure what the medication was so this could have taken place the night before resulting in several hours since this medication was administered. 
Unable to discuss with previous nurse. 
Medication was discarded.
Assured by staff that the morning medication was taken .
Patient had since been monitored closely when having medications.			Appropriately escalated and discarded. 						During medication rounds, it has been found that there are several distractions and on the previous medication round, it may no have been observed that this medication was correctly taken and it could be speculated that it was dropped for any reason.			Incident reviewed. Matron asked to confirm whether the patient was harmed as a result of the drug not being taken? Drug involved relates to the management of diabetes. 			Bessy Howell, Holly Robinson, Mrs Katrina Rees, Ms Sarah Yeap												Closed						thank you for reporting
escalation and management undertaken appropriately. 						n/a			Acarbose			Acarbose


			6/28/23			6/27/23			31461			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			Low			when commencing our night shift, the night nurse practitioner came to review a patient. 
on reviewing the patient the nurse practitioner had noticed that the patients IVI kcl was going through at the wrong rate. the prescribed rate was 1000mls over 8 hours (125mls per hour) however the rate was going 8mls per hour. the nurse practitioner immediately stopped the IVI and reported it to the nurse as well as the nurse in charge to minimise risks 			the IVI was omitted immediately and escalated to the nurse in charge. the IVI rate was corrected so that the patient was able to have her treatment. the patient seemed asymptomatic of the era and was managed in a timely and safe manner. 			At start of night shift, the night nurse practitioner came to review a patient. 
on reviewing the patient the nurse practitioner had noticed that the patients IVI kcl was going through at the wrong rate. the prescribed rate was 1000mls over 8 hours (125mls per hour) however the rate was going 8mls per hour. the nurse practitioner immediately stopped the IVI and reported it to the nurse as well as the nurse in charge to minimise risks 			staff may have read the infusion time of 8hours as the rate per hour 
staff asked to reflect on error 
infusion had run for approximately 1.5hrs and so doctors deemed no harm had come to the patient 						thorough checks of intravenous medications needed and staff to double check insulin rate on pump with 2nd person validation 			reflection needed from staff member in order to send for closure 			Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						ensuring accurate checks are carried out of all intravenous medications prior to administration and that 2 staff are checking the rate on pump before infusion begins
staff may have read the infusion time of 8hours as the rate per hour 
staff asked to reflect on error 
infusion had run for approximately 1.5hrs and so doctors deemed no harm had come to the patient 
reflection requested from nurse and added to datix for reference 						feedback given to both staff members responsible for checking and setting up infusion 			Potassium chloride + Sodium chloride			Potassium chloride + Sodium chloride


			6/28/23			6/28/23			31503			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed one dose			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			Patient did not miss any dose as of consequence of not being reviewed. Had dose on 25th, 26th, 27th then a STAT dose on 28th			Ensure regular reviews of antibiotics on HEPMA						Ensure regular reviews of antibiotics on HEPMA						Bethan Mair Evans, Jade Stamate, Mrs Dayana Francis, Robert Zaiz												Closed						Thanks for reporting this incident						nil			Doxycycline			Doxycycline


			6/28/23			6/28/23			31506			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed three doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
																		Samantha Evans, Julius OBANA, Rachel Lee, Nerys Jones												Management review/Make it safe plus															Piperacillin + Tazobactam			Piperacillin + Tazobactam


			6/29/23			6/29/23			31590			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Catastrophic / Death			New assessment by ACT today.  Found to have been taking Edoxaban and warfarin since the 16/06/2023 post hospital discharge. Warfarin clinic still ringing patient to give doses.  Patient and neighbour who does the medication was unaware that edoxaban was 'instead of' the warfarin as no one told them. 			Telephone call to consultant to explain situation.  INR taken.  Patient, family and neighbour have been made aware and advice given for sos and to watch out for bleeding or signs of CVA			Patient admitted to Hospital following a fall - anti coagulation medication changed from Warfarin to Endoxaban - discharged home with Endoxaban .
Patients neighbour administers medication  for patient and administered both Warfarin and Endoxaban from 16/06/2023 until 29/06/2023 when ACT stopped Warfarin. ACT checked POC INR ( not elevated) 
Patients neighbour stated that INR Clinic were in contact with herself and continued to dose warfarin from 16/06/2023 until 29/06/2023 when stopped. 
WCP examined- no INR recorded on the system from time of discharge . 
INR Clinic will be required to also view this incident to confirm findings above 			Appears to be lack of communication on discharge to patient / Neighbour/ INR clinic regarding Anti Coagulant Therapy ongoing 						If medications are changed its is essential that those involved with prescribing and administering of  such are updated to avoid any medication errors 

			Emailed the PM for copy of the SEA in Mels absence.			Gemma Jones, Miss Jayne Serena Overd, Mrs Catherine Davies, Mrs Katie Jones, Mrs Kelly Jones-Lewis, Mrs Lynne Edmunds												Under Investigation						If medications are changed its is essential that those involved with prescribing and administering of  such are updated to avoid any medication errors 
Thorough initial assessment of the patient and medications have proven to be an essential component in this incident to detect medication error  						No 			Warfarin			Edoxaban


			7/3/23			6/30/23			31777			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			It was brought to my attention around 6pm on the 1.07.23 that the agency nurse had made two drug errors the previous evening and a patient had also complained about the agency nurse.			When the agency nurse arrived I brought her into the office to discuss the errors for the two patients which she admitted too and apologised, she said she didn't realise the PO abx was BD not TDS as she had given. When asked about the IVBAX that was not signed for she said that she did give it and had had it double checked but there was no signatures on the medication chart.  As we were over staffed for the amount of patients we had I contacted the bleep holder and SDMU needed an extra nurse. I asked the agency nurse to move here to which she replied that she isn't allowed to work there due to a complaint from patients she looked after. I then contacted my ward manager for advice and phoned site to explain what had happened, Site arranged for the agency nurse to then move to OPAS. Agency nurse has also done a written statement , I have spoken to the other staff who worked the shift and the three staff all offered to help and support which was refused by the agency nurse. The patient  who complained said that he felt that the care she provided was inadequate and when a staff member was administrating IV medication on the 1.07.23 early evening he made the comment that the nurse overnight had not done it like that.			Agency nurse had made 2 drug errors which was picked up by ward staff and concerns raised by patient over how she put up the antibiotics in comparison to ward staff. . Ward sister spoke to the nurse as she was in the following night. Information handed over to site matron about the concerns of the agency nurse and Pembroke ward wanted to send her home but site matron moved her to OPAS for the shift.												This has been sent to Bank to investigate as the staff member concerned is not a substantive member of staff. Can this ben sent to pete mathews to investigate.			Miss Walters Katie, Mrs Melanie Davies, Pete Matthews												Under Investigation												Agency and bank informed 2/7/23 and Sister was informed that she would not be able to work any shifts until a investigation was carried out by them No correspondence following this.			Co-trimoxazole			Meropenem


			6/30/23			6/30/23			31628			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			Patient discharged from hospital on 2 units of lantus. District nursing service not informed of discharge, district nurses only aware that patient had been discharged as carers had contacted service to state they could not get into property as key not in key safe.			Call instigated for 30/06/23 to check blood glucose levels. WCP checked if insulin dose had been changed, insulin had been reduced so unable to administer insulin from prescription sheet. GP made aware. Further repeat calls instigated for patient.			Patient discharged from hospital on 2 units of lantus. District nursing service not informed of discharge, district nurses only aware that patient had been discharged as carers had contacted service to state they could not get into property as key not in key safe			district nurses  not made aware of patient discharge with patient going home on new dose of insulin and requiring administration by district nurse team 						staff meeting to be held, part of which will include safe discharges and following all steps on WNCR discharge page 			Outcome severity of the incident updated to reflect the investigation conclusion - Near Miss			Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						staff nurse new to trust post international osce recruitment, not confident in completing all tasks relating to discharge planning/community follow up appointments 
staff meeting to be held, part of which will include safe discharges and following all steps on WNCR discharge page 
feedback given to staff 						discussion held with staff nurse who is new to the ward post international osce programme, teaching on discharging patients provided by education team and note to be added to staff file 			Insulin glargine			Insulin glargine


			6/30/23			6/30/23			31666			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient is admitted to the hospital due to fall at 14.40 today. Patient has a learning disability, carer with him when care taken over from the day staff. Went to see the patient then went through what medications he's due for bedtime. Given tinzaparin 3,500 and Tegretol 400mg oral as these are the ones due and available medication at the moment. However, when patient's father arrived, he mentioned to my colleague that he administered Tegretol 400mg when he was with the patient at around 18.00 today. Father also stated that he informed the day staff about the administration of medication. On checking patient's drug chart, said medication was not signed for bedtime, hence, I gave the medication. There were no documentation too from the day staff that medication was given by the father.			Since I was not around in the department at the time father informed member of staff about giving Tegretol 400 mg at 18.00, colleague checked patient's observation immediately, NEWS is 1,  GCS is 15/15.remained connected to cardiac monitor and  have been monitored closely from further deterioration, Colleague informed T&O who came and see the patient immediately, informed nurse-in-charge and explained to the family about the incident. As per T&O advised, to encourage patient to increase oral fluid intake and continue patient's observation.																		Claire Herbert, Mrs Della Llewellyn												Management review/Make it safe plus															Carbamazepine			Carbamazepine


			7/19/23			6/30/23			33082			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology			Low			Patient had cystoprostatectomy and ileal conduit on 21/6/23. Dischagded on 30/6/23. Patient was discharged without 28 days prophylactic low molecular weight heparin. This is standard practice for pelvic cancer patients and clear instruction given on operation note. This was not prescribed on take home and therefore not dispensed. Patient reviewed by CNS at home 11/7/23 who noted right leg swelling and tenderness - referred immediately to AMAU where patient was assessed for DVT (blood clot). ultrasound 12/7/23 showed superficial thrombosis and patient started on 2 month of rivaroxiban.			I have seen the patient with family, explained error and apologised. Datix completed, staff involved contacted. patient is receiving correct treatment for condition			Patient should have gone home on 28 days post operation Tinzaparin which was not prescribed on discharge. Patient developed a DVT post op after he was discharged. It was documented on the post op notes .
This had been not ben prescribed by the medical team on the ward round on the day of discharge, the discharging nurse had also failed to notice that tinzaparin was not prescribed and pharmacy had also missed at the point of dispensing.			Patient was not sent home on 28 day of tinzaparin post op which could have prevented the patient developing a DVT post op after discharge from ward.						For all disciplines to check if the patient they ae responsible for discharging need tinzaparin to go home. If the medics fail on this then the nurse, CNS or pharmacy should pick it up. 			Notes requested 20/7/23
Pharmacy spoken to and will look at discharge summery from their TTOS.			Elin Phillips, Miss Walters Katie, Mr Nicholas Gill, Mrs Faye Jeavons												Awaiting Closure						For medical nursing and pharmacy to ensure that the patients who need to go home on 28 days of tinzaparin do. This should be done by checking the operation notes or if unsure to check with the consultant if it is needed. 
A post op discharge checklist is displayed on the ward near the reception desk and all nurses are advised to use this when discharging a patient. We are going to add a memo above this reminding  all medics, nurses and pharmacy to ensure that they have checked the post op notes to see if this patient needs tinzaparin to go home.
For all disciplines to check if the patient they ae responsible for discharging need tinzaparin to go home. If the medics fail on this then the nurse, CNS  or pharmacy should pick it up. 						Patient has been seen by the Urology CNS and treatment started for his DVT. Urology consultant has since seen spoken and apologised to the patient and his family regarding the DVT and no being sent home on tinzaparin.  			Tinzaparin			Tinzaparin


			7/2/23			7/2/23			31727			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Moderate			Called by day agency nurse covering section C to check IV Rifampicin currently being administered to patient in cubicle 2. She felt uneasy about the handover she received from the night agency staff in regards to the dosage she handed over which  was currently being administered to what was charted on hempa. 
When checking the bag of IV rifampicin, the addictive label was marked 600mg in 500ml normal saline bag, going at a rate of 166ml/hr, this had been signed for at 06:15am. The patient prescribed dosed is 450mg. The pump indicated that 181.5mls had been administered and 1hour 55 minutes was still left. 
The day agency nurse contacted on call and advised them of this error, after looking at the information they felt the patient was under dosed more than over dosed and had no concern for the patient.  Pharmacy was also contacted and advised to note all administration times and dose and to contact them back. Which the agency staff nurse did and was informed that they felt the dose of 600mg was intended to be given looking at the amount which was given and the time left therefore stated it was a drug error.   			IV rifampicin discontinued, on call and pharmacy informed of the incident																		Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas												Management review/Make it safe plus															Rifampicin			Rifampicin


			7/5/23			7/4/23			31932			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiac Rehabilitation			None			Patient transferred to Ward C from POW hospital. When nurse checked medication bag that the patient had come in with they found that they had a different patient's medication in his bag.			Removed the wrong medication from the bag and confirmed with the patient that they had not taken any incorrect medication. 			patient transferred over to ward c from princess of wales hospital with chest pain
when patient was transferred and emptied his bags it was found that he had medication with a different patients name on it 
			no harm 						no lessons to be learned from ward c correct procedure followed 
						Bethan James												Closed						thank you for taking the time in completing the incident form 
after investigating the incident the following has been concluded 
outcome no harm
learning contact transferring ward and inform them of the error, ward c staff removed the medication from the patient, to ensure no drug errors, medication was store in the clean utilty  
actions procedure was carried out correctly on ward c no further actions required 
						tranferring ward informed
medication put into ward clean utility and not given to the patient 
no medication that was transferred with the patient was administered to the patient 			Sertraline			Sertraline


			7/4/23			7/4/23			31872			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed two doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed two doses			Doctors to be reminded to review ABX after 72 hours and to continue if required. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Marietta Tunay, Miss Gemma Hanbury, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						Thank you for reporting this incident - Doctors to be reminded to check antibiotics on hempa.
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Gentamicin			Gentamicin


			7/4/23			7/4/23			31871			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			It was during medication round, so I  had this challenging patient, with mental health issues, shouting about his medication. We went through her regular  lunch time medication together and she took them. She requested  Oromorph , I went to the cupboard to get it  but unfortunately I dont know how I mix the bottles, I ended up giving  up giving haloperdol instead of   oromorph, but the patient didnt take it ,she spitted out.			She immediately realised that it did taste the same like the one she ask for, so she did not  take it , she spit out the little bit that she tasted. I went back to the cupboard, and bring back the correct medicine. I  apologise to the patient ,  notify  the Sister in charge, Ward doctor  was present in the also informed.																		Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Under Investigation


			7/5/23			7/5/23			31999			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 16			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			Low			consultant Anaesthetist went to draw up a water flush, picked up an ampoule from the tray of water amps and when she checked the ampoule she realised it was actually magnesium sulfate 20mmol Mg in 10ml which if injected would have had fatal consequences. 			returned the amp to the box in the cupboard, checked the remainder of the ampoules in the tray on the side. In this theatre they are not kept in the cupboard due to lack of storage. Saline and water ampoules are stored in green trays on the counter.
Photo showing the similarity in amps sent to the anaesthetic whatsapp group and also sent to the general consultants group to make everyone aware that magnesium is currently not in glass vials that we are used to and comes in a plastic ampoule with similar colouring to the water for injection.			Email sent to all anaesthetic practitioners.
Please be aware of a  recent IR1,  where an ampule of magnesium was accidently placed into the water for injection box and picked out to use as a dilutant.  It was noted immediately before dilution when checking as policy before use by the consultant anaesthetist.
This incident was highlighted immediately on our WhatsApp group by practitioner involved, identifying that the ampules look almost identical.
Can you please be extra vigilant and double check water for injection boxes, to avoid similar from happening.
I shall contact pharmacy and ask if we can use an alternative supplier to limit the risk in the future. 

Email sent to pharmacy
Hi both,
Would it be possible if you could please look at an alternative ampule for magnesium sulphate 20mmols in 10mls? following the IR1 submitted (31999).  I am not sure if either one of you were aware of this inicdent.  I have added a brief description below, copied from e-mail I had sent to our anaesthetic staff.
 
Please be aware of a  recent IR1,  where an ampule of magnesium was accidently placed into the water for injection box and picked out to use as a dilutant.  It was noted immediately before dilution when checking as policy before use by the consultant anaesthetist.
This incident was highlighted immediately on our WhatsApp group by practitioner involved, identifying that the ampules look almost identical.
Can you please be extra vigilant and double check water for injection boxes, to avoid similar from happening.
I shall contact pharmacy and ask if we can use an alternative supplier to limit the risk in the future. 
			Action taken correct.  Immediately inform all staff.
Ampules looked very similar.
Pharmacy informed and different supplier requested.						Pharmacy informed and different supplier requested.
Email sent to all anaesthetic staff.  Recovery manager copied into pharmacy email requesting an alternative supplier.						Dean Williams, Mrs Johanna Banks, Philip Govier-Williams												Closed						Immediate correct action taken.
Pharmacy informed and different supplier requested.
Email sent to all anaesthetic staff.  Recovery manager copied into pharmacy email requesting an alternative supplier.						Awaiting action from pharmacy re. if they can source a different vial.			Magnesium sulfate			Water


			7/6/23			7/5/23			32102			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			On 5th July 2023 , the incorrect dose of Morphine Sulphate (MST) 5 mg tablets was administered. The dose that should have been given was 20 mg however the dose actually given was 5 mg. I only realised on the following day's night shift that the error had been made. 
I believe that the error occurred due to the HEPMA system showing the dose that the tablets come in above the actual dose prescribed. 
			The  correct dose was administered the following night and no harm came to the patient. The sister on duty was made aware of the error and datix reported. 
			Dose was incorrect despite being witnessed by a second nurse before being administered. no harm was done and no consequences for the patient. nurse recognized her own error and highlighted it to the sister nurse.			no harm caused. patient didn't experience any consequence from the reduced dose.						extra attention to be paid, also from the nurse who is double signing the medication.						Bethan Mair Evans, Jade Stamate, Mrs Dayana Francis, Robert Zaiz												Closed						thanks for reporting this incident.						no immediate actions required. hepma team made aware of the difficulty to distinguish dose available and dose to be administered.			Morphine			Morphine


			7/6/23			7/5/23			32016			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient was admitted to the ward accompanied by mum. When asked if he was on any medication, mum handed me a box with medication in it. She stated that when the child was in CEU two days ago with a febrile convulsion and short of breath he was given this medication. However, the box had a different patients identity label on. The dose to be given was handwritten on the label but was not the correct dose.  When I explained this she said she hadn't noticed and was concerned. I reassured her by informing her that it was the correct medication. Mum last gave the dose on Tuesday evening 4/7/23. 			Medication was removed from mum and reassurance given. Dr informed. No further action																		Nicola Dunn												Management review/Make it safe plus															Azithromycin			Azithromycin


			7/6/23			7/6/23			32074			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Patient prescribed Co-Trimoxazole with documented allergy to Trimethoprim (Reaction to antibiotic unknown by patient). Patient administered x1 dose before issue discovered.			Patient's observations checked to see if any detrimental effects or signs of allergic reaction. Bedside nurse informed to monitor. Clinician informed to review plan. 			This patient was admitted to ICU from theatres and already had an established drug chart which stated that the patient had no allergies. This was later on corrected by the unit Pharmacist. Unfortunately the medical team failed to recognize this and prescribed the antibiotics on the Microbiology ward round. I also noted that the admitting junior doctor in ICU made a note in the admission medical clerking proforma about this allergy but they did not double check on the drug chart. And before administering the medication the  bedside nurses failed to recognize that co- trimoxazole is a trimethoprim containing antibiotic.			There are a few learning points here which I have shared with the medical staff on ICU.						Patient`s allergy status always has to be double checked when admitted to ICU even if they have an established drug chart from another clinical area. Before prescribing any medication, even if it is on the Microbiology ward round, the allergy status has to be confirmed as the advising team doesn`t necessarily have any information about the allergy status of the patient.			This patient was admitted to ICU from theatres and already had an established drug chart which stated that the patient was not allergic to any medication. Later on this was corrected by the unit Pharmacist. Unfortunately the medical team failed to recognize this and prescribed the antibiotics. The patient did not came to any harm. I have emailed to  all consultants, junior resident medical staff and ACCPs about this incident and shared all the learning points to highlight these issues and avoid similar incident happening in the future.			Anita Jonas, Mrs Rhiannon Hall												Closed						The patient was admitted to ICU from another clinical area with an established drug chart which stated there was no allergy. The admitting junior doctor in ICU made a note about the allergy status of the patient in the admission clerking documentation but did not check it on the drug chart. It was corrected by the unit Pharmacist  later on but unfortunately the medical team failed to recognize that and prescribed the antibiotics on the Microbiology ward round.  An email was sent out to all ICU consultants, junior  doctors and ACCPs to highlight these learning points and avoid similar issues occurring in the future.						No			Co-trimoxazole			Co-trimoxazole


			7/7/23			7/6/23			32108			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Low			Patient received a dose of oral paracetamol at 21:08 from the nurse looking after her. At 23:01 she then received a dose of paracetamol intravenously by the same member of staff.

This was discovered when the SHO on-call attended the ward and realised that the patient had already received it.			Patient has been reviewed by the doctor on-call and no obvious signs of harm.
Patient informed as to what has happened.
Close monitoring will be carried out.			on call discovered that the patient received a dose of oral paracetamol at 21:08 from the nurse looking after her. At 23:01 she then received a dose of paracetamol intravenously by the same member of staff.
On investigation it was noted that paracetamol had been double prescribed regular and PRN			patient made aware of incident and reviewed by on call, no other doses had been given in 24hr period and so patient had received less than 4 grams and was deemed not at risk of harm 						staff reminded of need to where appropriate ask patients if they have had analgesia prior to administrating dose. 
Drs to review prescriptions to avoid duplication. 
						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						patient made aware of incident and reviewed by on call, no other doses had been given in 24hr period and so patient had received less than 4 grams and was deemed not at risk of harm 
feedback given to nurse bank to be forwarded onto agency nurse 						Feedback given to nurse bank to be forwarded onto agency nurse 
Drs reminded of importance of not duplicating  prescriptions 			Paracetamol			Paracetamol


			7/6/23			7/6/23			32056			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses.			ThE patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses.						The reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Closed						Thank you for reporting.
The clinical team have been reminded by ward manager that these reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.						The clinical teams have been alerted by the HEPMA team to the need to review urgently.			Nitrofurantoin			Nitrofurantoin


			7/8/23			7/8/23			32266			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			My colleague and I checked the prescription for another patient  for an infusion of magnesium around 13:00. We countersigned an additives label for the infusion, but did not sign on HEPMA at the time. When we later went onto HEPMA to sign for the magnesium, we inadvertently signed for it under another patient. 			We informed the nurse in charge that it was charted against the wrong individual, added a patient note to their account and then signed against the right individual. We also informed the nurse that was looking after the other patient of what happened.			Staff administered IV magnesium to the correct patient however documented on HEPMA the administration to another patient. Protocol was not followed and staff did not sign for the drug at the time of administration and this is likely to be why the error occurred. Staff informed nurse in charge and nurse caring for the other patient, however did not inform the medical team. Staff to complete reflective statements regarding this incident. No harm came to either patient involved. I have contacted HEPMA to see if this error can be amended on the system, however this is not possible. The only thing to be done is to add a note to the system which the staff have already done. 			Staff administered IV magnesium to the correct patient however documented on HEPMA the administration to another patient. Protocol was not followed and staff did not sign for the drug at the time of administration and this is likely to be why the error occurred. This makes it unclear if patient safety checks were performed, as the HEPMA wasn't used at the time of administration. Staff informed nurse in charge and nurse caring for the other patient, however did not inform the medical team. Staff to complete reflective statements regarding this incident. No harm came to either patient involved. I have contacted HEPMA to see if this error can be amended on the system, however this is not possible. The only thing to be done is to add a note to the system which the staff have already done. 						Ensure medication is signed for at the point of administration, therefore when checking the medication you are ensuring you have the right patient. 			Reflective statements requested from staff involved. 			Rachael Brown												Closed						Thank you for your report, there are some learning points to be gained from this incident and medication needs to be signed for at the point of administration. Please do not include any identifying details within the description of the datix. Thank you. 						Contact HEPMA.
Staff to complete reflective statements. 			Magnesium sulfate			Magnesium sulfate


			7/10/23			7/9/23			32395			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Nurse identified that the evening dose (6pm) of Tinzaparin for the 10/07/23 had already been given by members of the night staff on the 9/7/23, therefore patient had two doses of Tinzaparin as the day shift nurse had already given the 6pm dose on the 9/7/23 as prescribed. 			Informed the doctor - doctor stated to give tonights dose no other action required. Nurse in charge informed. 			Tinzeparin medication administered twice to patient.			The nurses checked the drug chart from top to botom down the columns. The same column had different date, based on the date the drug was prescibed. The nurses made assumption the drug wasn't given based on top down column but they didn't check the date  for that specific drug.  						More vigilance / attention to detail when administering medication.
Read the left to right column with dates for the specific medication entry to ensure accuracy. 						Coca Sewell												Closed						Thank you for reporting this incident. This has now been investigated and concuded as human error. However attention to detail and vigilance is adviced when dealing with medication.						Discussed with doctors at the time of incident finding and nil ordered. 			Tinzaparin			Tinzaparin


			7/11/23			7/10/23			32472			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 16			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			DURING CONTROLLED DRUG CHECK AT END OF LIST A 10 ML MORPHINE AMP WAS BROKEN			PLACED BROKEN AMP IN CONTAINER ADJUSTED THE DRUG COUNT IN CONTROLLED DRUG REGISTER INFORMED ANAESTHETIC BAND 7. THIS WAS WITNESSED BY M. AGCAOILI																		Dean Williams, Mrs Johanna Banks												Under Investigation


			7/11/23			7/11/23			32439			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Missed 5 doses of TEICOPLANIN Injection.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Antibiotics treatment was not reviewed after 72 hours.			Antibiotics treatment was not reviewed after 72 hours and suspended by HEPMA						Doctors need to check patients medications whilst on the ward rounds to ensure that reviews are completed appropriately and in a timely manner						Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Antibiotics suspended by HEPMA team.			Teicoplanin			Teicoplanin


			7/13/23			7/11/23			32675			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Moderate			advised by pain team to start oral oramorph QDS 
while prescribing on HEPM chose wrong morphine 
3 out of 4 doses of QDS 5 mg MST given 			upon next day review noted by pain team and raised to CTS team, drug stopped immediately 
			Unfortunately the Dr made a prescribing error using the what was fairly new HEPMA system at the time. She clicked on MST in error of Oramorph. Unfortunately the staff proceeded to give the MST instead of Oramorph on 3 occasions. When the error was spotted the prescription was changed. There was no harm caused to the patient. The prescribing Dr has reflected and written a statement which is attached. 			Unfortunately the Dr made a prescribing error using the what was fairly new HEPMA system at the time. She clicked on MST in error of Oramorph. Unfortunately the staff proceeded to give the MST instead of Oramorph on 3 occasions. When the error was spotted the prescription was changed. There was no harm caused to the patient. The prescribing Dr has reflected and written a statement which is attached. 						To double check when prescribing. 			Statement re requested from Doctor. 			Dr Umair Aslam, Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been investigated and is now ready to be closed. 						Patient was apologised to.
Prescriber reflected.  			Morphine			Morphine


			7/11/23			7/11/23			32466			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
Patient has missed four doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			patient has missed 4 doses of antibiotics			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Miss Cleo Purchase, Mrs Natalie Dark-Harry												Closed						thankyou for reporting this incident - it has been fully investigated.
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			7/11/23			7/11/23			32437			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient has missed 7 doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Patient has missed 7 doses of antibiotics.			Patient has missed 7 doses of antibiotics.						 The reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Matt Searle, Mrs Natalie Dark-Harry												Closed						Thank you for reporting this incident.
The clinical team have been reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. 						No.			Nitrofurantoin			Nitrofurantoin


			7/11/23			7/11/23			32440			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

6 PIPERACILLIN 4 g / TAZOBACTAM 500 mg Injection doses missed. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Discussed with the registrar in charge of the junior doctors.			Doctors have been informed to check prescriptions on the daily ward round.						Doctors have been asked to review all the medications daily on the ward round, to avoid non review of antibiotics.						Dr Umair Aslam, Mrs klare Rogers												Closed						thank you for reporting this incident.						registrar has informed the doctors that they need to be reviewing all medications on a daily ward round.			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			7/14/23			7/12/23			32753			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiac Rehabilitation			Low			Patient was prescribed 180mg ticagrelor twice a day as part of DAPT. The usual dose is 180mg stat dose and then 90mg twice a day. The stat dose had accidentally been charted on HEPMA as the regular dose and patient received four doses.			When clinically checking the HEPMA chart, the error was identified by the pharmacist the doctor looking after the patient was made aware. The doctor changed the dose and assessed the patient for any signs of bleeding. 			patient admitted to the ward from a and e on 13.7.23 with chest pain, 
patient on dual antiplatelet therapy 
stat loading dose is 180mg 
and then a twice daily dose of 90mg 
however since the patient has been on the ward, the patient has had 4 doses of the 180mg of ticagrelor as the 180mg had been accidentally charted on the regular not stat side of the chart 
error was discovered by the pharmacist, doctor was informed or the error and the dosage changed on hepma 
patient was assessed for any signs of bleeding 
 			it could be seen that the nurses only administered what was prescribed, however as cardiology nurses, the nurses should have realised that this was the incorrect dose 
						Importance of effective communication, documentation  and review of medications on HEPMA.						Bethan James, Marie Grace Aveo, Sheree Kowalski												Closed						Thankyou for reporting an incident where the incorrect dose of ticagrelor was administered to a patient after being prescribed incorrectly. No harm occured to patient - however all cardiac nurses are to ensure they are familiar with correct doses of frequently used medications. This will enable early detection of incorrect prescribing.  						no further actions required at this time 			Ticagrelor			Ticagrelor


			7/13/23			7/12/23			32628			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Patient was in the back of an ambulance due to lack of capacity in the ED, had just been reviewed by medics and written up for doxycycline and prednisolone, said to give today. Went to give medication and ambulance technician stated that the patient had already received this medication. Patient had already taken two of the prednisolone, stopped him taking anymore medication. Checked cashcard and these two medications had been given by the night staff, but not crossed off on the prescription. No extra doxycycline was given but patient had an extra 10mg of prednisolone (2 tablets)			informed med reg (Alex), informed Stacey Reed, ambulance triage nurse, informed NIC (Jo Evans), informed patient that he had 40mg of pred instead of 30mg of Pred. Will write reflective account on this as to not have it happen again 															Discussion with reporter who made the drug error - she is fully aware of implications and has already written a reflective account of the incident.  			Claire Herbert												Under Investigation															Prednisolone			Prednisolone


			7/13/23			7/13/23			32607			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			On 13/07/23 at 01;30, Patient complained of shortness  of breath and pain, observations were done and gave Nebulizers and and patient explained that on12/07/23 at 21:50, when staff gave her regular Zomorph, she deceived the staff pretended like taking it orally, took it infront of her, witnessed by myself and later when we left she spat it out in a tissue and kept it in her handbag, which she showed me and I discarded it in orange bin, Explained about the consequences of this behaviour and reassured the patient. Later I gave her PRN Morphine sulphate 10mg ( savredol) I witnessed her swallowing her medication and was counter checked as well.			discarded the leftover medication in tissuein the orange bin, Explained about the consequences of this behaviour and reassured the patient. Later I gave her PRN Morphine sulphate 10mg ( savredol) i witnessed her swallowing her medication and was counter checked as well.			Patient witnessed by staff taking morphine tablet but later informed staff she had not swallowed it and instead had waited for staff to turn away and spat it out in a tissue and kept it in her handbag, which she also showed nursing staff when informing them. 
consequences and risks of this behaviour explained and staff then witnessed her swallowing her medication and was counter checked as well.			no harm to patient and medications destroyed by staff						witnessing staff swallowing medications not just putting medications in mouth  						Alison Williams, 2TQ, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						Thank you for reporting.
discussion held with drs and patients regarding administration of morphine tablets, advised if non compliance continues possible weaning/stopping of medications would be considered.
staff asking patient to open mouth following administration of morphine tablets to ensure taken as witnessed and not stored/spat out						discussion held with drs regarding weaning of morphine medication 			Morphine			Morphine


			7/18/23			7/14/23			32989			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Patient prescribed quetiapine 350mg OM and 300mg ON on paper chart. However, on the 14/07/2023 only the 50mg OM was transferred onto HEPMA and the 300mg BD omitted unintentionally. 			Spoke to Doctor Quetiapine 300mg  BD added to HEPMA. Incident now resolved. 			Doctors to be more vigilant when transferring prescribed drugs from paper chart to HEPMA 			No harm came to patient.						Doctors to be more vigilant when transferring prescribed drugs from paper chart to HEPMA 						Mrs Andrea Thomas, Mrs Sian Ackland												Closed						Thank you for reporting this incident. 
Doctors have been reminded of the importance of correctly transcribing medications to HEPMA system						Doctors to be reminded of the importance of correctly transcribing medications to HEPMA system			Quetiapine			Quetiapine


			7/15/23			7/14/23			32784			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient unwell and reviewed by SHO.  SHO prescribed additional antibiotics.  STAT dose of this antibiotic prescribed and given.  Upon reviewing the patient's full medication list on HEPMA, it was discovered that this same antibiotic had been given already earlier on in the evening. 			SHO notified, no further action required.
Patient notified
Patient monitored through the night
			Antibiotics prescribed although the same antibiotic was already prescribed therefore given twice			Doctor prescribed in Error. Patient unharmed & staff did a reflection						Be aware of what medication patient is on						Catherine Allen, Helen Davies												Closed						Thank you for reporting. Reflection is good practice						no			Clarithromycin			Clarithromycin


			7/16/23			7/14/23			32830			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			Low			patient had a epidural catheter in situ, Dr said not to remove the epidural catheter yet, just disconnect it. patient was given clopidogrel  as prescribed on drug chart. I was un aware that clopidogrel is not supposed to be administered to patient with epidural 			when doctors are aware they requested for platelet aggregation test, awaiting result so we would know if we could take out the epidural. 			A fairly new member of staff gave Clopidogrel to a patient whilst the patient had an epidural in. The medication had been crossed for 3 days and the staff member did not get a review of the patient and administered the medication. Clopidogrel is not to be given whilst a patient has an epidural. This resulted in blood tests having to be performed to check platelets prior to Epidural being removed, or the epidural would have to remain for a further 7 days. 

The staff member has attended Epidural training and it appears that anti coagulants are not discussed and staff are not told to omit this medication. Clinical education team informed who have liaised with the pain team regarding this being included in the training.

Anaesthetist and Band 7 are compiling guidelines regarding epidurals. 

Unfortunately the patients clotting was off and the epidural has had to remain in situ for a longer period than necessary. 			A fairly new member of staff gave Clopidogrel to a patient whilst the patient had an epidural in. The medication had been crossed for 3 days and the staff member did not get a review of the patient and administered the medication. Clopidogrel is not to be given whilst a patient has an epidural. This resulted in blood tests having to be performed to check platelets prior to Epidural being removed, or the epidural would have to remain for a further 7 days. 

The staff member has attended Epidural training and it appears that anti coagulants are not discussed and staff are not told to omit this medication. Clinical education team informed who have liaised with the pain team regarding this being included in the training.

Anaesthetist and Band 7 are compiling guidelines regarding epidurals. 

Unfortunately the patients clotting was off and the epidural has had to remain in situ for a longer period than necessary. 						Always review medications before administering if they have been crossed for previous days. 			I have asked Precious to complete a witness statement and return it to us			Rachael Brown												Closed						Thank you for your report, this has been investigated and will be closed. 						The staff member has attended Epidural training and it appears that anti coagulants are not discussed and staff are not told to omit this medication. Clinical education team informed who have liaised with the pain team regarding this being included in the training.

Anaesthetist and Band 7 are compiling guidelines regarding epidurals. 			Clopidogrel			Clopidogrel


			7/15/23			7/15/23			32804			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			I have requested doctor to prescribed analgesia for 11 year old child after triage nurse asked me to give him pain relief. Doctor prescribed paracetamol 500 mg and I proceeded to give this medicine to a different child (15 years old). Both children were in the waiting room and both presenting with sports injuries. I have approached 15 year old child and asked if he wanted pain relief to which he answered yes, his relative/emergency contact was present at this time. 15 year old child initially had refused pain relief at triage. I have realised my mistake when parents of the 11 year old requested pain relief.
			Informed doctor and pain relief was prescribed for the 11 year old. Notified nurse in charge.			Newly registered nurse.
Newly registered nurse who administered medication had not performed basic checks to ensure patient is correct patient. 
                                                                                                 

			See above						See above						Karen Thomas												Closed						Nurse who administered medication to incorrect patient to be reassessed by ED Clinical Education team.
Only administered medication with another registered nurse until Clinical Education team satisfied.
Reflective piece in relation to recorded incident.						Nurse in question will need to be reviewed by ED Clinical Education Team.

Will need to double check medication  			Paracetamol			Paracetamol


			7/17/23			7/17/23			32939			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			whilst transferring expired pregabalin liquid for the pharmacist to dispose of, it was noticed that there were two bottles in the cupboard. whilst checking and measuring it was noted the total was down by 
148.45 mls. 			matron informed and pharmacist to investigate. re educate staff that pregabalin is a Controlled drug and needs to be signed out by two members of staff.			It was discovered that there was a discrepancy in the volume of Pregablin liquid left in the bottle when it was being returned to pharmacy. The Pregablin was to be double signed when being dispensed but was kept in the right hand side of the CD cupboard. There has been an ongoing issue with medication not being accounted for so therefore staff have been asking pharmacy for these drugs that are not CD's to be kept in the Omnicell. Unfortunately pharmacy have not actioned this. It appears that staff have been removing the Pregablin liquid from the cupboard without double signing it out of the CD book. 

Pharmacy contacted again in light of this further Datix and all medications that are kept in the right hand side of the CD cupboard are being transfered to Omnicell. Oromorph now kept in the CD cupboard and to be double signed for. Posters being displayed on the CD cupboards to remind staff.   			It was discovered that there was a discrepancy in the volume of Pregablin liquid left in the bottle when it was being returned to pharmacy. The Pregablin was to be double signed when being dispensed but was kept in the right hand side of the CD cupboard. There has been an ongoing issue with medication not being accounted for so therefore staff have been asking pharmacy for these drugs that are not CD's to be kept in the Omnicell. Unfortunately pharmacy have not actioned this. It appears that staff have been removing the Pregablin liquid from the cupboard without double signing it out of the CD book. 

Pharmacy contacted again in light of this further Datix and all medications that are kept in the right hand side of the CD cupboard are being transfered to Omnicell. Oromorph now kept in the CD cupboard and to be double signed for. Posters being displayed on the CD cupboards to remind staff.   						Staff to be made aware of procedures regarding medications that are accounted for. 						Angharad Lawson, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Pharmacy contacted again in light of this further Datix and all medications that are kept in the right hand side of the CD cupboard are being transfered to Omnicell, for 2 person sign out. Oromorph now kept in the CD cupboard and to be double signed for. Posters being displayed on the CD cupboards to remind staff.   			Pregabalin			Pregabalin


			7/17/23			7/17/23			32922			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed six doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						 review within the first 72 hours by the clinical team. to prevent missed doses						Bessy Howell, Holly Robinson, Ms Sarah Yeap												Closed						review within the first 72 hours by the clinical team. to prevent missed doses						no			Metronidazole			Metronidazole


			7/17/23			7/17/23			32927			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses			Reminder to the Dr's to review the antibiotics, especially over the weekend.						Reminder to the Dr's to review the antibiotics, especially over the weekend.						Carys Wilkins												Closed						Reminder to the Dr's to review the antibiotics, especially over the weekend.						Reminder to the Dr's to review the antibiotics, especially over the weekend.			Teicoplanin			Teicoplanin


			7/18/23			7/18/23			32994			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed seven doses.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			 Patient has missed seven doses of antibiotics			The patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 						The reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Closed						Thank you for reporting.
Ward manager has given feedback to the medics of the need for antibiotics to be reviewed prior to weekends and the need for this within 72 hours.						No			Clindamycin			Clindamycin


			7/18/23			7/18/23			33038			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Upon changing the TPN bag it was noted that the 'do not use after date' had expired (14/7/23) on the TPN already connected (administered 24 hours previous) and therefore the patient had received out of date TPN. Infusion stopped and disconnected. CVC line aspirated and flushed. Nurse in charge made aware of incident. new TPN commenced. Patient informed of incident. 			Nurse in charge was made aware. Out of date TPN was disconnected from patient and CVC line aspirated and flushed. Patient on continuous monitoring and nil changes noted within 24 hours to respiratory or cardiovascular observations. 			At the time of changing the TPN bad, it was noted that the previous TPN bag was out of date.			Both nurses are experienced ITU nurses. The administrator is an agency nurse who had been working in our unit for many years and is assessed as IV competent in our unit. Both nurses were aware of the separate expiry dated for the TPN, but failed to check both on this occasion. 						Nurses have been re-educated about the IV TPN administration policy.
Maximum concentration when administering IV medication.
Attention to detail.
			Richmond Agency contacted to obtain the required paper work from the nurse. CS
			Coca Sewell												Closed						Thank you for reporting this incident. A full investigation has been carried out and lessons have been learned. 						TPN discontinued. 


			7/21/23			7/20/23			33250			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Patient was written up for 500mg paracetamol, but was given 1g paracetamol 4 times.
At 22.30 on 20th July and 0930/1330/1750 on 21 July			Doctor informed
NIC informed															Dose of paracetamol administered still within daily allowance for an adult - not overdosed.  			Mrs Suzanne Holloway, Claire Herbert												Under Investigation															Paracetamol			Paracetamol


			7/21/23			7/20/23			33181			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat			Moderate			Patient was prescribed 800mg IV Metronidazole which had been given yesterday 20/07,  daytime (12.00) and last night (2010).
Wrong dose but given as 800mg twice
Questioned this am with Nurse in Red TB, clarified wrong dose written by doctor ENT			Dose now corrected on chart
Doctor informed of wrong dose given
This morning's dose omitted
Nurse's who checked/signed and gave drug made aware of error
Matron informed
															Patient administered higher dose of antibiotic due to incorrect prescription being written by ENT then changed in the incorrect place on the medication chart.  Nursing staff administered the incorrect dosage three times.			Laysan Pope												Under Investigation															Metronidazole			Metronidazole


			8/9/23			7/21/23			34933			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			21/7/23 1230

(S&O) I entered the clean utility to replace the procedure tray that had been used for ANTT training that day.
On doing so Staff A had requested that I check an intravenous medication (Hartman’s solution)
The IV bag itself was in a procedure tray with the line primed with no connector on the end of the giving set. 
I asked who had checked and prepared the IV therapy she advised that she had primed the giving set alone (No one else present in the room until my entry).
Knowing staff A  was a new member of staff and unlikely to have attended the IV therapy training day and IV book I asked if she had attended training specific to IV therapy she advised ‘no’ but she had done IV’s as a student and wasn’t aware that she was not allowed to prepare or administer them now as a member of staff.
Staff A advised since starting preparing IV’s and giving them was normal practice as she had not been aware she was not permitted. Staff A went further to say Including other new members of staff who also give Iv’s but have not attended specific IV training. 
(Analysis) Several concerns 
- Staff A has said she has been giving IV therapy without appropriate training specific to IV’s
- The preparation of the IV fluid was not completed with two people present and Staff A was asking me to check this medication having already taken the fluid out of its packaging spiked the bag and primed the line without prior appropriate training.
-ANTT - unable to assess but considered unlikely as staff a has not attended the IV study day
- Staff A said she was not aware there was a separate process of the ANTT procedure specific to the preparation for IV’s / 
-There was no evidence of protection of micro critical fields i.e. end of the line. 
- Staff A explained this was ‘normal’ practice which raises concerns regarding all new starters who have as students participated in IV therapy that may now believe they are permitted to do the same as a registered staff member without appropriate training. 
-Initially Staff A appeared to question why she was unable to complete IV medications for her patients however when we discussed the process of training required, the pre requisites, the booklet and the policy and the difference in being a student to a member of staff she understood the potential for patients to be harmed. Staff A explained she would not do any further IV preparation and now understands she is only permitted to check the medication and the prescription and remain with the 1st checker up until the point of connection to the patient.


Datix submitted in retrospect to capture learning needs and risks identified 
Incident copy and pasted from microsoft outlook notes which had been written contemporaneously 			(P)Informed Charge nurse on duty who was proactive in sending a group message advising no staff members are permitted to prepare, spike prime or connect including flushing of IV ports. 
-Staff A informed matter would be escalated to Nurse in charge due to potential risk to patient harm.
- Education needs addressed at the time of the incident. 
-IV policy information now included in new starter programme. 
- Quality and safety Nurse informed for the issue to be addressed on a wider surgical agenda. 
			Following an extensive investigation of this datix I have found as a unit we have areas of learning and education around this incident however I identified that much of this had been discussed at the time of the incident by the author of the incident and this had been noted. As a nurse educator has highlighted this, its unfortunate that this conversation had not taken place at ward level with the ward managers, this surely would have shown a more supportive role towards a newly qualified nurse.   
As noted this incident has been written in retrospect and had been discussed and immediate action taken at that time. The incident had been discussed in detail with the nurse involved and it had been stated that a datix would not be generated at that time. It had also been discussed, with the charge nurse on duty, who again ensured that immediate action was taken. Having now discussed this incident with the nurse involved it does give us an opportunity to highlight some of the miscommunication within the datix.      
My investigation  found that as the nurses were previously preparing medication, under supervision, as student nurses, some were unaware that this practice was not permitted as a qualified nurse. This has now been reiterated to them and further monitoring will continue.  As manager of the unit I have spoken to the staff nurse concerned and also other newly qualified nurses to ensure that this practice is never repeated. This has been added to our nurse app and discussed in our Ward Sisters meeting. I have also added this onto the agenda for our Ward meeting next month. 
However having read the incident it would suggest that IV medication and IV fluids are being administered on the unit by newly qualified nurses without IV training. Following this investigation this was shown to be not the case.  I'm unsure how this was suggested within the datix as the newly qualified nurse had stated this at that time, and made it clear that she was not and had not being administering this medication. It was evident at that time she had been preparing medication without supervision and without knowledge that this wasn't permitted but at no time had she administered the IV medication. 
I have asked for a full statement from the nurse concerned which I will attach.       












			Noted how further education and monitoring is needed to ensure a safe transition from student to newly qualified nurse.  
Ensure the importance of this is covered and discussed at ward level and nurse induction. 


						Further education and monitoring of newly qualified nurses. Support and adequate preceptorship of newly qualified nurses						Mrs Jayne Howells												Closed						Further monitoring and education to be given to newly qualified nurses at ward level and during nurse induction 

Support given when an incident is generated.						My investigation  found that as the nurses were previously preparing medication, under supervision, as student nurses, some were unaware that this practice was not permitted as a qualified nurse. This has now been reiterated to them and further monitoring will continue.  As manager of the unit I have spoken to the staff nurse concerned and also other newly qualified nurses to ensure that this practice is never repeated. This has been added to our nurse app and discussed in our Ward Sisters meeting. I have also added this onto the agenda for our Ward meeting next month.			Sodium chloride			Sodium chloride


			7/22/23			7/22/23			33286			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			Low			informed by staff no insulin available for patient at 13:40. Pharmacy had closed therefore called at all the wards to obtain insulin but none available. Searched on pharmacy out of hours and it showed there was insulin available in the omnicel. Contacted bed manager who went to the omnicel and no insulin available. Advised then to contact out of hours via switch which I did with no response. Contacted the doctor to inform him of the situation and that the blood sugars were increasing. Contacted switch for the 3rd time and explained the situation and that I had not received a call back from pharmacy and i needed to contact them urgently. Switch put me through so i could leave a voicemail, which i did. Immediately i was contacted by out of hours pharmcacy and informed i should not have the option of leaving a voicemail and to contact the out of hours pharmacist through the  proper channels. I explained i had contacted her 3 times without success and that i needs insulin for a patient ASAP. I was informed she would attend the ward ASAP as she lived over 30 mins away. Insulin delivered by on call pharmacist approx 18:30 ish. Insulin administered to patient.			SEE above			Staff made every attempt to get insulin other wards and omni-cell. 
Unable to get hold of on call pharmacist. 
Patients blood sugars were increasing and it was important that he received his insulin ASAP. 			The insulin was dispensed and delivered to ward within 30/40mins by pharmacist. 
Patient received insulin and no ill effects suffered. 
						Staff to monitor patient medication for top up/replenish. 
Pharmacy to investigate why staff were unable to reach on call pharmacist and why insulin was not available in omni-cell. 						Mrs Caroline Morton, Mrs Hilary Thorne, Mrs Karen Thomas												Closed						Thank you for reporting this incident. 
I am glad that all was well in the end and that you managed to speak to pharmacy and the insulin was delivered. 

						As Above 			Insulin lispro biphasic			Insulin lispro biphasic


			8/2/23			7/22/23			34330			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			None			Newly admitted patients medication prescribed at excessive/unlicensed doses. This was discovered when the drug history was completed on the 23/7/23. The patient had not yet received any of the excess dosages. It appears that the initial prescribers medication history was taken from a clinic letter in June. These medication included Prasugrel, Aspirin, Amlodipine, Bisoprolol and Levothyroxine. 			Medication doses were altered to the correct dosage for the patient. As the patient had not received any of the excess dosages, no other action was required. The nurse at the bedside was informed and told to inform the clinician when coming to review of the incident. 															I have spoken with Dr. JG, who has agreed to look at this incident. ? whether the drugs were prescribed by ED doctors.			Anita Jonas, Dr John Gorst												Under Investigation															Prasugrel			Prasugrel


			7/22/23			7/22/23			33289			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal			Low			We currently have 2 patients on the ward with the same name. Agency nurse administered Atorvastatin 80mg against other patients details on HEPMA. 			Dr informed and reviewed. No concerns and nil ordered. Observations taken immediately after. News 2 - blood pressure 99/68 however normal for patient. 			On 22/07/23, an agency nurse was working on Cardigan ward and administered Atorvastatin to a wrong patient. There were 2 male patients with the same name on the ward. The agency nurse realised her medication error once patient had taken the tablet. She immediately informed the nurse in charge of this error.  Doctor was informed and reviewed the patient, nil ordered. Observations taken and stable for the patient.
No harm caused by this error.
Incident was completed.			The agency nurse performed a medication error, there were 2 patients with the same name on ward.
Nurse in charge informed straight away as error was realised immediately, but patient had taken the medication.
Doctor reviewed and nil ordered.
Observations recorded and stable for patient.
Incident completed.
Nurse bank and agency company informed.
Agency nurse to complete reflective account of incident.						All staff are made aware of patients with similar or same names. handed over at every shift.
Documented on white board.
Doctors and visiting staff also made aware.
			On the 22/07/23, an agency nurse working night shift on Cardigan ward, gave a medication to the wrong patient.
There were two male patients on the ward with the same name. The agency nurse had given Atrovastatin and once the patient had taken the medication she realised it was for the other patient.
The nurse informed the nurse in charge, Doctor reviewed - nil ordered. Observations recorded and within range for the patient.
The agency nurse had stated had not been informed of 2 patients with the same name. 
No harm to patient. 			Kristine Labayo, Mrs Sharon Howells, Tracy Davies												Closed						The agency nurse performed a medication error, there were 2 patients with the same name on ward.
Nurse in charge informed straight away as error was realised immediately, but patient had taken the medication.
Doctor reviewed and nil ordered.
Observations recorded and stable for patient.
Incident completed.
Nurse bank and agency company informed.
Agency nurse to complete reflective account of incident.						The appropriate action was taken at the time of this medication error.
Nurse in charge was informed, Doctor reviewed - nil ordered.
Observations  were recorded and stable.
Incident form was completed.
Further action are the Nurse bank and the Agency to inform the agency nurse to complete a reflective account.
Both have ben informed of this incident.			Atorvastatin			Other Drug not listed


			7/22/23			7/22/23			33282			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			None			Patient was NBM for theatre - as patient is a T2DM on insulin was started on sliding scale
patient was given wrong fluids while on scale and blood sugar was dropping due to not having the right fluids running.
Agency nurse was aware of patient blood sugars dropping
			Soon as handover finished went straight to patient as his last blood sugar reading was 4.5
noticed immediately that he was receiving sodium chloride rather than 5% dextrose.
pumps put on hold while fluid changed to the correct one.
bloods sugars rechecked and blood sugar was back on its way up.			patient admitted to SDMU on Friday 21st Feb 2023 with diabetic foot ulcer, and necrotic toe. patient is insulin dependant diabetic. patient was made NBM foe theatre in the morning. commenced on sliding scale at 0345 the morning of 22nd Feb, capillary glucose initially 16.6, so started on 0.9% sodium chloride with 20mmol potassium, 125ml/hr,  blood sugars monitored every hour as per protocol, how ever at 0446 the IV fluids should have been changed to 5% dextrose with 20mmol of potassium at a rate of 125ml/hr, as capillary glucose was now 13.3, patient continued on 0.9%saline documented of a rate of 125ml/hr, patient capillary glucose continued to fall, 0545 capillary glucose was 7.4,  no documentation on chart or change of fluids or nurse signature, at 0650 capillary glucose was 4.8, again no documentation of change of fluids or nurse signature, during handover it was noted that the wrong fluids were running, fluids were changed to 5% dextrose, capillary glucose at 0745 4.8. patient then went to theatre for a wash out, the next documented capillary glucose check was at 0949 and glucose was 6.9. sliding scale discontinued presumably when patient got back to ward and continued glucose monitoring on insulin chart, were glucose levels remained high up until discharge.  			Agency nurse was allocated to care for this patient, blood glucose recording completed but no documentation completed to indicate actions taken by this nurse only what is documented on diabetic chart.
Appropriate action taken at handover when error was noted, patient stabilised and went to theatre, sliding scale discontinued and patient safely discharged home.						Ongoing training for RNs on Skills days specific to Surgical Diabetic patients, will continue.
Diabetic training also available on HCSW update days - ongoing.
Think Glucose training is available for all substantive staff .
Reinforcing the need to communicate readings to RN to ensure appropriate regime is running.			awaiting statement of agency nurse. contacted nurse bank 22nd July still awaiting response. emailed again 26/28/23			Joanne Noble, Miss Kirsty Hopkins, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Natalie Gordon, Vaughan Davies												Closed						Ongoing training for RNs on Skills days specific to Surgical Diabetic patients, will continue.
Diabetic training also available on HCSW update days - ongoing.
Think Glucose training is available for all substantive staff .
Reinforcing the need to communicate readings to RN to ensure appropriate regime is running.						statement needed of staff involved. 
Incident shared with staff and protocol reinforced.
Training is ongoing.			Potassium chloride + Glucose + Sodium chloride			Potassium chloride + Glucose


			8/2/23			7/22/23			34352			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Patient was prescribed treatment dose tinzaparin. BNF dose is 175units/kg once daily but patient was prescribed 175units/kg twice daily. This dose was given to the patient for one day.			Informed the nurse practitioner looking after the patient who changed the dose and monitored the patient for signs of bleeding.			patient given tinzaparin 175mg bd instead of once daily as prescribed on hepma. Investigation of hepma indicates several prescriptions were made and cancelled for the same drug by the nurse practitioner prescriber, prior to the bd dose. Prescription followed by junior overseas nurse resulting in one extra dose of tinzaparin administered.  This was a prescription error.. The nurse was unfamiliar with normal prescriptions and would therefore not have realized the error. Error picked up during routine pharmacy check. Error corrected to once daily dose.  No harm occurred to patient 			tinzaparin prescribed bd instead of daily resulting in additional dose of medication administered. The nurse followed prescribed prescription, but was unfamiliar the medication doses. Error identified by  pharmacy and corrected. No harm to patient.						Importance of ensuring correct dose and frequency when prescribing						Mrs Melanie Brooker												Closed						Thankyou for reporting an incident of an incorrect prescription of tinzaparin resulting in an additional dose being administered to patient. Error was corrected on identification and no harm occurred to patient. Prescribers are reminded of the importance of ensuring correct drug and prescription are documented on Hepma, and nursing staff reminded of frequently used drugs and the need to know frequency of administration. 						importance of prescriber and nurses to be familiar with correct frequency of medication.			Tinzaparin			Tinzaparin


			7/24/23			7/23/23			33403			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			Severe			Microbiology recommended a change in antibiotics from meropenem to amikacin on Saturday 22nd July. This was prescribed late in the evening of the 22nd for the first dose to start in the morning of the 23rd of July. 
I have spoken to nursing staff present on the 23rd who informed me that the amikacin was ordered from pharmacy but that none of the ordered medications from Sunday arrived on the ward - including the amikacin. 
The drug was still not available for the morning dose on the 24th. 
This patient has missed three doses of the recommended antibiotic and been left without appropriate antibiotic cover for over 36 hours. 			As soon as I was made aware of this, I raised it with the pharmacy technician who ordered the drug immediately. 			on call doctor prescribed the antibiotic late over the weekend. 
ward requested the medication in the pharmacy book on the sunday.
medication did not arrive to ward after being ordered.
ordered on the monday again. this resulted in 3 full days without antibiotic treatment advised by micorbiology.			antibiotics must be prescribed as soon as required
they must be ordered and sent as soon as possible from pharmacy

could have caused potential harm by delay in treatment. 						Chase up medications when able and challenge medical team appropriately as to why medication was delayed in prescribing. 			Incident reviewed against SI/DoC reporting requirements. No indication that the patient has suffered significant harm or deteriorated as a result of the omission of antibiotic medication. Incident downgraded. 
The patient has a significant and complex medical history of known invasive grade3 Bladder Cancer and has been palliative since 04/07/2023. The patient was admitted with suspected urosepsis+/- a pre-existing CDiff infection.			Amy Jayham, Bessy Howell, Holly Robinson, Ms Sarah Yeap, Tal Anjum												Closed						Thank you for reporting.
As a ward we will - educate on call doctors when able to.
Request feedback from pharmacy in regards to if medications are difficult to source.
Chase up medications when able and challenge medical team appropriately as to why medication was delayed in prescribing. 						pharmacy to please look in to the ordering of this medication. 			Amikacin			Amikacin


			7/24/23			7/24/23			33377			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Asked docotr to review pain relief for this patient as he had been complaining of pain and paracetamol was on the PRN side only.
Doctor responded stating that the patient was supposed to be on a syringe driver of oxycodone and haloperidol. 
I had not been aware of this and no syringe driver had been handed over over the weekend. There was no syringe diver in place. 
I looked back through the nursing notes and could not find documentation of having had this handed over. 
No syringe driver prescription chart was to be found.			Upon investigation, syringe driver prescription chart was between two ecg papers filled in the medical notes. Last documented as administered 20/7/2023.
Dr prescribed shortec oxycodone immediate acting liquid orally 2.5mg and this was administered along with the prn paracetamol. 
Spoken with the nurse who received handover of the patient form a&e and she reported that she was informed that there was a subcut line in the leg and saw this for herself but there was no handover of a syringe driver needing to be commenced and no evidence of a syringe driver insitu.
Also informed palliative care nurse specialist who stated that the dose was quite small so wouldnt have effected too much having missed these doses.
Dr looking after patient also stated she was reluctant to commence a syringe driver as he had been without one and should monitor the shortec efficacy.			a&e agency staff staff had not handed over about the syringe driver. 
staff had not read previous medical documentation stating driver was required. 
Driver was not ongoing at the time and no documentation of it.
			patient was reviewed immediately and adequate pain relief had been given as required when requested. 
drs concluded that a driver was not actually necessary. 
oral medication was prescribed for prn pain.						as above						Bessy Howell, Holly Robinson, Ms Sarah Yeap												Closed						thank you for reporting. 
investigated appropriately 						no			Oxycodone			Oxycodone


			7/24/23			7/24/23			33429			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 20			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			Patient received from recovery staff onto Cardiac ITU. Noradrenaline infusion running. Nurse had noticed that label was not fully completed, no record of what mg Noradrenaline was in the syringe. The prescription was also not signed on the prescription chart. 			NIC informed. Email has been sent to relevant theatre staff. 
Noradrenaline syringe changed. General surgical SHO phoned to come sign prescription. 																		Dean Williams, Dr Lewys Richmond, Dr Tracey Wall												Under Investigation															Noradrenaline			Noradrenaline


			8/2/23			7/25/23			34333			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			Admitted and medications incorrectly transcribed to HEPMA, including inappropriate dose of antiepileptics and no Pregabalin transcribed (150mg OM and 75mg BD).
Error identified by Palliative Care Team on 27.7.23 at approx 16pm, on initial review.  
Patient reports seizure activity during this time period without her regular dose of antiepileptics.			Medications amended to usual prescription.																														New Incident															Lamotrigine			Lamotrigine


			7/26/23			7/25/23			33641			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Patient sent home without anticoagulants after a diagnosis of a pulmonary embolus.  			I had a telephone call from the patient's wife yesterday, 25/06/2023.  Her husband had been discharged from accident and emergency surg unit following a 5 day stay during which it was found he had a pulmonary embolus.  He had been told prior to discharge that he would need to self administer anticoagulant injections after discharge and these would be supplied.  When the patient returned home and checked his take home drugs there were no anticoagulants in the bag.  The patient's wife rang both the discharge lounge and the accident and emergency surg unit and on both occasions was told that they didn't have them as they weren't on the prescription form.  As a last resort the patient's wife called myself as I had previously met them in our HPB clinic. I told her I would look into it.  I have spent a considerable amount of time, visiting both the discharge lounge and the emergency department to try and get information.  I was just given the number of a medical Dr.  He then told me to ring the pharmacist and thankfully the pharmacist was able to confirm that the patient should have gone home with anticoagulant medication which he then prepared ready for collection.  I rang the sister in charge of the emergency department who was going to arrange transport to deliver the medication to the patient today.  I have spoken a few times with the patient and his wife to update and reassure them.  He did not have any training or information on the administration, storage or disposal of the medication but they are able to get in touch with people local to themselves who are able to advise.															Inappropriate safeguarding trigger.  Relates to unsafe discharge and should be escalated via internal processes.  No further role for CST, please amend safeguarding elements to "no".  If you wish to discuss, please contact CST on 01639 683164.			Claire Herbert, Mrs Della Llewellyn												Management review/Make it safe plus															Tinzaparin			Tinzaparin


			7/25/23			7/25/23			33594			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			Night time medications given to patient . Patient claimed I gave him Tamsulosine 400 mg instead of Pravastatin 10 mg after about  an hour after he took his night time medications.			Patient re -assured, Observations recorded, NEWS 0. Reported to On call doctor on 23066 who said he was very busy at the time. Advised to monitor the patient overnight and  inform him if there is any changes.
Also reported to Site Matron on 23123.																		Mrs Phylippa Thomas-Dyer, Miss Louise Horton												Under Investigation


			7/25/23			7/25/23			33582			Patient/Service User			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			Low			Drug error involving neuromuscular blockade drugs:
Drugs drawn up by a junior colleague. Drug labelled as rocuronium given by consultant for intubation whilst the junior colleague was managing the intubation,. The empty ampoule was alongside the drug and was actually atracurium. This was not realised at the time.

Intubation was performed after 3 minutes and was uneventful.
200mg sugammadex was given at the end( 50 minutes after intubation)
Only one twitch was noted on the TOF. The electrodes and nerve site was changed on the nerve stimulator. The TIVA was switched off. Again only one twitch noted so a further 200 mg sugammadex given. The patient developed a classical partially reversed twitching pattern .Massimo at this stage was 57.
A further 200 mg sugammadex was given ,drugs were drawn up to re intubate, however the tidal volumes increased to 200-250 ml and the patient was opening her eyes.
Extubation was carried out ,the patient was stable and taken to recovery.

Shortly afterwards the junior colleague returned to recovery after it had been realised that the actual drug in the syringe was atracurium.
No further treatment was required at this stage.

The patient was unable to communicate in English and had come in with a friend as an interpreter.
The friend was called and came to recovery about an hour after the event.
Through the friends interpretation the patient was asked if she had felt uncomfortable, weak of distressed when waking up, which she hadn't.



			As above , extubated and observed in recovery.

																		Dr Lewys Richmond, Lucy Stacey												Management review/Make it safe plus															Atracurium			Rocuronium


			7/26/23			7/26/23			33692			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			Patient admitted on 25.6.23, not had meds prescribed on HEPMA or drug chart. Escalated numerous times to medical team today. We were informed it will be done, one doctor not trained on hepma  and later on escalation team stated it is being done, other doctors are helping now. 			Escalated numerous amount of times, escalated to on call who kindly prescribed on hepma after 17.00pm. 															incident reviewed against SI/DoC reporting requirements. Based on reported outcome and immediate actions there is no indication that significant harm was caused as a result of the failure to provide medication. Incident downgraded			Dr Rhodri Evans												Under Investigation


			8/1/23			7/27/23			34235			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			Patient transferred from AMU to ward R without medication, resulting in missing dose of Parkinson's medication.			Ward R contacted pharmacy, who went to AMU to collect the medication and delivered to the ward. 			patient transferred without his own medication			no harm to patient. medications obtained from pharmacy and administered to patient						high use of temporary staff, high acuity/ dependency in unit. high workload. pressures to create/ facilitate patient flow through unit to wards						Aklima Bari, Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						Thank you for reporting.
High use of temporary staff, high acuity/ dependency in unit. high workload. pressures to create/ facilitate patient flow through unit to wards & for staff to be reminded, to transfer own medications with patients.						for staff to be reminded, to transfer own medications with patients			Co-beneldopa			Co-beneldopa


			7/31/23			7/30/23			34150			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			Low			Went to give PRN medication to patient via paper drug chart and noted that missing information in regards to administration rote and dose given for Lorazepam and paracetamol.			Informed Sister in charge.			compassionate approach required to explain to staff about the correct way in filling out the form			an empathetic approach is needed on occasions to find out exactly why an error has occurred and understand the reasons why before datixing.  						discussion to be had with reporter and staff involved. 
discussed with clinical educator who has suggested discussion around team working and compassion for colleagues						Bessy Howell, Holly Robinson, Ms Sarah Yeap												Closed						1-1 discussion to be had with reporter and staff involved. 
discussed with clinical educator who has suggested discussion around team working and compassion for colleagues						discuss with staff and reporter			Paracetamol			Paracetamol


			8/3/23			7/31/23			34522			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Moderate			During review of patient it was noted that there were a number of issues that were identified as being unsafe practices with regards to documentation and administration of medications:
1. PCA and nerve block documentation was not completed as required and as per policy.
2. Long acting analgesic opioid (Longtec 10mg BD) given alongside PCA and risking opioid toxicity.
3. PRN short acting analgesic opioid (shortec 5mg PRN) given alongside PCA.			Ward staff nurse in charge informed of errors and has agreed to discuss with staff member. Nurse in charge will also convey concerns to ward manager			It is clearly documented in the clinical notes by the patients team in ITU to switch to longtec and shortec while continuing with fentanyl PCA. We have seen that it has been documented that all medications can be given at the same time and have been, however pain team have also confirmed that as it is documented that all medications are to be given at the same time that these are instructions from the Dr's and therefore instructions have been followed. Patient was in ITU at the time and would have been monitored closely therefore pain team also confirmed that this may have been correctly instructed. Patient was eventually transferred to Ward T still with the same instructions to continue with medication prescribed. Staff members on Ward T raised these concerns to a member of pain team as to whether all of these  medications should be given and pain team documented that they should not be administered together. Although this is a communication error between medical members of staff and pain team as members of pain team have said that as this patient was  in ITU this was suitable as patient was closely monitored, although when patient transferred to the ward medication should have been re-assessed and clearly documented. Some documentation by nursing staff needed much improvement and staff members will be approached and be given education on this.  			Staff nurse contacted pain team to review patient on the ward at the time of being on longtec, shortec and PCA. At the time pain team reviewed patient, this was brought to their attention that patient was on opioids as well as PCA and this raised concerns. Ideally this should have been avoided due to the risk of toxicity, however Dr's did prescribe all medication together and it is clearly documented that this was planned. This was immediately documented by pain team that longtec can be continued but shortec is not to be continued. Nursing staff have been approached as shortec had been given once while on PCA and since pain team had documented to not give shortec, therefore further education will be given to those members of staff for further understanding of PCA and pain management. 						To ensure that all documentation is accurate and reached to the appropriate team members for further confirmation of clear plans within the individuals treatment and recovery. Nursing staff members raised the concerns to question the opioids which was very sensible, although shortec was still prescribed on the chart, it would have been sensible for the patients clinical team to discontinue this while patient was on PCA to prevent a drug error. Ward managers have reached out to all members of staff to offer PCA training for better understanding and documentation of the delivery of analgesia.       			Matron Sophie Evans - has reviewed this incident and downgraded it- no harm/ low- patient safely discharged home
learning for the ward staff picked up. Discussion to be held with ward manager to initiate refresher training/new training. 
Met with pain team to discuss incident.      			Mrs Rachel  Helen Lang, Mrs Sallyanne Greenfield, Mrs Sophie Evans, Mrs Suzanne Holloway, Niamh Parry												Closed						Communication between all MDT needs improving. Medication needs to be appropriately prescribed or discontinued by Dr's as nursing staff followed Dr's instructions, however the Dr's prescription was incorrect and this was corrected by pain team one patient had already received medication. Further education will be given to nursing staff in regards to PCA and pain management, as there is room for improvement within administration and documentation. 						Discussions about clear communication with both medical team and pain team will be needed to ensure that a clear pathway for patients pain management can be received appropriately and so that staff members have a clear indication of what to give prioritising patient safety and by following suitable protocols. Nursing staff members followed instructions according to Dr's documentation and prescription and therefore questioned this once patient arrived on the ward. This will be discussed with all members of staff to have clear communication and indication of pathway for safe administration for the patients and  for the members of staff administering medication. Have discussed with Ward manager for further education sessions for members of staff in regards to PCA training and pain management, this will be organised appropriately. 			Oxycodone			Oxycodone


			8/1/23			8/1/23			34196			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			Patient has been offloading on IV furosemide 80mg TDS. Was handed over that patient has now stepped down to IV furosemide BD. Stated in the notes that patient is '?stepdown to po diuretics'. Checked overnight twice by two staff nurse to ensure patient was still on IV and appeared to still say IV?. Gave patient this morning IV furosemide 80mg (checked identification verbally using patients bedside notes - did not bring bedside computer). Went to sign after infusion had completed and patient is written up for po furosemide 80MG BD. 			Datix completed, handing over to day team and have made a note on patients HEPMA so staff know not to give po morning dose. Will complete reflection and hand to ward manager. 			IV furosemide 80mg (checked identification verbally using patients bedside notes - did not bring bedside computer). Went to sign after infusion had completed and patient is written up for po furosemide 80MG BD. 
 Nursing notes viewed - documented as -
Checked overnight to see if patient was for IV furosemide as handed over patient was for IV furosemide BD instead of TDS and also stated on the notes for consideration of switching to po but nothing confirmed. When checking hepma appeared to say IV, so gave IV furosemide 80mg this a.m, however, when went to check to sign it after the infusion was finished it had said PO and not IV. Unsure when this changed as when checking patients IVS in the morning to make sure who was definitely on IVS. Went to explain to patient but doesn't seem to understand. Datix completed, 34196. Have omitted morning dose of po furosemide and will hand over to day staff to mention to drs as no on call SHO overnight.  

Hepma reviewed and system indicates dose of furosemide was changed on 31.7.23 at 15.28hrs.
No harm occurred to patient who had been receiving iv  prior to error  - however learning points.			No  harm occurred to patient however learning outcomes of importance of cross referencing medications prior to administration to ensure doses  and routes has not changed. Safety checks must always be undertaken at bedside utilizing electronic prescription.  The person involved in this incident has reflected on this , and realizes the importance of all steps in safety checks and has given reassurances she will ensure these are followed. 						importance of medication  prescription and administration checks to ensure safety if maintained. 						Marie Grace Aveo, Mrs Melanie Brooker												Closed						Thankyou for reporting the incident where a patient was administered iv diuretic instead of oral. Whilst there was no harm to the patient as it had been receiving intravenous diuretic up to the time of the incident. You are reminded of the importance of the medication safety policy and  cross referencing of  the prescription in addition to taking electronic device to bedside. .  						Importance of cross referencing HEPMA chart at bedside with mobile units available as part of medication safety checks. 
Importance of escalation process where no sho on-call, the registrar id to be informed. 
Importance of effective communication between teams. 			Furosemide			Furosemide


			8/1/23			8/1/23			34243			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board’s agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 4 doses of Trimethoprim.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently. 

The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via signal by clicking on your user details in the top right-hand corner, selecting links and then HEPMA reports. 
			Medical teams have been requested to check all medication prescriptions on ward rounds to help avoid this happening			doctors need to review full medication charts when on the ward rounds to ensure no medication is suspended. nursing staff to check full prescriptions before first administration to notify team if any medication is suspended.						doctors need to review full medication charts when on the ward rounds to ensure no medication is suspended. nursing staff to check full prescriptions before first administration to notify team if any medication is suspended.						Cerys Jones, Kendall Yeates, Mrs klare Rogers, Prof Alexander Chase												Closed						thank you for reporting.						Senior registrar has spoken to the teams 			Trimethoprim			Trimethoprim


			8/2/23			8/1/23			34263			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			When counting the controlled medication at the start of the night shift Zomorph 10mg had 58 tablets, however the controlled medication book indicated that there was 59 tablets. confirming that one tablet was missing.  The nurse from the day staff did not know how this was missing and who had removed the medication without documenting.			Nurse in charge made aware of insidance, nurse in charge and night staff, re counted Zomorph 10mg and confirmed 58 tablets 			x1 Zomorph 10mg tablet unaccounted for
Staff unable to trace last user to dispense Zomorph medication no record on omnicell
			All staff to be reminded of the importance of complying with medicine management and SBUHB policies
Issue to be raised within twice daily nursing handover and staff meetings 
Clinical lead consultant to be made aware and to raise issue within medical meetings						as above			02.10.23 CD review meeting taken place with HON, Education and reminders to be disseminated about sign out- not just nursing access to the CD Omnicell. 
			Rachel Newton												Closed						as above						All staff to be reminded of CD policy and importance of compliance with SBUHB medicines management
			Morphine			Morphine


			8/2/23			8/2/23			34374			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			Low			Nurse found the line which is supposed to be connected to bilateral rectus sheath is attached to the peripheral cannula instead. When checked the filter is left open and the right side of rectus sheath is disconnected.			The line was connected back to the filter, also the right side of rectus sheath reconnected. Nurse in charge informed  and Dr (3rd on call ) made aware of the incident. Advised to monitor and closely observe patient for any signs of reaction.			the patient was on rectus sheath for the last 4 days , It was prescribed properly in the nerve block chart and been monitor ever since, upon checking the rectus sheath at about 9 pm (02/08/23) it was connected in the peripheral line instead to the filter going to the abdomen  where the operated site.			As per policy of our department all the infusion line should be handover one by one as prescribed. 						As per policy of our department all the infusion line should be handover one by one as prescribed. 			I have discussed this incident with Staff Nurse RT who was caring for the patient on the late shift.  She assures me that, when she finished her shift, the patient had 3 infusions (Hartmanns solution, Total Parental Nutrition and a Fentanyl PCA) running centrally, and that there was nothing running on his peripheral line.  When I asked RT if she had handed over the lines attached to the patient by following them from pump to patient, she said that she had not.  We discussed the implications of this and how this incident had highlighted how important that part of the handover was.  I have uploaded RTs statement. 			Susana Sanorjo												Closed						As per policy of our department all the infusion line should be handover one by one as prescribed. 						when discovered it was connected to the wrong route immediately stopped the infusion and informed the doctor. the doctor advise to monitor closely the patient any signs of reactions. 			Levobupivacaine			Levobupivacaine


			8/4/23			8/2/23			34604			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			patient given incorrect dose of IV Isoprenaline, previously the drug was stocked as 2mg in 2mls. This has recently changed to 1mg in 5mls which has resulted in an error. Only 1mg in 5ml was diluted and given to the patient.  			IV infusion discontinued
No harm to patient.
Dr informed.			The medication supplier for this drug has recently changed. Previously the drug came as 2mg in 2ml which required only 1 vial to be diluted.
Newer stock, by a different brand, now supply the drug as 1mg in 5ml. 
Therefore two vials needed to be diluted for 2mg dose.
This was highlighted to all substantive staff when the change was made, however the nurses drawing up the medication were temporary (agency) staff and were unaware of these changes. 
Both nurses were made aware of the error  			Ensure all drugs are checked thoroughly before administrating
When possible - one substantive staff  member to check (although not always possible) 						ensure staff remain vigilant in checking drugs
When possible - one substantive member of staff to check. 			The medication supplier for this drug has recently changed. Previously the drug was 2mg in 2ml which required only 1 vial to be diluted.
Newer stock by a different brand now supply the drug as 1mg in 5ml.
This was highlighted to all substantive staff when the change was made, however the nurses drawing up the medication were temporary (agency) staff and were unaware of these changes. 
Both nurses were made aware along with all regular temporary staff. 			Cerys Evans, Jade Stamate												Closed						ensure staff remain vigilant in checking drugs
When possible - one substantive member of staff to check. 						All regular agency staff were made aware along with substantive staff reminded. 
Nurse bank informed as it was two agency nurses checking drugs 			Other Drug not listed			Other Drug not listed


			8/4/23			8/3/23			34645			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			Moderate			Patient found to be in acute kidney injury. Fluids were prescribed and then verbally discussed with the nursing staff in charge of the bay. This was not administered and resulted in the patient becoming extremely hypotensive and his renal function had worsened the following day. 

A similar incident occurred with another patient in another which also resulted in patient's renal function worsening the following day.			patients cannulated and intravenous fluids prescribed and administered, renal function to be monitored over the weekend by on call doctor															Incident reviewed against SI/DoC reporting requirements. Escalated to Duty Head of Nursing to review and update the incident with the rational for the downgrade. 			Mrs Hilary Thorne, Mrs Karen Thomas, Mrs Caroline Morton												Under Investigation															Glucose + Sodium chloride			Glucose + Sodium chloride


			8/3/23			8/3/23			34508			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
Patient missed 3 doses of Meropenem.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Anti-biotics automatically held by system.
IV medications not reviewed by medics
3 Dosses missed.			Doctors and nurses did not identify need to review medications until medications held by system						Importance of communication between doctors and nurses regarding medication reviews 						Dr Nicky Leopold, Mrs Marites Colarina, Nathan Riddle												Closed						Thank you for this datix. Learning point identified in the need to review medications promptly. Will discuss incident during handover period to make staff aware of the issue. 						Anti-biotics recommenced but since discontinued as per medics.
Staff reminded of importance of prompting doctors to review medications
Discussed with doctors to advice them of the issue and the need to review medications, otherwise it will automatically hold the medications. 			Meropenem			Meropenem


			8/3/23			8/3/23			34513			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 6 doses of Amoxicillin & 3 doses of Clarithromycin. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. Patient missed 6 doses of Amoxicillin & 3 doses of Clarithromycin. 

patient admitted 27/7/23 at  21.40 
pt was on po doxycycline for 48 hrs with no symptom improvement.
On call medica r/w on sat 29/7/2023 was where poabx switch to below two new abx commenced. They commented that the pt was not on their list and had it not been for ward staff calling them for review then they would not have reviewed or checked his bloods even. 
Saturday 29/7/2023 prescribed po amoxicillin 500mg three times a day , and clarithromycin 500mg oral twice daily for infective exacerbation of copd. Review of chart was not undertaken by the doctor on at 72 hours - thus medication suspended by hepma. 
30.7.23 01.45hrs   report states patient symptomatic - audible cough and bringing up sputum. 
1.8.23 - improved -pt not SOB.  - at this point dr`s should have reviewed medication - however new doctors on ward failed to check. 

			Poor communication between medical team to arrange timely review of antibiotics.
Knowledge of ARK protocol to review before 72 hours. 
No knowledgeable ward receptionist/admin to transfer patient appropriately. 
Change over of new Dr's during these dates when review was due. 
No correct transferring of patients to the correct medical team. 
This needs to be flagged to the correct teams to review and be made aware of policy if antibiotics are prescribed. 						To re-iterate knowledge of ARK protocol to review new antibiotics before 72 hours to medical and nursing staff so to aim to chase review if required. 						Bethan James, Dr Richard Purnell, Marie Grace Aveo, Mrs Karen Owen, Narendra Chinnappa, Sheree Kowalski												Closed						Will ask medical and nursing teams to feedback re reviews within 72 hours of commencing a new antibiotic as per ARK. 						hepma review of all abx and dates prescribed and what was administered by nursing staff.
WCP review of all tests on list since admission and what name they were ordered under. 			Clarithromycin			Clarithromycin


			8/8/23			8/4/23			34865			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Asked to review patient by site. Patient had been aggressive to nursing staff overnight and they wanted to transfer patient to an appropriate bed. On review, Patient was noted to be extremely drowsy and was dribbling from his mouth. There were 2x psych liaison nurses monitoring him and they both raised concerns regarding administration of medication to patient. It was noted that patient had been given 2mg IV Lorazepam at 09:25am, 2mg IV Lorazepam again at 09:35am and then a further 1mg IV lorazepam at 09:50am. 5mg of oral diazepam had been administered at 07:15am. Prior to this, 2mg IM Lorazepam had been administered at 03:15am. In total, the patient received 7mgs of Lorazepam and 5mg Diazepam in a space of 6.5 hours. BNF guidelines state 1-4 mg daily in divided dose for adults. In terms of the elderly, 0.5 - 2mgs daily in divided doses. Patient is 67 years old, frail with severe Parkinsons. 			2x Psych liaison nurses monitored patient until 2pm - handed back to nursing staff in ED. Medical matron arranged a bed on COTE ward.			Medication chart not scanned so unable to check times Lorazepam was given or if written up correctly 
Documented on notes that remained aggressive post 1st dose of Lorazepam and given more and remained aggressive 			Speak to nurses who administered Lorazepam 						None			MP email to Dr Mamood for review of medication			Claire Herbert, Karen Thomas, Michelle Furlong, Mrs Suzanne Holloway, Ryan Lane												Closed						Staff to be reminded to check BNF guidelines re medications given
						None			Lorazepam			Lorazepam


			8/7/23			8/6/23			34813			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			patient seen on friday plan in place to stop buprenorphine patch and start fentanyl patch. Came to review today fentanyl patch was prescribed started and applied on saturday then changed by nursing staff on sunday, although it was documented change 72hours. Patient reports the buprenorphine patch was only removed this morning although it was crossed off the drug chart and discontinued on friday. 			Patient made safe, explained that the buprenorphine patch was still in situ and the benefits of the fentanyl would have been counteracted by the buprenorphine patch. 			Medical notes (pain team entry) clearly says to stop Buprenorphine patch and start Fentanyl patch. 
Buprenorphine patch prescribed as Reletrans. 
No documentation to advise to remove Reletrans patch. It was stopped as advised by a prescriber. Staff unfamiliar with prescribed name as buprenorphine not written anywhere on the chart. Fentanyl patch ordered on Friday and checked into the controlled drug cupboard 5pm yet wasn't applied until Saturday morning. 
The Fentanyl patch was also replaced on the Sunday. The drug chart does poorly say every 72 hours but the drug chart wasn't crossed and boxed as per usual at this point, drug chart attached in documents. Drug chart amended with boxes and crosses on the Sunday 6/8/23
Prescribers signature illegible and no bleep number included to discuss			No actual harm to patient
The delay in removing the Buprenorphine lead to delay in the Fentanyl taking affect. Nurse in charge has reflected on this
Poor prescription lead to error in fentanyl being changed the following day now after 72 hours
						Fentanyl patch should of been applied on 4/8/23 at 1700 when it arrived on the ward.
Buprenorphine patch should of been removed when Fentanyl applied.
Clear prescribing could of lead to the early Fentanyl change not occurring.						Leanne Edwards, Miss Claire Topliss, Mrs Ceri James, Mrs Debra Gormley, Dr Lewys Richmond												Closed						No actual harm to the patient
The delay in removing the Buprenorphine lead to delay in the Fentanyl taking affect 
Poor prescription lead to error in fentanyl being changed the following day now after 72 hours
Prescribers signature illegible and no bleep number included to discuss						Statements from staff as to why Buprenorphine patch wasn't removed on Friday 4/8/23 added
Statements from staff as to why Fentanyl wasn't applied on Friday added
Statements from staff as to why Buprenorphine wasn't removed when fentanyl patch applied added
Statements from staff as to why Fentanyl patch was changed on the Sunday 6/8/23 added
Statement as to why Fentanyl had to wait till Saturday morning added
Statement from patient added. Patient is concerned about the overseas nurses understanding of what the patients are actually saying to them. She is concerned they do not understand enough english to meet all patients requests/needs. Patient met with Matron to discuss this.			Buprenorphine			Fentanyl


			8/8/23			8/7/23			34850			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			We have not received a DAL yet but from GP OOHs entries it appears that the patient was sent to AMU with suspected pneumonia / COVID Symptoms worsening. The patient was given a handwritten WP10 script for 'Amoxicillin 1g TDS' and 'Clarithromycin 500mg BD'. The script  did not contain duration information or quantity to be supplied details. The practice was contacted informing us that the script could not be dispensed and a new prescription was done to include duration. This lead to a delay in this 99 year olds treatment and additional input from the patients GP. I have the prescribers details. Training is needed			Apologies given, prescription re-done correctly on presumption was to treat a pneumonia															Incident reviewed against SI/DoC reporting requirements. No indication that patient incurred significant harm as a result of the prescribing error - therefore does not appear to be any delay in identifying and resolving the problem. Acknowledge Near Miss. Incident downgraded			Dr Rhodri Edwards												Under Investigation															Amoxicillin			Amoxicillin


			8/7/23			8/7/23			34815			Staff/Contractor			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 20			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			1x ampule of Morphine 10mg/10ml smashed.
As the Controlled drug door was opened in the morning to conduct a controlled drug check by 2 members of registered staff, a box of morphine fell out and 1 of the ampules smashed on the work bench.
Event was witnessed by 2 nurses and an anaesthetist. 			Ampule remains were placed into a pot and sealed back in the cupboard. Both staff members conducting the morning drug check signed the CD book to show a smashed amp.
Line manager informed.
Pharmacy informed. 			Member of staff followed policy and procedure , spoke to pharmacy and they will come to remove broken ampoule.			Unintentional occurance 						none						Dean Williams, Mrs Johanna Banks												Closed						thank you for your quick reporting of this incident . 
All policies and procedure followed .						none			Morphine			Morphine


			8/8/23			8/8/23			34843			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 5 doses of Piperacillin / Tazobactam.			his patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Mrs Sara Morgan												Closed						Thank you for reporting this incident - Consultant informed and aware of these issues - will remind the medical team.
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						his patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			8/8/23			8/8/23			34885			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			MST found in NOMAD in medication returns from the ward.			Discussed with ward Sister before booking into the CD register on the ward. Then booked out of the CD register and returned to pharmacy for destruction.																		Samantha Evans, Nerys Jones, Julius OBANA												Under Investigation															Morphine			Morphine


			8/8/23			8/8/23			34844			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiac Rehabilitation			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
Patient missed 3 doses of Levofloxacin.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 						Ensure antibiotics are reviewed on time. 						Dr Richard Purnell, Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Medics will review antibiotics. 			Levofloxacin			Levofloxacin


			8/11/23			8/9/23			35197			Organisation			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Minor Injury Unit - NPTH			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Minor Injury Unit (MIU) - NPTH (from 5.12.22)			Low			Fridge found to be turned off at mains switch.
Contents exposed to out of range temperatures for approximately 12 hours.			Fridge turned back on.
Contents removed to another fridge then returned to pharmacy for quarantine, pending stability checks
Contents replaced by pharmacy when temperature stable in range
																		Mrs Rebecca Clarke												Under Investigation															Ergometrine + Oxytocin			Glucagon


			8/11/23			8/10/23			35175			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			whist reviewing the patient pain management following surgery on the 10/08/2023 I noted that the patient had received intrathecal opioid 1mg diamorphine which the period ended on 11/08/2023 at 11.45, however during the intrathecal period the patient had received his long acting opioid and short acting opioid. 
There was no documentation from the anaesthetist to give the long acting opioid whist in intrathecal period.
 			I have discussed this with the ward manager and charge nurse.
I checked the patients vital signs which were stable
ward manager emailed to discuss any further support or training needed for the ward.
			The medication was given as had not been crossed off on the drug chart.  Gaps in learning identified as not all staff are confident in their understanding of what medication should or should not be given with intrathecal anaesthetic.			The medication was given as had not been crossed off on the drug chart.  Gaps in learning identified as not all staff are confident in their understanding of what medication should or should not be given with intrathecal anaesthetic.						As above						Mrs Julie Andrews, Francesco Bonifacio, Samantha Beamond												Awaiting Closure						An intrathecal info/teaching folder has been commenced on the ward and all staff have to sign that they have read the material.  Intrathecal care plans have been emailed to all ward based qualified staff.  All staff to complete the e.learning by the end of August.  Learning to be discussed on the daily ward huddle for the next month.  Acute pain team has agreed to support where necessary.  Risk discussed with pain team that although the intrathecal sticker is placed in the medication chart, it would be helpful if doses of analgesia not to be given, were crossed off.						An intrathecal info/teaching folder has been commenced on the ward and all staff have to sign that they have read the material.  Intrathecal care plans have been emailed to all ward based qualified staff.  All staff to complete the e.learning by the end of August.  Learning to be discussed on the daily ward huddle for the next month.  Acute pain team has agreed to support where necessary.  Risk discussed with pain team that although the intrathecal sticker is placed in the medication chart, it would be helpful if doses of analgesia not to be given, were crossed off.			Morphine			Morphine


			8/11/23			8/11/23			35189			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Moderate			There has been a drawer filled in the OPAS pod full of medications which are not locked away, This could be very detrimental as we have patients who can become quite wondersome. 			medications removed 
nurse in charge made aware 
matron made aware 																		Mrs Rebecca Bowers												Under Investigation


			8/12/23			8/11/23			35213			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Low			patient admitted on 10/8/23 due to low haemoglobin, while starting to give medications noted no prescribed , patient known epilepsy and asked patient if she is taking medications prior to admission and patient stated  on regular medications. Patient informed me that she is not given medications since admission. No prescribe in HEPMA and in paper chart.			Informed doctor and all her due medications are prescribed. Stat medications given. Informed nurse in charge.																		Mrs Rachel Thomas, Mrs Sara Morgan, Miss Gemma Hanbury, Maria Briones												Under Investigation															Levetiracetam			Carbamazepine


			8/11/23			8/11/23			35183			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
Missed 2 doses of Gentamicin.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Samantha Evans, Nerys Jones, Julius OBANA												Under Investigation															Gentamicin			Gentamicin


			8/13/23			8/12/23			35267			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Moderate			Levetiracetam T34 Syringe Driver was found, 1g Levetiracetam running dated 22:50 11/08/23 and 1g Levetiracetam dated 13:45 12/08/23 both running concurrently. Patient is only prescribed 1g. Patient was also prescribed Morphine T34 Syringe Driver that was not running at the time. 			Syringe drivers stopped @22:45 12/08/23, and entire prescription re-drawn alongside Registered Colleague Kiera Jones as witness and signed on drug chart. Levetiracetam driver and Morphine Driver re-started, monitoring documentation signed for. 															Update received following MES review. MES does not consider the drug error causative or contributory to the patient's death (see documents) - incident downgraded			Dr Rhodri Edwards, Miss Cleo Purchase, Mrs Katrina Rees, Olivia Rees												Management review/Make it safe plus															Levetiracetam			Morphine


			8/12/23			8/12/23			35237			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Moderate			Patient prescribed IV Flucloxacillin for infection to which 3 doses were already given since 11/08/23 2140. Upon checking notes, nurse on the late shift noted that patient is Allergic to Penicillin. This was documented twice; one on the Medical Clerking Proforma under Past Medical History and one on the A&E prescription form under Previous Medical History / Medications. Nurse checked on WNCR under Allergies and it was documented there on the 12/08/23 at 0039 that patient is Allergic to Penicillin with a reaction of rash. However, upon checking HEPMA under allergies on patient's system, "No Known Drug Allergies" were noted.

Nurse spoke to patient and asked if he was allergic to Penicillin and he said he is and confirms that his face and mouth swells when he takes it.

Background: Patient was admitted due to IECOPD, on 1.5L home oxygen, and CPAP for OSA. Patient was started on antibiotics for leg and groin swelling.			Observations taken and recorded. Monitored for allergic reactions. Charge Nurse and Doctor informed. Doctor came down to review patient. Doctor stopped IV Flucloxacillin and changed it to IV Teicoplanin. Offered nebulizers to patient. Allergy status on HEPMA changed. Patient and nursing team informed of situation. Apology provided to patient. Continued to monitor for anaphylaxis. 			Patient prescribed IV Flucloxacillin for infection and received 3 doses before it was noted that patient had a penicillin allergies. Nurse noted patient was allergic to Penicillin and had medial review straight away. It was clearly documented within medical notes and nursing notes. However on HEPMA it was not documented. No harm noted with the patient and no evidence of a reaction from patient receiving the antibiotics 			For staff to be more vigilant when giving antibiotics 						close monitoring and documentation of patients allergies.
Also Medical team informed of incident and what had been prescribed.			Incident reviewed. Further information required to establish the degree of harm caused to the patient as a result of the prescribing error. 			Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland												Closed						All staff made aware the incident and to ensure that allergies are checked with patients before medication is given 						No further action required. patient antibiotic changed and HEMPA updated 			Flucloxacillin			Flucloxacillin


			8/12/23			8/12/23			35239			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			Low			Staff gave IV metoclopramide instead of IV metronidazole to the patient. This error was picked up when coming to sign for the IV medications.			Doctor was phoned and came to assess patient, doctor was happy with the patient and advised to continue observations with the patient and if the patient feels unwell to inform the staff and the doctor will come back to see the patient. Observations taken, patient is stable. Correct antibiotic medication given as prescribed			Staff member administered patient wrong IV medication. 
Giving  IV metrocloprmide  (anti-sickness) instead of IV metronidazole (antibiotic). This was noticed when the 2nd checker went to sign Hempna. 
On call Dr informed and reviewed patient, no ill effects from medication, patient aware of incident. 
Staff state that the shift was very busy with high acuity, felt rushed to complete work. 
Both Staff to complete a refection. 

 			All staff to adhere to 2nd checker policy. 
IV administration not to be completed until it has been checked by X2 staff members. 
Patient did not suffer any ill effects post administration.  						Both staff to complete reflection and it will then be uploaded to this datix. 
All staff to adhere to 2nd checker policy. 
IV administration not to be completed until it has been checked by X2 staff members. 
Staff to allow time to complete an adequate check of medication, X2 staff to check.  			Await reflective accounts from both staff and will upload.			Mrs Hilary Thorne, Mrs Carys Walters												Under Investigation						Thank you for reporting this incident. 
There are a number of lessons to be learnt from this incident. 
All staff to adhere to 2nd checker policy. 
IV administration not to be completed until it has been checked by X2 staff members. 
Staff to allow time to complete an adequate check of medication, X2 staff to check.  						Both staff to complete a reflection. 
			Metoclopramide			Metronidazole


			8/14/23			8/14/23			35410			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Patient on End Of Life Pathway.
patients syringe driver had finished and needed to be replaced. Day staff did this prior to leaving their shift. Prescription chart was checked and signed by 2 qualified nurses from day shift.
As the agency nurse was due to leave, she asked me to go with her into the patients room to confirm that the syringe driver was infusing at the rate of 2mls/hour as per drug chart. This indeed was the case, but I asked her why there was only 32mls in syringe when there should be enough to last 24 hours. i.e  48mls and that this infusion would only last a maximum of 16 hours. She said that this was the right dosage.
I was still not happy with this, and stopped the infusion and went in search of administration and draw up protocol.			Infusion stopped.
I went to look for correct End Of life syringe driver protocol i.e how to draw up medication, what diluent needed etc.
no protocol was in patients notes, there were no protocols in the master copies folder in red phone room.
I managed to source a copy in Sisters office.
Nurse in charge Sister Gilpin was informed of the incident.
Syringe and contents was disposed of safely and a new syringe with correct dosage and diluent was made up and administered with the assistance of another staff nurse and myself.			Temporary staff set up initial infusion - unaware of local policies and unable to find file and as a result the policy.
No harm caused to patient
EOL policies newly introduced to unit resulting in staff being unfamiliar with their use and correct administration of medication in syringe drivers - previously ED staff were not involved in this process.
			as above						Ongoing teaching via clinical education team on EOL policies and correct set-up of syringe drivers including the location of the relevant documentation
Designated staff member allocated as link for EOL care to act as a point of contact for queries.
One substantive staff member to be involved in the setting up of a syringe driver as a minimum - 2 agency staff are not to undertake this procedure			Incident reviewed. No indication of significant harm caused to the patient as a result of dosing error. 
At the time of review patient remains in ED pending bed allocation - referral to Ty Olwen made. 
Incident downgraded			Mrs Suzanne Holloway, Rachel Newton												Closed						Temporary staff set up initial infusion - unaware of local policies and unable to find file and as a result the policy.
No harm caused to patient
EOL policies newly introduced to unit resulting in staff being unfamiliar with their use and correct administration of medication in syringe drivers - previously ED staff were not involved in this process.
Ongoing teaching via clinical education team on EOL policies and correct set-up of syringe drivers including the location of the relevant documentation
Designated staff member allocated as link for EOL care to act as a point of contact for queries.
One substantive staff member to be involved in the setting up of a syringe driver as a minimum - 2 agency staff are not to undertake this procedure						Ongoing teaching via clinical education team on EOL policies and correct set-up of syringe drivers including the location of the relevant documentation
Designated staff member allocated as link for EOL care to act as a point of contact for queries.
One substantive staff member to be involved in the setting up of a syringe driver as a minimum - 2 agency staff are not to undertake this procedure			Midazolam			Oxycodone


			8/16/23			8/15/23			35627			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Patient received both treatment dose Low Molecular Weight Heparin and Heparin (via the dialysis circuit) leading to double anti-coagulation. 			Patient receiving treatment dose Low Molecular Weight Heparin (LMWH) for Left Ventricular Thrombus in addition to Dual Anti-Platelet therapy for STEMI. Requiring continuous dialysis. Regional anti-coagulation stopped on 15/8 as per rising calcium and switched to Multibic. Heparin also prescribed to be given via the dialysis machine for filter anti-coagulation despite patient on systemic anti-coagulation. Patients APTTr checks being done systemically and not on venous port, meaning results indicate systemic anti-coagulation. Patient also received treatment dose LMWH whilst on Heparin. 

Error detected on 16/8 on ward round. Incident discussed with consultant (acting). LMWH stopped whilst on Heparin and APTTr monitoring to be continued as per protocol. Heparin noted on chart and in notes to make clear dual indication; filter anti-coagulation and LV thrombus. No signs of bleeding detected. Nurse informed.			This was discussed at consultant level through quality and safety.  It has been decided that, until the new multibic/heparin protocol is completed, patients who are not suitable for Ci-Ca dialysis and who require multibic, will not be prescribed any dialysis-related heparin and will be prescribed the appropriate dose of alternative anticoagulation.			Patients now receiving multibic dialysis will not be receiving dialysis related anticoagulation.  This will be reviewed following the development of a new multibic/heparin protocol.						That a protocol review was required.						Mrs Rhiannon Hall												Awaiting Closure						Thank you for reporting this incident, it has been investigated.						None at this time.  We will await the development of the new protocol.			Heparin			Heparin


			8/15/23			8/15/23			35465			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiac Rehabilitation			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
Patient missed 8 Amoxicillin doses. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 						Ensure antibiotics are reviewed on time. 						Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Medics will review antibiotics. 			Amoxicillin			Amoxicillin


			8/16/23			8/16/23			35640			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			(this IR was completed by the agency staff looking after this patient) I was on my own with a HCSW in ED with 6 patients and very busy and heavy shift. One of the patients Patient is a 78yo gentleman complaining of fall, head injury. pt normally on antihypertensive medications. Pt GCS monitored and he is under ED care until further instructions. GCS 15/15, PEARL size 4mm good power all limbs. The antihypertensive meds were prescribed but the prescription chart was not clearly dated so I accidentally given another dose of Candesartan and Amlodipine on the 16/08 when pt already has had it with the night staff but no mention on handover, only noted it on the nurses notes.  pt obs monitored hourly. informed the nurse in charge and ED doctor. to continue to monitor. 			pt obs monitored and recorded. pt is awake and looks comfortable. 
Nurse-in-charge aware that the unit is busy and difficult to managed on my own and just one hcsw, so she will look for more help.
ED doctor and nurse in charge informed. pt has been informed of the incident too. 																		Claire Herbert, Mrs Della Llewellyn, Rachel Newton												Under Investigation															Amlodipine			Amlodipine


			8/22/23			8/17/23			36105			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			Pharmacy technician attended AMU Shortstay drug room at 9.30am on 17/8/23, found CD requisition book and bottle of oxycodone liquid in sealed bag on counter top of drug room. Requisition book and oxycodone liquid were collected from pharmacy on 16/8/23  and not booked into CD cupboard or CD book at the time of arrival onto ward, appeared to have been left out on counter overnight.  			Senior nurse informed of incident and oxycodone liquid booked into CD record book and locked in CD cupboard 			Unit was extremely busy and was over looked. Staff know the importance of locking away CD medications.			discussed with unit staff the importance of controlled medication being locked away,						to communicate with staff to ensure CDS are locked away. 			pharmacy technician called myself to alert me that controlled drugs had been left out on the counter from previous day. Medication logged into controlled book and locked away straight away. Staff spoken to regarding the importance of controlled drugs being locked away. 			Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						Thank you for re[porting this incident.
This has now been discussed with unit staff the importance of controlled medication being locked away						NIL			Oxycodone			Oxycodone


			8/17/23			8/17/23			35747			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			None			Pharmacist reviewed patient's HEPMA chart to find medication prescribed which did not resemble that prescribed pre-admission. Medication prescribed on HEPMA chart included apixaban, insulin, digoxin, co-careldopa, dihydrocodeine, paracetamol, lorazepam, finasteride and simvastatin. This appeared to be a prescribing error. A paper chart was then found with the correct medication prescribed (both a paper chart and HEPMA chart were active). Fortunately, error was discovered before any of the incorrect medication was administered from HEPMA chart.			Pharmacist discontinued medication on HEPMA chart. Incident was discussed with gastroenterology consultant who will liaise with prescribing doctor's educational supervisor. 			Pharmacist reviewed patient's HEPMA chart to find medication prescribed which did not resemble that prescribed pre-admission. Medication prescribed on HEPMA chart included apixaban, insulin, digoxin, co-careldopa, dihydrocodeine, paracetamol, lorazepam, finasteride and simvastatin. This appeared to be a prescribing error. A paper chart was then found with the correct medication prescribed (both a paper chart and HEPMA chart were active). Fortunately, error was discovered before any of the incorrect medication was administered from HEPMA chart.
Pharmacist discontinued medication on HEPMA chart. Incident was discussed with gastroenterology consultant who will liaise with prescribing doctor's educational supervisor. 
staff nurse noted patient also on paper chart and administered from that which was correctly prescribed for the patient 
			there was no harm as a result of incorrect prescribing as nurse and pharmacist recognised error prior to any medications being given 						all medics educational supervisors to liaise with drs and reiterate importance of doubling checking prescriptions  			awaiting discussion with medics 			Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						educational supervisor met with medic responsible to HEMPA prescription and discussion held around importance of checking prescriptions against patient medical history 
all correct medications were administered by nurse who had recognised error and distributed medications from correct prescription on paper chart 
						Incident was discussed with gastroenterology consultant who will liaise with prescribing doctor's educational supervisor. 			Insulin degludec			Pregabalin


			8/17/23			8/17/23			35701			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 3 doses of Doxycycline. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Antibiotics were not reviewed therefore suspended. Not re prescribed on discharge therefore not required			Doctors were contacted and antibiotics not required. Patient discharges without the antibiotic in question						to ensure medication are reviewed						Catherine Allen, Helen Davies												Closed						Thank you for reporting. will feedback to doctors to ensure antibiotics are reviewed						no			Doxycycline			Doxycycline


			8/18/23			8/18/23			35827			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 5 doses of amoxicillin. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 						Ensure antibiotics are reviewed on time. 						Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Medics will review antibiotics. 			Amoxicillin			Amoxicillin


			8/18/23			8/18/23			35821			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 5 doses of amoxicillin.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			Consultant of ward has advised medical team about the importance of reviewing antibiotics and discontinuing if needed.						Doctors make aware of the importance of reviewing all medications in a timely manner						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Closed						Thank you for reporting this incident. Consultant of ward made aware and have advised the medical team of the importance of reviewing medication						no			Amoxicillin			Amoxicillin


			8/25/23			8/20/23			36298			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Moderate			Patients relative took picture of amoxicillin 1g in 100ml saline, the additive label had pts name, drug and administering nurse signature.  The relative has also taken pictures of the drug chart, the patient was prescribed meropenim and vancomycin iv.  The patient is not on amoxicillin, no batch number on label and no second signature.  The drug chart has meropenim and vancomycin double signed by two nurses.  The relatives brought the incident to Sister in charge attention two days later.  They are very angry and upset about the situation.			Nurse bank contacted as an agency nurse has made the error.  Datix complete, await nurses statement.  Dr made aware, nil ordered.			The nurse involved has said she has given the right drug, she cannot answer why amoxicillin is written on the label and no counter signature/batch number.  The nurse has written a statement that is attached to the datix.  From what she has stated she has given the right drug and is upset at her mistake.			The nurse has said she remembers giving the right medication.  Due to rushing she states she may have written the wrong drug on the label.						Two nurses must concentrate on what medications they are checking and signing for as in accordance with nmc code of safe practice.  The nurse has reflected on this incident and it would seem made a human error due to rushing.  States that she remembers the right drug was given.			Await statement from agency nurse.			Joanne Noble												Awaiting Closure						Two nurses must concentrate on what medications they are checking and signing for as in accordance with nmc code of safe practice.  The nurse has reflected on this incident and it would seem made a human error due to rushing.  States that she remembers the right drug was given.  The nurse is genuinely upset at the mistake and has learnt from the incident.						Nurse has reflected on the incident.  No harm has come to the patient.			Amoxicillin			Meropenem


			8/21/23			8/21/23			36025			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 3 doses of CO-TRIMOXAZOLE.			 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Natalie Dark-Harry, Matt Searle												Under Investigation															Co-trimoxazole			Co-trimoxazole


			8/21/23			8/21/23			36019			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 4 doses of CO-TRIMOXAZOLE.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Caroline Morton, Mrs Hilary Thorne												Under Investigation															Co-trimoxazole			Co-trimoxazole


			8/21/23			8/21/23			36011			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Missed 3 doses of PHENOXYMETHYLPENICILLIN.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team as per guidelines. Ward manager has spoken to ward Consultant. She will speak to her medical team and ensure that policy and guidelines are followed in a timely manner						Importance of assessing whether or nor medication is appropriate for patients and if antibiotics need to be stopped.						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Closed						Thank you for reporting this incident. All medical team advised to reassess the need for antibiotics and to discontinue if/when required						no			Phenoxymethylpenicillin			Phenoxymethylpenicillin


			8/21/23			8/21/23			36020			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 8 doses of FLUCLOXACILLIN.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Hilary Thorne, Mrs Caroline Morton												Under Investigation															Flucloxacillin			Flucloxacillin


			8/21/23			8/21/23			36023			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient 4 doses of CO-TRIMOXAZOLE. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Natalie Dark-Harry, Matt Searle												Under Investigation															Co-trimoxazole			Co-trimoxazole


			8/21/23			8/21/23			36010			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 6 doses of Amoxicillin.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 			This patients' antibiotics were not reviewed within the first 72 hours by the medical team. Ward Manager has spoken to the ward consultant. She has stated that she will remind the team of the importance of reviewing antibiotics.						Importance of reviewing medication and to either continue and to discontinue as per policy.						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Closed						Thank you for reporting this incident. Medical team has been reminded of the importance of reviewing antibiotics in a timely manner as per guidelines						no			Amoxicillin			Amoxicillin


			8/23/23			8/21/23			36205			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal			None			Patient established on PN, SMOF Kabiven 12gN at a rate of 62mL/hour over 24 hours. PN prescribed by twilight doctor incorrectly as SMOF Kabiven 12gN to be given over 12 hours - with no rate provided. PN administered, unclear at what rate the PN was administered.			Once identifeid, a new plan wad formulated for the PN to be administered over 16 hours and the prescription was amended to reflect this. 
(Please note, unable to find PN in medication section of Datix, and thus selected sodium chloride bag as it is a mandatory field)			The TPN rate was copied from the prescription above on the medication chart, however that was for IV Hartmanns.  After discussing with the prescriber, it appears this was due to inexperience and not driven by a decision on what rate the TPN was to run, outside of dietician advice.  The nurse administering the TPN followed the prescription, rather than the guidelines on the bag.			See above						As above						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond												Awaiting Closure						It appears to be due to inexperience on the part of the prescriber and the staff administering the TPN.  On discussion with the ward based pharmacist she was reassured that the rate was not a decision made by the junior doctor, rather that it was an error in the prescription.  The administering nurses have been reminded of the need to check the TPN bag against the prescription, and if there is a discrepancy, to check the medical notes, as at times dietitians can alter a rate after a bag has been dispensed by pharmacy.						The incident has been discussed with the prescriber and the nurse administering the TPN.  Reminded of the need to ensure that despite a prescription, TPN should be matched with the guidelines on the bag itself.  Also, it there is any doubt over a prescription, it should be checked prior to documenting the instructions on a medication chart.			Sodium chloride			Sodium chloride


			8/21/23			8/21/23			36016			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 4 doses of TRIMETHOPRIM.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Sian Ackland												Under Investigation															Trimethoprim			Trimethoprim


			8/21/23			8/21/23			36006			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiac Rehabilitation			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 6 doses of Amoxicillin.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Prescribed IV amoxicillin from 8th to 16th august,  changed to capsules 1g from night of 16th up to midday of 19th.  
Missed from 19th bedtime (this Saturday to identified today). Nursing staff when looking at quick chart will only be able to view current medications. There is no alert where medications are discontinued due to failure to review.  This is a medical patient and thus would not have been reviewed routinely over the weekend. 
Review today 21.8.23 - antibiotics stopped. 
			Discontinuation of antibiotic due to failure to review at 72hours.  Nursing staff would not have been aware as they use a quick chart review when administrating medications and do not automatically go into view discontinued medications. If there was a shift change  of staff they would not have not picked things up for the same reasons.  
Medical cover should note when they prescribe antibiotics and seek to review, however there is no alert on HEPMA to prompt them.  						Importance of medication chart reviews to ensure appropriate actions are undertaken. 
Importance of communication between teams. 						Mrs Melanie Brooker												Closed						Thankyou for reporting an incident where there was failure to review antibiotic prescription within 72 hours of prescription over a weekend period. Due to HEPMA visual screen in quick chart nursing staff would be unaware of need to review discontinued meds.  New medical staff in post have been educated on the need to review and update systems prior to weekend / at weekends. 						Doctors on ward informed of need to review - patient on co-trimoxazole twice daily,  and have now been stopped following consultant review. 			Amoxicillin			Amoxicillin


			8/22/23			8/22/23			36071			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 6 doses of TRIMETHOPRIM.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Medics to be encouraged to review the medication in a timely manner			Medics to be encouraged to review medications within the time stated						Medics to review within a timely manner						Mrs Samantha Francis												Closed						Thank you for reporting.
Medics to review medications within the documented time frame						Medics to review medications within the documented time frame			Trimethoprim			Trimethoprim


			8/23/23			8/22/23			36206			Staff/Contractor			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest ICU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			Both members of staff checked and administered intravenous Caspofungin but did not sign the medication chart to say that it had been given.  Dose given at 18:00 therefore night staff removed the bag, saw that it had been given and handed error over to the day team.			Night staff removed the administered medication but noticed that it had not been signed for.  Dose was ticked to show that it has been given.  																		Louise Ball, Mr Martin Nicholls												Under Investigation															Caspofungin			Caspofungin


			8/22/23			8/22/23			36072			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

Patient missed 4 doses of CO-TRIMOXAZOLE.
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Upon discussion with pharmacist, this medication had been suspended as per ARK protocol and not reviewed by the medical team.
Pharmacist had requested medical team to review and recommence or discontinue the antibiotic.
Doctor has now since discontinued the antibiotic as infection improved. 			Medication was reviewed and discontinued						as above						Holly Robinson												Closed						Thank you for reporting. 
Antibiotic has been reviewed.
Reminded medical team to review antibiotics as per ARK						nil			Co-trimoxazole			Co-trimoxazole


			8/24/23			8/23/23			36277			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest ICU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			Low			Medication Error staff nurse realised she had given 20mg of oramorph to a patient on PCA and reported it straight away to nurse in charge on ward. 			Patient put on regular observations and made aware of the medication error																		Louise Ball, Mr Martin Nicholls												Under Investigation


			8/23/23			8/23/23			36140			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed four doses of Co-Trimoxazole and five doses of Metronidazole. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 						Ensure antibiotics are reviewed on time. 						Hannah Killa, Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Medics will review antibiotics. 			Co-trimoxazole			Co-trimoxazole


			8/25/23			8/23/23			36300			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery			Low			Staff have administered oxycodone short acting instead of long acting on two occasions.			Staff to be made aware and give statements.  Datix complete.			The prescription reads oxycodone 15mg bd with longtec in small writing within brackets.  The patient had said she prefers liquid which she has had at home prior to admission.  The nurses gave oxycodone shortec liquid 15mg on two occasions instead of longtec 15mg.  The mistake was noticed 24hrs later by another nurse who could not see that the longtec had been given in the cd book.  Nurses have been made aware and have written reflections.  No harm has come to the patient.			Nurses have reflected on the incident.  The patient had been comfortable and no harm came to the patient.						Nurses involved have written reflection statements.  The error will be shared with staff to help prevent this reoccurring.			Await statements from nurses.			Joanne Noble												Awaiting Closure						Nurses involved have written reflection statements.  The error will be shared with staff to help prevent this reoccurring.						Await reflection statements from the nurses involved.  Doctors made aware-stated to give the correct oxycodone where prescribed.  The patient had been comfortable.			Oxycodone			Oxycodone


			8/23/23			8/23/23			36139			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed three doses of Co-Trimoxazole			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
																		Rhodri Davies												Under Investigation															Co-trimoxazole			Co-trimoxazole


			8/23/23			8/23/23			36141			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

The patient has missed five doses of Tazocin			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			-Hepna system suspends medication-no notification. 
-Antibiotics no longer required and were not re-started. 
			-Consultants to remind medics to review abx. 
-Poster on ward to remind the medical team to review abx. 
						HEPNA system suspends abx, abx need to be reviewed 72 hrs after commencing. 						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						Thank you for completing incident form. Medical team reminded that the HEPNA system suspends abx and they need to be reviewed 72hr after starting. 						-Medical team to be reminded to review ABX			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			8/25/23			8/24/23			36378			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Patient was prescribed Diazepam 2mg when required. CITU and CHDU are currently under specific Controlled Drug monitoring arrangements where all Controlled drugs are stored safely on CITU. SN went to borrow the Diazepam stock from CEW. Borrowing Controlled Drugs from another ward within pharmacy opening hours goes against the CD policy. 1 tablet was given from CEW to CHDU however the supplying CEW SN did not witness the administration. This also goes against the CD policy.  
			Pharmacist noticed patient was prescribed Diazepam prn and administration was witnessed by a CEW SN which prompted the review. Concerns raised to leads in all areas for review. Neighbouring cardiac wards reminded of the CD policy and not to borrow CDs between wards within core pharmacy hours.															Initial Assessment fact finding meeting to be held 29/08/23			Mr Ross Phillips, Rachael Brown												Under Investigation															Diazepam			Diazepam


			9/11/23			8/27/23			37660			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			Low			Patient missed 2 days of warfarin. Patient had a HEPMA chart for all regular medications apart from warfarin which was prescribed on paper.			Pharmacist discussed with doctor on the ward, unable to chart on HEPMA when rest of the paper chart was transcribed as they were still waiting for the INR result. This was passed onto on call who reviewed and prescribed for the Friday and Saturday night but not after that. INR checked on the Tuesday when error was noticed and was in range, therefore bridging therapy not required.

Pharmacist then spoke with Sister on the ward to make them aware of the incident.																		Samantha Evans, Nerys Jones, Julius OBANA												Under Investigation															Warfarin			Warfarin


			8/29/23			8/29/23			36580			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses IV Tazocin
			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses IV Tazocin
			 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Mrs Sara Morgan												Closed						Thank you for reporting this incident - will feedback to consultant 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			8/29/23			8/29/23			36572			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient had missed six doses PO Co-Trimoxazole.			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 						Ensure antibiotics are reviewed on time. 						Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Medics will review antibiotics. 			Co-trimoxazole			Co-trimoxazole


			8/29/23			8/29/23			36569			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed five doses PO Trimethoprim			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Patients antibiotic therapy was not reviewed in a timely manner.			Medical need to review medications full charts when doing their ward rounds						medical team to review full medication charts daily.						Mrs klare Rogers												Closed						Thank you for reporting this						Medical team approached again to be reminded that they should be checking the medications charts for all patients when they are reviewing patients daily.			Trimethoprim			Trimethoprim


			8/29/23			8/29/23			36547			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed seven doses of PO Flucloxacillin. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed seven doses of PO Flucloxacillin. 
Medics asked to review as matter of urgency and patient required further antibiotic treatment. 
Therapy was not reviewed prior to bank holiday and timed out as a result over the weekend 
nursing staff did not identify the need for this to be reviewed/continued  			medics did not review antibiotic treatment, this suspended after 72hours and the patient  missed 7 doses of oral flucloxacillin 
patient had recently been on intravenous antibiotics and fortunately did not require any invasive treatment other than re-prescription of oral medication 						nurses to check suspended medications on drug rounds and inform medics if anything to be reviewed 
medics to prioritise review of antibiotic therapy on a Friday 						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						medics clinical supervisors asked to discuss importance for these reviews on weekly teaching session

need to review antibiotic therapy discussed daily at board round 

discussed with medics, treatment re-prescribed, patient remains clinically stable and there has been no harm 						feedback given to medics and antibiotic therapy discussed at each daily board round

ward manager to discuss antibiotic therapy daily with medics and prompt reviews

medics clinical supervisors asked to discuss importance for these reviews on weekly teaching session 			Flucloxacillin			Flucloxacillin


			8/29/23			8/29/23			36575			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient had missed five doses PO Trimethoprim			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient had missed five doses PO Trimethoprim			 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. Will feedback to consultant 						Mrs Sara Morgan												Closed						Thank you for reporting this - this will be discussed with consultant and the new tea of doctors. 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Trimethoprim			Trimethoprim


			8/29/23			8/29/23			36578			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions.
The patient has missed six doses PO Doxycycline			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions.
The patient has missed six doses PO Doxycycline			 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Mrs Sara Morgan												Closed						Thank you for reporting this incident -feedback will be reported 						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Doxycycline			Doxycycline


			8/29/23			8/29/23			36544			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient had missed 5 doses of IV Co-Trimoxazole			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
																		Samantha Evans, Nerys Jones, Julius OBANA												Under Investigation															Co-trimoxazole			Co-trimoxazole


			8/29/23			8/29/23			36548			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed five doses PO Amoxicilin.
 			 This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			medics did not review antibiotic treatment, this suspended after 72hours and the patient  missed 5 doses of oral amoxicillin
nursing staff did not identify the need for this to be reviewed/continued  			fortunately the patient did not require any invasive treatment other than re-prescription of oral medication
discussed with medics, treatment re-prescribed, patient remains clinically stable and there has been no harm
						medics to review medications as matter of priority on Friday to avoid suspension of medications over a weekend 						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						medics did not review antibiotic treatment, this suspended after 72hours and the patient  missed 5 doses of oral amoxicillin
fortunately  he did not require any invasive treatment other than re-prescription of oral medication
discussed with medics, treatment re-prescribed, patient remains clinically stable and there has been no harm
						feedback given to medics and antibiotic therapy discussed at each daily board round

ward manager to discuss antibiotic therapy daily with medics and prompt reviews
			Amoxicillin			Amoxicillin


			8/29/23			8/29/23			36545			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed four doses of PO Co-Trimoxazole			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Samantha Evans, Julius OBANA												Under Investigation															Co-trimoxazole			Co-trimoxazole


			8/29/23			8/29/23			36573			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed four doses IV Co-Trimoxazole			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Miss Cleo Purchase, Morag O'gorman												Closed						thank you for reporting incident 

To inform clinical team of ARK guidelines 						The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Co-trimoxazole			Co-trimoxazole


			8/29/23			8/29/23			36570			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions.
The patient had missed four doses PO Co-Trimoxazole			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed.			Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 						Ensure antibiotics are reviewed on time. 						Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown												Closed						Thank you for your report, this has been investigated and will now be closed. 						Medics will review antibiotics. 			Co-trimoxazole			Co-trimoxazole


			8/31/23			8/30/23			36731			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Kepra not given as prescribed on shift due to no equipment being available. 
Kepra initially  prescribed 1g over 24hrs but was given bolus 
kepra 500mg then given  as  iv on night shift not the 24hr infusion originally prescribed for syringe driver as  still no equipment available.			morning dose (31/08/23) not given until further review from medical and palliative team															Incident reviewed. Patient moved to Ward J on 01/09/2023 where she is at time of update still admitted. 
The medication involved in this incident is used to treat epilepsy/seizures - patient has brain injury following traumatic fall pre-admission.
Patient reviewed by Palliative Care and clear end of life plan established - see documents
No indication that significant harm caused as a result of medication error - further information requested from ED to confirm			Claire Herbert, Karen Thomas, Mrs Suzanne Holloway												Under Investigation															Levetiracetam			Levetiracetam


			8/30/23			8/30/23			36640			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed five doses PO Metronidazole			 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Patient missed antibiotics as were not reviewed within 72 hours therefore suspended. Once suspended they don't flag up on the system for review. 			Doctors need to be aware and ensure they review the antibiotics. There is no pharmacy cover on the unit therefore the doctors need to ensure they are monitoring						Medications need to be reviewed regularly. When a patient is on antibiotics, doctors need to ensure they are reviewed sufficiently within 72 hours before they are suspended						Catherine Allen, Dr James Barry												Closed						Thanks for reporting. Will ask the doctors to be aware of the need to regularly review antibiotics. 						No			Metronidazole			Metronidazole


			9/1/23			8/31/23			36765			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 9			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			Patient received from Recovery nurse. Patient was handed over on noradrenaline. No drug additive label attached to Noradrenaline syringe. 			Identified by NIC on CITU. Raised issue with recovery nurse who was unaware, as came from theatre with it.
New Noradrenaline drawn up with label attached. 															Statement uploaded from the Recovery practitioner in relation to conjoined - datix 36770.
This statement highlights the express want by the Consultant anaesthetist to transfer the patient to CITU. This requirement then limited the time available to the recovery practitioner - whereby they may have been able to identify these deficits.
 			Dean Williams, Dr Lewys Richmond, Stuart Hughes												Management review/Make it safe plus															Noradrenaline			Noradrenaline


			8/31/23			8/31/23			36762			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			During the morning medications round with myself and one other nurse had 25 patients between us. Ward was high acuity and escalated. During the morning meds round one of my patients relatives was complaining and pushing that she had all of her meds except the linagliptin. The relative of the patient was telling me her current high blood sugar (24mmol/s) was due to this. The relative of course was advocating for the patient as the patient was confused and giving her reasoning appropriately. The medication was prescribed on HEPMA   for the morning which i had failed to spot . I asked the Dr to amend this and they told me they would whilst I gave the linagliptin. Only then I realised that the patient had already been given her linagliptin by the night staff and I informed the Dr this however the patient already had the medication. 

			I tod the patient relative what I had done. The patient relative said "That cant do no harm with her high blood sugar." Dr informed who had no concerns including the consultant looking after the patient. The Dr's informed me to keep an eye on the blood sugars which I did all day. The blood sugars have actually improved since. 

			During the morning medications round with myself and one other nurse had 25 patients between us. Ward was high acuity and escalated. During the morning meds round one of my patients relatives was complaining and pushing that she had all of her meds except the linagliptin. The relative of the patient was telling me her current high blood sugar (24mmol/s) was due to this. The relative of course was advocating for the patient as the patient was confused and giving her reasoning appropriately. The medication was prescribed on HEPMA   for the morning which i had failed to spot . I asked the Dr to amend this and they told me they would whilst I gave the linagliptin. Only then I realised that the patient had already been given her linagliptin by the night staff and I informed the Dr this however the patient already had the medication. 			Patient was accidentally administered a second dose of linagliptin even though the night staff had given it. The patient was in the yellow zone which at the time was a sitting area and the nurse to patient ratio was 2 RN: 25 patient, whilst also dealing with pressure from NOK. The  Nurse gave the dose under a verbal command rather than a written prescription and did not check the administration record on HEPMA. Despite this patient's blood sugars remained stable throughout the shift and no harm done to them. 						To check HEPMA before administrating medications.
Not to given medications unless prescribed.			awaiting reflection from SN			Carys Wilkins, Isla Mckenzie-Phillips, Mrs Sara Morgan												Closed						Thank you for reporting this incident.
Recommendations: 
To check HEPMA administration record before administering to ensure medication hasn't already been given.
Not to give medication ever unless prescribed on HEMPA/medication chart, even if a Doctor states they will prescribe it later.
To write a written reflection about the incident, to include in your revalidation. 
To escalate the staffing to nurse in charge who can inform site to help with the high acuity situation.  						They told the patient relative what I had done. The patient relative said "That cant do no harm with her high blood sugar." Dr informed who had no concerns including the consultant looking after the patient. The Dr's informed me to keep an eye on the blood sugars which I did all day. The blood sugars have actually improved since. 			Linagliptin			Linagliptin


			9/1/23			8/31/23			36842			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses PO Trimethoprim			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
The patient has missed three doses PO Trimethoprim
No pharmacy cover at time of incident 
New doctors, and new consultant cover 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
The patient has missed three doses PO Trimethoprim
No pharmacy cover at time of incident  which has been implemented from  the 12th September 2023 
Change over of doctors & consultant cover
amalgamation of two wards, firstly relied heavily on agency staff and then introduction of tawe staff to a new area 						Ward area needs pharmacy cover 
doctors need to be following the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
nurses need to be aware of the Health Board's agreed protocol for ARK (Antibiotic Review Kit) and prompt questions before treatment is given 
						Miss Cleo Purchase, Morag O'gorman												Closed						Thank you for reporting this incident 
A full investigation has been completed 
Pharmacy cover commenced from the 12th September 2023 
Change over of doctors & consultant cover which will assist in the reviewing of the Health Board's agreed protocol for ARK 
Amalgamation of two wards, Now covered with substantive staff which will ensure nurses are aware of the the Health Board's agreed protocol for ARK 						recommendations in place 			Trimethoprim			Trimethoprim


			9/1/23			8/31/23			36770			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 9			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			Low			Patient received from recovery. Handed over epidural with recovery nurse. Identified that prescription stated Fentanyl 2mg with Levobupivacaine 0/1%, however there was Fentanyl 2mcg with Bupivacaine running.  			Changed epidural bag to Fentanyl 2mcg with Levobupivacaine 0.1% as stated on prescription.  															TOMS record accessed, and Key clinical staff identified in order to contact for supportive information/evidence.
			Dean Williams, Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Stuart Hughes												Under Investigation															Bupivacaine + Fentanyl			Levobupivacaine


			9/4/23			9/4/23			36976			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 8 doses PO Amoxicillin			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.																		Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas												Under Investigation															Amoxicillin			Amoxicillin


			9/4/23			9/4/23			36989			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			Medications for this patient were potted through the prescription of Hepma. I asked patients name, DOB and allergy information, all were correct so gave the medications I had potted at 08:58. After the patient had taken the medications i had realised that i gave the wrong dose for METOLAZONE (XAQUA) - he was prescribed 2.5mg and i gave 5mg as the medication comes as 5mg tablets and I should of cut the medication to make 2.5mg. 			I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 			Medications for this patient were potted through the prescription of Hepma. I asked patients name, DOB and allergy information, all were correct so gave the medications I had potted at 08:58. After the patient had taken the medications i had realised that i gave the wrong dose for METOLAZONE (XAQUA) - he was prescribed 2.5mg and i gave 5mg as the medication comes as 5mg tablets and I should of cut the medication to make 2.5mg. 			I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 						double check prescription doses
knowing the importance of giving the correct does and its implications.
						Gemma Rees												Closed						Thank you for reporting this incident.  Staff is already up to date with medications management on ESR. All appropriate action taken following staff identifying error.						I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 			Metolazone			Metolazone


			9/4/23			9/4/23			36980			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses PO Flucloxacillin			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas												Under Investigation															Flucloxacillin			Flucloxacillin


			9/8/23			9/6/23			37439			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology			None			Controlled drug medication, Zomorph was inappropriately transferred, incorrect number entered and carried over page not identified at that time. Entered 56 rather than 46. This was noted during next dose administration.

			Medication was counted and correctly entered at time of discovery.			Controlled drug was  inappropriately transferred, incorrect number entered and carried over page not identified at that time. Entered 56 rather than 46.
This was corrected in timely manner and reported.			No harm caused, inappropriate entry was corrected.						Feedback to staff.						Mrs Marites Colarina												Closed						Inappropriate entry corrected and reported to Pharmacist. No further action required.
Feedback given to staff.						No further actions required.			Morphine			Morphine


			9/6/23			9/6/23			37244			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery			None			I gave Patient 10mgs of Zomorph as prescribed on medication chart.  When seen by Acute Pain Team in the afternoon while I was on break, it was realised and handed over to colleague that I should not have given while Patient was on a PCA. 			Nil ordered from Acute pain team, Band 6 on ward notified, advised to complete Datex. 
Patient comfortable, alert and orientated.
PCA taken down, Zomorph 20mgs now prescribed.			Zomorph 10mgs given whilst on PCA as reported-both not to be given together usually.
Zomorph 10 mgs ideally should have been crossed off to avoid such an episode, however staff member fully aware not to give when PCA in situ unless otherwise stipulated on chart/by team and has honestly and openly admitted this.
No harm to patient
Pain team informed- nil ordered
			Staff error in giving Zomorph
? Prescriptors error in not omitting Zomorph while on PCA						As per 'Recommendations' above			Awaiting reflective account from staff member.  Has had a period of absence and annual leave hence delay in this.			Mr Jason Preece, Mrs Sharron Boyce												Management review/Make it safe plus						Await reflective account
No concerns over staff member
Ensure no opiate medications given while on PCA unless stipulated otherwise						Staff member counselled
Reflective account requested-still awaiting on 1/10/23 as staff member absent (unrelated)
No concerns in respect of staff member who is usually very conscientious and careful and has expressed both frustration and regret over incident
To ensure, for future, that both are not prescribed at same time-prescriptors to be mindful of this been done, episode would have not occurred
PDN contacted for advice			Morphine			Morphine


			9/6/23			9/6/23			37221			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses of Azithromycin			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.			Azithromycin automatically held by HEPMA.
Medications not reviewed and later discontinued			Staff not aware that anti-biotic reports available using the antibiotic reports on a daily basis .						Education of staff on how to access anti-biotic reports						June Quiambao, Mrs Marites Colarina, Nathan Riddle												Closed						Thank you for this datix,

Lack of understanding identified of how staff access anti-biotic reports. Nurses and doctors educated on this. Teams reminded to access these reports daily and before and after weekends.						Doctors and nurses reminded of the need to use the antibiotic reports on a daily basis and during weekends.			Azithromycin			Azithromycin


			9/6/23			9/6/23			37226			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed four doses of Ceftriaxone			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			patient was admitted on 4.8.23 with increased confusion and multiple falls at home. the patient has been diagnosed with infective endocarditis from the permanent pacemaker, after having positive blood cultures, and was commenced iv amoxicillin 2g qds after discussion with infectious diseases.
after further discussion with infectious diseases the patient was also started on iv ceftriazone bd on 1.9.23
the second antibiotic was given for 3 days and then stoped as per ark protocol
hepma team contacted the ward on 6.9.23 in regards to the antibiotic having been stopped and not reviewed 
iv ceftriazone was restarted on 6.9.23
			the need for further education for both the medical and nursing team 						the need for better access and education to the antibiotic report via signal
for nurses and doctors to liase regarding the reviewing of antibiotics prior to 72 hours 						Bethan James												Closed						thank you for taking the time for completing the incident form 
after completion of the investigation the following has been concluded 
outcome no harm 
learning the need for better access and education to the antibiotic report via signal for nurses and doctors to liase regarding the reviewing of antibiotics prior to 72 hours 
actions better communication is required between medical and nursing staff 
education - contacting pharmacist regarding signs to attach to the computers and ? desks to act as prompts for both the medical and nursing staff, 
to gain access for all nurses on the ward and to educate the nurses how to access the antibiotic report via signal 
						antibiotics were restarted once hepma contacted the ward 
			Ceftriaxone			Ceftriaxone


			9/6/23			9/6/23			37209			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses Doxycycline			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
			Antibiotics not reviewed appropriately by the medical team.
			medical team reminded to review all of patients medications prescription.						doctors to review the medications						Mrs klare Rogers												Closed						thank you for reporting this incident						Doctors requested to review antibiotics at nearest notification.			Doxycycline			Doxycycline


			9/9/23			9/8/23			37496			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			Moderate			Patient on IV clindamycin 600mg and Intravenous Ciprofloxacin 400mg. Intravenous clindamycin given as prescribed approximately 06:00am on 8/9/21. Intravenous ciprofloxacin given approximately 22:00pm on 7/9/23 and therefore was not due in till 10am on 8/9/23. This handed over to day staff. 
Informed by day staff that patient had gone to theatre approximately 09:45 prior to Ciprofloxacin dose after staff had prepared, checked and the checker had signed the chart. The checker of the intravenous antibiotic had reportedly crossed her signature off the drug chart prior to patient leaving for theatre as intravenous antibiotic Ciprofloxacin not given. 
The Clindamycin Intravenous medication was signed for as it was given to patient earlier that morning by night staff. 
Reported by day ward staff that when patient went to theatre, theatre staff had challenged ward staff to why Ciprofloxacin was not given. Staff explained it was due at 10am. Ward sister then contacted theatre staff to discuss the matter.
Informed by ward sister that patient reportedly told theatre staff that patient had not had any antibiotics earlier that morning. When patient returned from theatre with drug chart the signatures for the 06:30am intravenous Clindamycin which had been given by night staff were crossed off reportedly by theatre staff, and theatre staff had administered another Intravenous antibiotic Cefuroxime 1.5g. 
			Reported to Junior sister of ward. Doctor on call informed by day ward staff. Day ward staff reported they had been advised not to administer intravenous Clindamycin 600mg at midday by Doctor and to observe for any changes to patients condition. Doctor advised day ward staff to administer Intravenous Clindamycin 600mg and Ciprofloxacin 400mg at bedtime. 																		Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Dean Williams												Management review/Make it safe plus															Clindamycin			Clindamycin


			9/10/23			9/10/23			37544			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic			None			Whilst using hepma system to administer oral medication, accidentally gave the medication for the person  next door to the wrong patient, fortunately, the oral medication was identical to that prescribed for both patients. I performed a set of observations and informed the surgical registrar immediately, who examined the patient and documented the incident in the patient notes. I then informed and reassured the patient who was understanding. I then informed the coordinator.
the medication administered was as follows Carbocystine 750mg, amiodarone 200mg, clexane 40 mg and frusemide 40mg.

the nurse who was responsible for the aforementioned incident was Michael Roberts. he was unable to log into the datix system.			as above I will write a reflective account of the aforementioned incident, update my hepma training and ensure that lessons are learned regarding my clinical practice.			nurse gave wrong medication to wrong patient using the HEPMA system. patient was reviewed by medical team promptly and patient informed. patient monitored closely for two hours.  			wrong medication given to a patient via HEPMA system. quick review of patient by medical team. patient closely monitored. patient informed
nurse is going to undertake a reflective account on the situation.
re educate themselves with HEPMA e learning 
lessons learnt regarding the five R's						nurse re educated on the importance of checking and double checking they have the right medication for the right patient 
nurse re-educates themselves with HEPMA training video						Carly Mcneil												Awaiting Closure						nurse gave wrong medication to wrong patient using the HEPMA system. patient was reviewed by medical team promptly and patient informed. patient monitored closely for two hours. 
nurse re educated on the importance of checking and double checking they have the right medication for the right patient 
nurse re-educates themselves with HEPMA training video						patient was reviewed by medical team promptly and patient informed. patient monitored closely for two hours.  			Enoxaparin			Furosemide


			9/11/23			9/11/23			37642			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 2 doses PO Doxycycline. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 2 doses PO Doxycycline. 			patient missed 2 doses of oral antibiotic which were reviewed on Monday and carried on, she was provided 2 additional doses on discharge  						doctors to review prescriptions prior to weekend 						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						patient missed 2 doses of oral antibiotic which were reviewed on Monday and carried on, she was provided 2 additional doses on discharge  
discussion held daily regarding review of medications 
ward manager reminding doctors on Fridays to review treatment for weekend 						doctors reminded of need to review antibiotic therapy prior to weekend 			Doxycycline			Doxycycline


			9/12/23			9/11/23			37754			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology			Moderate			patient has clinical history of adrenal insufficiency and takes oral hydrocortisone 20mg TDS. 
Stock was ordered on 08/09/23 and assumed delivered to ward, HEPMA records state medication unavailable for 2 doses on 08/06/23 and 1 dose as unable to be given. 09/09/23 - 10/09/23 6 doses reported as medication unavailable on HEPMA and night dose on 10/09/23 is noted as patient refused. 
Box of mediation located in patient locker dispensed on 10/09/23.
As a result the patient missed a total of 9 doses and fell into Addisonian crisis becoming clinically unwell and requiring IVI and IV antibiotic treatment.  			Medics notified of change in clinical presentation and NOK confirmed symptoms of Addisonian crisis 
Box of mediation located in patient locker dispensed on 10/09/23, unable to locate medication dispensed on 08/09/23
duty of candour enacted and discussion held with family 
repeat bloods taken 
patient on hourly observations 
discussion held with pharmacy 
additional warning of critical medication added to HEPMA and handover sheet 
															SCR Meeting to be arranged to discuss grading 			Alison Williams, Miss Melissa Rogers, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller, Olivia Rees												Under Investigation															Hydrocortisone			Hydrocortisone


			9/11/23			9/11/23			37647			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 4 doses PO Co-Trimoxazole			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Antibiotic was not reviewed after 72 hours as per heath board's  ARK protocol  which was intended to be given for 5 days therefore missed last 4 doses. Patient medically stable and no further harm caused.
			Patient missed 4 doses of antibiotic, no harm caused, patient is medically stable.						Medical and nursing team to review antibiotic within 72 hours as per protocol.						Mrs Marites Colarina												Closed						Thank you for reporting.
Feedback to staff and share lesson learnt.
Doctor was made aware. No harm caused, patient is medically stable.						Doctor was informed of this and review treatment.			Co-trimoxazole			Co-trimoxazole


			9/11/23			9/11/23			37639			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses IV Tazocin			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses IV Tazocin			 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						 Will inform the consultants 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 						Marietta Tunay, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan												Closed						Thank you for reporting this incident - I will inform the consultants to remind the medical team						This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			Piperacillin + Tazobactam			Piperacillin + Tazobactam


			9/11/23			9/11/23			37641			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses IV Flucloxacillin. 			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses IV Flucloxacillin. 			therapy was to be discontinued but not stopped prior to suspension 						review of medications prior to weekend 						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller												Closed						discussion with doctors confirmed patient antibiotic therapy was being discontinued and should have been discontinued prior to suspension 
as per medical plan for stopping treatment no doses were missed 
doctors have been reminded of importance of checking medications prior to weekend 						discussion with doctors confirmed patient antibiotic therapy was being discontinued and should have been discontinued prior to suspension 			Flucloxacillin			Flucloxacillin


			9/12/23			9/12/23			37735			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			Myself and a colleague checked a bag of fluids to start a patient on a DKA protocol. The bag of fluid was meant to be NaCl 0.9% with 20mmol of K+. We unfortunately put the wrong fluids up which was, NaCl 0.15% with 20mmol of K+ and Glucose 5%. 			The entire bag had run through as the bag was to be infused over an hour. It was noticed by the nurse removing the bag to start a new bag of fluid. She informed myself and the colleague who started the bag of fluid and I informed the nurse in charge. My colleague has informed the patient.			This is genuinely human error, both staff followed the policy when they checked the IV fluids. They both demonstrated that they have learned from their mistake and be more vigilant in checking IV's.			This is mainly a human error. Both staff involved followed the policy when checking IV's and both of them checked it properly but misread the bag of fluid. There was no harm came to patient. I am satisfied that both of the staff involved has learned from their mistake and it was evident on their statement. They immediately admitted their mistake and will be more vigilant next time when reading and checking the name on the bag of fluids.						To be more vigilant and careful when reading  and checking the label on the bag of fluid. 						Mr Arturo Sanorjo Jr												Closed						This incident is now completed and thank you for reporting.						No action required, the fluid was infused and no harm came to patient. Patient was informed.			Potassium chloride + Glucose + Sodium chloride			Potassium chloride + Sodium chloride


			9/14/23			9/13/23			37969			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			None			Noticed that the patient had received three dose of IV gentamicin without levels being taken.			Nurse in charge and doctor aware. Bloods and levels sent.																		Ryan Lane												Under Investigation															Gentamicin			Gentamicin


			9/13/23			9/13/23			37842			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest ICU			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			None			Verbal instruction to administer phosphate replacement but prescription error on regular infusion chart: "Potassium chloride" signed for, instead of "sodium glycophosphate". 
Potassium replacement commenced.			Potassium infusion noticed at 13:30.
Infusion stopped immediately and prescription error noted.
ABG taken to check levels - within normal range (4.6)
Phosphate replacement commenced																		Dr Lewys Richmond, Dr Owen McIntyre												Management review/Make it safe plus															Potassium chloride			Potassium chloride


			9/13/23			9/13/23			37841			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care			None			During Control Drug checks in the morning, opened the pack to check Fentanyl 500mg vial with colleague, when a loose vial was in a full 10 vial box, fell out of box and onto the floor. top snapped off. 			Nurse in charge informed. 
Documented clearly in CD book along with CD wastage page documentation. 
Pharmacist made aware and have seen the snapped bottle with liquid and discarded appropriately. 			The nurses involved in this accident called me straight away when it happened.   They were very apologetic.  We occasionally have incidences when ampules accidentally fall to the floor.  We encourage nurses to be very careful when stock checking and handling ampules.  That said there is always situations where accidents happen.  Both nurses are extremely hard working careful when carrying out tasks.  			From time to time ampules are dropped and broken.  That said we ask are team to work slowly and safely, being very careful with controlled drugs. 						As above 						Mr Edward Smale												Closed						As above 						No 			Fentanyl			Fentanyl


			9/14/23			9/14/23			37970			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			Medical consultant has noted that pt given methotrexate whilst C diff positive. Apparently contraindicated.			DOctor and nurse in charge aware. Patient reviewed.			ED notes reviewed - documented that patient was administered own methotrexate prior to diagnosis of C.Diff being received.  ED was not made aware of diagnosis by lab - patient's son was contacted by staff on AMU where patient had been a patient recently. who advised him there was medication ready for her as she had c.Diff.  			ED notes reviewed - documented that patient was administered own methotrexate prior to diagnosis of C.Diff being received.  ED was not made aware of diagnosis by lab - patient's son was contacted by staff on AMU where patient had been a patient recently. who advised him there was medication ready for her as she had c.Diff.  						Nil						Laura George Hennah, Claire Herbert												Closed						ED notes reviewed - documented that patient was administered own methotrexate prior to diagnosis of C.Diff being received.  ED was not made aware of diagnosis by lab - patient's son was contacted by staff on AMU where patient had been a patient recently. who advised him there was medication ready for her as she had c.Diff.  						Nil			Methotrexate			Methotrexate


			9/14/23			9/14/23			37944			Patient/Service User			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 4			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics			Severe			Patient listed for Lap hemicolectomy.
Arrived in theatre. Spinal diamorphine inserted uneventfully.
Laid flat for GA. 
TIVA anaesthetic - propofol and remifentanil. Rocuronium NMB.
Sats stopped reading after induction (no drop just instantaneous not reading).
Intubated. EtCO2 present.
BP cuff cycled - unable to record but still EtCO2.
Metaraminol 0.5mg given - BP still cycling.
No central pulse - CPR commenced, help called			Adrenaline 100mcg given ? anaphylaxis
Fluids and head down position
CPR for aprox 1 minute then central pulse palpable. 
Pulse palpable continuously after this but further drop in BP treated with metaraminol and 1 further dose adrenaline 100microgrammes IV.															Needs to be downgraded			Dr Lewys Richmond, Lucy Stacey												Management review/Make it safe plus															Rocuronium			Rocuronium


			9/15/23			9/15/23			37991			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Low			patient was given fosfomycin dated 14/9 13:55 and another  prescribed 17/9 as stat but adminstered also at 14/9 at 20:30,this incident noticed at 0420 when looking at the notes			obs was checked,medics informed-no further action but to do IR and also NIC aware																		Ryan Lane, Mrs Tracey Roberts												Under Investigation															Fosfomycin			Fosfomycin


			9/15/23			9/15/23			38041			Organisation			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre Reception			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			When removing an ampoule of fentanyl from the packaging, the ampoule fell to the floor and broke.			Band 6 anaesthetics and recovery nurse informed. Pharmacy informed. Pharmacist attended and witnessed the destruction of the remaining drug and completed the cd book.																		Joanne Phillips												Under Investigation															Fentanyl			Fentanyl


			9/18/23			9/18/23			38176			Organisation			Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 16			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres			None			MORPHINE BOX FELL OUT OF CONTRTOLLED DRUG CUPBOARD DURING MORNING DRUG CHECK. WITNESSED BY TWO REGISTERED PRACTITIONERS. 			COMPLETED DRUG CHECK. REPORTED TO LINE MANAGER AND PHARMACY. 																		Dean Williams, Mrs Johanna Banks												Management review/Make it safe plus															Morphine			Morphine


			9/22/23			9/21/23			38461			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Severe			Patient was diagnosed with bilateral PE on 21/09/23. It was handed over by the nurse in charge on the overview that patient had IV Heparin given and for  APTTR after 6hrs AT 12:15 AM and depends on the APTTR will decide on thrombolysis. After overview the  allocated  staff took individual handover from the day staff and this was handed over to her that the infusion was given over an hour and to repeat APTTR at 12:15 HRS. After the hand over myself and the nurse together asked the day staff is the patient on Heparin infusion and he said clearly not for infusion, given it over an hour and to repeat APTTR.

APTTR was checked at 12:15 hrs as advised and the report came back as1.6 and the doctor said to continue same rate of infusion and I said patient is not on infusion as per the handover from day staff.
Checked the prescription chart and it was prescribed as 1800 units per hour. but it was given as 20ml started at 18:15hrs and finished at 19:15 hrs. It was also documented that patient had 18ml of heparin on the fluid balance chart and also on WNCR. Heparin comes in 20,000 units in 20ml for infusion so if this was given 18ml from this it would have been 18,000 units instead of 1,800units. This needs to be confirmed with the nurses who administered and also no heparin infusion started after this.

			Informed SPR on call who kindly came and reviewed the situation and it was very confusing from the start of the prescription. SPR Informed the patient regarding the incident and apologised to patient.
Advised to start on heparin infusion 1.5ml/hr according to patient weight and repeat APTTR AND FBC in 2Hrs.
Monitor sign of any bleeding.			IV Heparin prescribed for patient to treat PE, handed over and prescribed by SPR on call to give 1800 units per hour. The dose of IV heparin is 20,000 units in 20ml meaning there is 1000 units per 1ml. Nurse in question had stated that he had misinterpreted the SpR in saying 1800 units over the hour which in hindsight is correct, however had given 18000 units over the hour instead of 1800 thinking there was 2000 units in the syringe not 20,000 despite being checked with x2 nurses the dosage and it being prescribed correctly. Nurse in question gave the infusion over the hour but second nurse got called away and didn't check the pump for the administration rate

Patient monitored closely overnight for bleeding 
Patient informed as soon as incident noted after handover to night staff
Plan was to check APPTr at 00:15 which was in range at 1.6 			Drug error, prescribed and drawn up correctly but administered incorrectly
Communication error as nurse in question had specified 1.8mlhr he misinterpreted the Dr saying 1800 units over the hour not per hour however 1800 units is 1.8ml and not 18ml as on infusion chart it states 1000 units = 1ml.
Conversation had with reg,nurse and nurse in charge regarding the correct dosing prior to the incident 
DOC discussion had with patient about the drug error						Thorough checks of dosage and infusion rate before giving administered.  
Ensure that the right medication, in the right dose, is given to the right patient by the right route at the right time
Always two nurses at bed side checks for pumps 
Policy is that on completion of the checks by both registrants administration can be a single registrant procedure however in a critical care area and when the dose is related to body weight is must be prepared and administered by 2 nurse 
Volume and infusion rate on Doctor prescription but not dose of heparin although it is documented on heparin chart			Staff nurse will complete the self reflection today to attach and close			Jade Stamate, Mrs Dayana Francis												Awaiting Closure						Thank you for reporting this incident						Inform nurse bank of drug error 
Reiterate the importance to all staff checking the infusion rate at the bed side with two nurses
Review of medication error
Self reflection
			Heparin			Heparin


			9/22/23			9/22/23			38501			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			None			The patient was due for a CT Colon today but due to the staff nurse caring for the patient yesterday not giving the patient the preparation medication this has resulted in him having to have his procedure delayed and this has resulted in him having an extended hospital stay. Patient was not very happy and reminded me about the medication. Nurse contacted CT regarding this and asked for an opinion.   			CT Colon was cancelled and re-arranged for Monday at 10am and patient informed. 			patient was admitted on 30.98.23 with a pre syncopal event 
past medical history - pyoderna gangrenosum, hypertension asthma leg ulcers 
patient had an ogd on 20.9.23 showed a hiatus hernia and a biopsy was done 
was then for a ct colon - required prep prior to the procedure - prep had to be prescribed 
doctor did prescribe the prep however it was prescribed on the stat side of hepma not as several stat doses at a certain time 
therefore the nurse in looking after the patient did not give the prep pre procedure 
			no harm to the patient
patient procedure postponed 						nurses to check all sections of hepma when giving out medications 
						Bethan James												Awaiting Closure						thank you for taking the time in completing the incident form 
after investigating the incident the following has been concluded 
outcome none 
learning better communication is required between nursing and medical staff regarding the prescribing of preparations for investigations 
actions all nurses to check all sections of hepma when giving out medications.
						ct contacted regarding lack of prep given - whether the procedure could still be given 
apologies to the patient given due to the prep not been given 
doctor in the section was told to prescribe the prep as several stat doses instead of on the prn side, as the patient will have to have further prep 			Iohexol			Iohexol


			9/26/23			9/24/23			38720			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Clydach Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			None			Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
			Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 			Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 			Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 						Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 						Ffion Thomas, Sister Claire Williams												Awaiting Closure						Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 						Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 			Warfarin			Warfarin


			9/26/23			9/26/23			38768			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)			Moderate			Telephone call to patient , he has gone home with his usual insulin , and also Novorapid , he had this as PRN while on cardigan ward.			I have told the patient to throw the Novorapid in his sharps in , and to not use it. 			Ward sister spoke to the diabetic team as soon as datix came in as the datix was not very clear on the details of the patient that was discharged. During that conversation the ward sister found out the identity of the patient involved. Ward sister spoke to the renal pharmacist who has already spoken with the diabetic team, renal pharmacist has confirmed the identity of the patient. Ward sister spoke as well to the staff nurse who discharged the patient. Staff nurse was asked to make a statement which will be attached to the datix.

On investigation, it was learned that: 

1. Patient was self-administering insulin in the ward supervised by staff. He was on Humulin M3 BD and on prn Novorapid.

2. Patient was discharged from the ward on 21/09/2023. He was seen by the diabetic nurses on discharge and sensor was put in. Patient was able to administer his own insulin and the diabetic team was happy for him to do so. District nurses have been booked to go in a week after discharge to change the sensor. 

3. Patient was discharged late in the day and was picked up by family. All TTOs given to patient by the discharging nurse.

4. As per staff nurse’s statement, the take home medications had arrived on the ward in a brown paper pharmaceutical bag. Staff nurse checked to make sure that the patient information leaflet was in the bag along with the medications. Staff nurse did not notice that a Novorapid insulin pen was with the medications, nor did he put a Novorapid pen into the take home medications bag. 

5. As per pharmacy statement, the incident is most likely a human error as Novorapid is not documented and should not be a take home medication. Circumstances paint an unclear picture as to why it got in the patient’s take home bag.

6. As per statement from the diabetic nurse, the patient has been instructed to discard the Novorapid pen, which the patient did. The patient did not administer it on himself and was unharmed.
			Following the investigation, it has not been very clear as to how the medication that was not supposed to be included in the TTOs was included in the bag with TTOs but it was clear that the incident resulted from failure to thoroughly check the patient's take home medications. This will be a learning experience for staff and the MDT in general upon which we could improve our practices.						The incident could have been avoided if the TTOs were thoroughly checked by both pharmacy and the staff nurse who discharged the patient.			The patient was admitted to the ward on 16/09/2023 from ED with mild UTI and deranged bloods. Past medical history include CKD, anaemia, T2DM, pre-renal AKI, herpes zoster opthalmicus and hyperglycemia secondary to steroids. The patient has been stable throughout admission and has been deemed medically fit once all issues have been resolved. Patient was supplied with new libre monitor by the diabetic nurses on 21/09/2023 and has had teaching on monitoring blood sugar. He was discharged on the same day with instructions to ring the diabetic team for any concerns. 

On 26/09/2023 the now-discharged patient rang the diabetic team to inform them that a Novorapid pen has been dispensed as a take home. He was instructed by the diabetic team to dispose of the Novorapid pen in the sharps box. Patient has been unharmed.			Greeshma Sibi, Mrs Lisa Morris, Mrs Sharon Howells												Awaiting Closure						Following the investigation, it has not been very clear as to how the medication that was not supposed to be included in the TTOs was included in the bag with TTOs but it was clear that the incident resulted from failure to thoroughly check the patient's take home medications. This will be a learning experience for staff and the MDT in general upon which we could improve our practices.						No further immediate actions required at this time.			Insulin aspart			Insulin aspart


			9/27/23			9/27/23			38842			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses Nitrofurantoin			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Mrs Sara Morgan, Miss Nicola Caley, Mrs Rachel Thomas, Marietta Tunay, Maria Briones												Under Investigation															Nitrofurantoin			Nitrofurantoin


			9/27/23			9/27/23			38845			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine			None			This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses Ciprofloxacin			This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 																		Alison Williams, Mrs Tanya Fuller, Miss Melissa Rogers												Under Investigation															Ciprofloxacin			Ciprofloxacin


			9/28/23			9/28/23			38928			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine			Low			Patient was complaining that she had her purse taken / lost. She then started looking through her holdall bag. at this point I noticed that she had taken out a hospital dinner knife - mental. I then offered to assist her in checking her property. After all checks discovered 2 dinner knifes, 1 spoon and 2 forks. Furthermore, in a Quality Street tin there were a strip of 5 salbutamol pods. 			I took the cutlery and medications away, asked the nurse in that zone if the patient was on salbutamol to establish if she was on medication as it had become apparent from being with her today that she has be taking things from other peoples areas. Have also informed the nurse in charge of the discovery.  																		Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons												Under Investigation															Salbutamol			Salbutamol


			9/29/23			9/28/23			39023			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology			Low			Patient was admitted from A&E on 28/09/23 and was commenced on HEPMA. Today 29/09/23 it was noted that none of her regular medication had been administered including diabetes medication and insulin. 			Dr's were made aware and I discussed this with the diabetic nurse specialist who advised what I administer the insulin. 			The admitting doctors did not prescribe her regular medication. Patients BMs were elevated and then it was noted that she was an insulin dependent diabetic. Later in the afternoon, the patient queried her medication with the nursing staff and the doctors were called to amend HEPMA			Doctors need to ensure they are reviewing patients medications on admission and prescribing accordingly						To ensure staff are aware of medical history and be mindful when giving out medications, particularly if they are insulin dependent. Importance of closely monitoring blood sugars. To check with the patient if the medications administered seem to correspond with their usual medication. Doctors need to ensure the pre admission medications are prescribed on admission						Catherine Allen, Dr James Barry												Awaiting Closure						Thanks for reporting, this will now be closed.						No			Insulin glargine			Insulin glargine


			9/29/23			9/29/23			38983			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics			Low			Patient stated to night staff that he received an Oral antibiotic during the evening medication round (28.09.2023). Patient is not prescribed any oral antibiotics			Dr was informed by night staff who stated he was not concerned as patient has no known drug allergies. 
No documentation of review 
Charge nurse informed on the morning of 29.09.2023 
Checked medication charts: 
Levofloxacin is prescribed for Cubicle 8 and appears to have been arrowed down from evening administration to night time and then signed for. Charge nurse spoke to patient in cubicle 8 who states he never received medication. Patient in cubicle 7 states he received a "small orange or pink tablet on it's own" during the evening medication round 			Low staffing levels this day meant that we had to move staff from Ward B to cover Ward W on a long day and the Nurse covering ward Manager was the 4th on duty in the morning and 3rd in the afternoon. 
I have spoken to both staff nurses on duty covering Beds 1 - 8 during the time of the incident. 
One was a staff nurse sent to Ward W from ward B (Jazmine Hill) and the other is a newly qualified staff nurse (Aibgail Liney)
Abigail states that she did not administer medications during the evening round 
Jazmine states that she definitely gave the correct medication to the correct patient 
I have spoken to Paul Swain who states that "a nurse came into my room and said here's the tablet I couldn't give you earlier" and handed him "a single orange tablet in a pot on it's own" 
I have also spoken to Stephen Florence whos stated that the nurse "only gave me the two paracetamol and two Fusidic Acid" 															Mr Jonathan Phillips												Under Investigation												NO			Levofloxacin			Levofloxacin


			9/30/23			9/29/23			39046			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular			Moderate			Patient had multiple hypoglycaemia episodes whilst on variable rate insulin on the ward. This was escalated to anaesthetic team and surgical oncall teams and surgical SHO prescribed IV treatment with dextrose 20%. This was because patient had been nil by mouth prior to surgery. Despite this being prescribed, the patient was sent for theatre and his blood sugar was 3.2. When the ward staff were questioned about this, they said they could not find the prescribed concentration of dextrose and had therefore not administered it, despite not informing his surgical team. This meant the patient had hypoglycaemia from 18:32-23:30.			The anaesthetic team administered glucose intravenously, to raise the patient's glucose, making him suitable to undergo his much needed operation. At the time of arrival into theatre, the patient was shivering and felt nauseous, this may have been exacerbated by the hypoglycaemia. 																		Niamh Parry, Mrs Sallyanne Greenfield												Management review/Make it safe plus															Glucose			Glucose


			9/30/23			9/30/23			39099			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)			Moderate			Patient is under the medics and has been in the Dept for 68hrs, is currently in Surge.
Patient is IDDM who is also on oral medication as well as Insulin, however he has not had his insulin for 3 days!  His daughter came to visit this afternoon and has asked if he has been having his insulin.  It had not been prescribed and no one had realised he was supposed to be having it, despite it being written by medics on their paperwork, that he is usually on insulin.
Nurses spoke to medics at 1600 and insulin was prescribed and given, apologies given to daughter from the medical doctor  			Doctor informed
Prescribed and given
Apologies given by medical doctor
NIC made aware																		Karen Thomas, Rachel Newton, Dr Kirsty Dickson Jardine												Under Investigation															Insulin isophane biphasic human			Insulin isophane biphasic human


			9/30/23			9/30/23			39100			Patient/Service User			Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department			Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)			Moderate			Patient has been in the Dept for 82hrs, under the medics

Issues with IV Pabrinex and PO Omeprazole on medication chart
Pabrinex initially written up twice a day then changed on 29/09 to 3 times a day, but some days has only had it once or twice so missing doses on chart with no explanations as to why.
Omeprazole written up twice a day and not given at night for 3 nights, again with no explanation given, on 29th not given at all			NIC made aware
Handed over to staff looking after patient 																		Rachel Newton, Claire Herbert												Management review/Make it safe plus															Ascorbic acid + Nicotinamide			Ascorbic acid + Nicotinamide
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Incidents Sep 23 redacted.xlsx
Datix listing report

		ID		DWEB reference number (if applicable) 		Approval status		Who was affected?		Incident Service		Location of Incident		Exact location		Date Reported		Incident date		Time		Incident Reviewer  (EF)		Person Responsible for Closing the Incident		Investigator(s)		Description		Immediate Action Taken		Classification		Category		Sub Category		Reporters view on level of harm		Following the Initial/Management review, what level of adverse outcome was considered?		Severity of Incident Post Investigation		What were the findings of the management review?		Conclusion		Recommendations		Lessons learned		Closed		Is this related to Coronavirus/COVID 19 

		38574				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/23/23		11/29/63		23:30						Kristine Labayo, Mrs Sharon Howells		Patient transferred from A+E, no handover stating patient risk of falls. Patient had pressure area care and was repositioned into bed comfortably ready to sleep. Staff left cubicle to do other tasks.  Patient then got up independently and had unwitnessed fall. Denies banging head or hurting any area of body. Safely assisted back into bed and for staff monitoring. 		Doctor informed on call. Patient assisted off floor after patient said no area's of body were hurting or any obvious deformities. Observations recorded and neuro observations began.  All relevant paperwork completed. A/w doctor rv and plan. Patient now in bed asleep. Nil ordered from doctor after review. 		Accident, Injury		Slip, trip or fall		Found on the floor		None		None														No

		36814				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		AMU		9/1/23		2/3/23								Dr Rhodri Edwards		The patient was admitted on AMU in Morriston Hospital 31/12/22 - 06/01/23. The patient went on to develop a Deep Vein Thrombus (DVT) 03/02/23.
The date of developing the DVT was within 90 days of the hospital admission and therefore triggered a root cause analysis to be carried out.
The findings were that the patient was admitted 31/12/22 and the risk assessment was not carried out until the 05/01/23 where 5 risk factors for Venous thromboembolisms were identified. Thromboprophylaxis was then deemed necessary and prescribed 05/01/23. The patient was discharged on 06/01/23 resulting in 5 days in hospital without thromboprophylaxis.		Root cause analysis carried out. Findings discussed at Multi disciplinary meeting - decision was that this resulted in a potentially avoidable hospital acquired thrombosis. 		Treatment, Procedure		Treatment or procedure issues		Hospital acquired deep vein thrombosis (DVT)		Moderate		Incident occurred Pre 1st April 2023														No

		37448				New Incident		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		Ward E		9/8/23		3/27/23		14:00								This patient had an elective hospital admission 09/12/2022 to 11/12/2022  and went on to have a Deep Vein Thrombosis on 24/01/2023.

This triggered a Root cause analysis to be carried out and the findings were that the patient was risk assessed for the potential to develop a deep vein thrombosis and was found to be at risk. Thromboprophylaxis was deemed necessary and Dabigatran included in the post operative plan prescribed. The first dose, the day of the required surgery for which the patient was admitted, was crossed. No other doses were signed for on the medication chart (the Health Board policy states that Dabigatran can be started 6-12 hours after surgery). No rationally documented to account for no thromboprophylaxis given.		Root cause analysis carried out. Findings discussed at Multi disciplinary meeting - decision was that this resulted in a potentially avoidable hospital acquired thrombosis.		Treatment, Procedure		Treatment or procedure issues		Hospital acquired deep vein thrombosis (DVT)		Moderate																No

		38648				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Office				9/25/23		5/22/23								Mrs Suzanne Holloway, Laura Wilson, Robert Powell		Patient letter was recorded against incorrect patient and Consultant which resulted in a patient being prescribed an incorrect drug		Letter was deleted at the time, however letter was still available within the GP system which was printed their end and any medication changes actioned. Patient contacted to advise they have been taking Nortriptyline  when they shouldn't have been		Medication, IV Fluids		Medication documentation errors		Incorrect/omitted patient/service user/ward/clinical area supplied		Moderate		Moderate														No

		36805				New Incident		Patient/Service User		Swansea Bay UHB / Nursing & Patient Experience / Corporate Nursing		Swansea Bay UHB / Other Health Board Premises / HQ Baglan / Office				9/1/23		6/21/23		15:52						Rebecca Sowter, Miss Nicola Anthony, Mrs Suzanne Holloway, Christina Page		The Trust registered a 999 call at 15:52 on 21 June 2023. The call was for a 79-year-old female who had collapsed on the floor. It was also advised that her hand was black in colour. The call was coded as an Amber 1 (26D01) and identified as suitable for further triage with CSD. 

CSP 2a, ETA of 1hr 15 minutes provided. REAP level 2. 
A 2nd call was registered at 16:41, the caller advised that the patient was no longer conscious and was ‘vacant’ and ‘slightly breathing’. The MPDS code was 12D01, which achieved a Red priority at 16:48. The call has been subject to an MPDS audit which has deemed the call to be compliant.  

Emergency Ambulance (EA) was allocated at 16:49 with an ETA of 25 minutes and distance to travel of 12.44 miles. 
The MPDS code was updated at 16:57 to 09D01, which maintained the Red priority. 
EA arrived on scene at 17:08. 

Further EA was allocated at 17:14, they had cleared at Morriston Hospital at 17:06. 

Second EA arrived on scene at 17:23. Sadly, ROLE was implemented on scene. The Police were notified at 17:43, log 1194. 

First EA cleared at 18:01 and second cleared at 18:48.

DCM noted:
“call achievable from nearest PP nearest resources sent / red release no CFR appropriate severe delays @ Morr”
		Forwarded for Joint Investigation Review		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		None														No

		38304				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Children's Emergency Unit		9/19/23		6/28/23						Rachel Newton		Mrs Mari Higginson, Nicola Dunn		15/09/63 - Telephone call received from School Nurse to Corporate Safeguarding Team - attended Core Group for child that day, child is on Child Protection Register for emotional abuse.  On reviewing ED attendances, came across the following from ED attendance on 28/06/23:
ED Clinician has documented concerns around manner in which child's mother spoke to child.  Entry in notes states: "Before I read the keynotes I was struck by the callous indifferent/cross tone adopted by the Mother.  The keynote confirmed my understanding".  
School Nurse also found information sharing letter to GP stating they were aware child on Child Protection Register and didn't think should be removed any time soon.
School Nurse discussed this to Social Worker - they were unaware.  Planned meeting for following week (this week) to remove child from Child Protection Register.
		Checked Corporate Safeguarding Team files - nil referral received from ED on 28/06/23.
Advised School Nurse to complete child at risk referral based on this information.  Advised should be done ASAP so as to avoid delay, particularly as review meeting taking place next week (received 15/09/23).
Contacted ED Safeguarding CNS to inform them concerns not reported.
		Safeguarding		Safeguarding - Child		Failure to follow Safeguarding policies / procedures		Low		Low		Low		Confused communication between nursing staff - both nurses on duty assumed that the other had completed the relevant documentation and neither had.
The doctor confirms that she shared her concern with nursing staff who advised that they had noticed the same and that they would complete the relevant documentation. 		Poor communication between staff members has led to a failure in the completion of the correct safeguarding documentation. Reassuringly the doctor's concerns were captured in the GP letter and ultimately the school nurse has seen this concern noted and has acted on it to ensure the child is safeguarded. 				To improve communication between staff.		10/10/23		No

		37399				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Liz Baker Dialysis Unit				9/7/23		7/24/23		18:00						Mrs Melanie Helen Jones, Paul Lee		Portable suction unit required for a transfer of a patient.  1 x unit would not work without being plugged in, the other would not work at all.		Working Portable suction unit sourced from a nearby ward.		Equipment, Devices		Medical devices		Failure of medical device		None																No

		37581				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone		9/10/23		8/8/23						Mrs Katrina Rees		Mrs Sara Morgan		Patient has got ML under her apron both left and right and sacrum is very red but blanching		Barrier cream applies and passport completed.Kept the area clean and dry.Skin checked every 4th hrly		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		None		Patient has got ML under her apron both left and right and sacrum is very red but blanching		Patient has got ML under her apron both left and right and sacrum is very red but blanching. 

Patient to be washed and dried thoroughly. 				Patient to be washed and dried thoroughly. 		9/19/23		No

		39044				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		home		9/29/23		8/16/23		00:00						Carys Wilkins		Patient has got ML to her left apron and also she has got ML to her groin as well.She had it before she came in to the hospital		Barrier cream applied.Passport and skeletal chart completed.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None		Patient has got ML to her left apron and also she has got ML to her groin as well. She had it before she came in to the hospital		Patient has got ML to her left apron and also she has got ML to her groin as well. She had it before she came in to the hospital				Ensure moisture areas are washed, dried and creamed appropriately. 				No

		36986				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/4/23		8/18/23		16:42						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Laboratory results confirmed a second patient case of C. difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.

For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		37671				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/11/23		8/18/23								Bethan James, Marie Grace Aveo, Mrs Julie Cruickshank, Mrs Melanie Brooker, Sheree Kowalski		A possible outbreak of COVID-19 has been identified with two or more positive patients linked in place and time.		Referred to clinical team and ward to review and investigate.
For further information and actions required please refer to the Policy for Infection Outbreak and Incident Management in Secondary and Tertiary care which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/Policy%20for%20Infection%20Outbreak%20and%20Incident%20Management%20in%20Secondary%20and%20Tertiary%20Care%20(Dec%202020).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low				None		patients tested positive from covid 19 
patients were isolated if possible in cubicles when they became available 
when cubicles were not available the patients were kept in the bays and the bays were then designated as covid exposed and the bay was then exposed for 10 + 1 days 
the ward tried to reduce the amount of visitors at this time 
ppe was readily available for staff, and visitors. 
visitors were made aware that some areas of the ward had patients who had tested positive for covid, ppe was to be used if visitors still wanted to visit relatives 
		patients tested positive from covid 19 
patients were isolated if possible in cubicles when they became available 
when cubicles were not available the patients were kept in the bays and the bays were then designated as covid exposed and the bay was then exposed for 10 + 1 days 
the ward tried to reduce the amount of visitors at this time 
ppe was readily available for staff, and visitors. 
visitors were made aware that some areas of the ward had patients who had tested positive for covid, ppe was to be used if visitors still wanted to visit relatives 
								Yes

		37855				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/13/23		8/21/23								Mrs Phylippa Thomas-Dyer, Miss Louise Horton, Natalee Parsons		A possible outbreak of COVID-19 has been identified with two positive patients linked in place and time.		Referred to clinical team and ward to review and investigate.
For further information and actions required please refer to the Policy for Infection Outbreak and Incident Management in Secondary and Tertiary care which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/Policy%20for%20Infection%20Outbreak%20and%20Incident%20Management%20in%20Secondary%20and%20Tertiary%20Care%20(Dec%202020).pdf

		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low																Yes

		37445				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/8/23		8/21/23						Sister Claire Williams		Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		A sample was sent to MH microbiology Hot Lab for a respiratory screen on 21/8/2023. 
The sample was processed as per lab protocol, credentials matched on both the form and the sample. 
A negative result was released.
Later the same day, Ward B contacted SH  Microbiology to inform the lab that for the sample listed, the wrong patient had been swabbed.
		SH Microbiology informed the Hot lab at MH that the wrong patient had been swabbed.
Staff at the Hot Lab amended the report to reflect that the wrong patient sample had been sent and processed. The amended report was made available to the requestor.		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Specimen mislabelled or unlabelled		Low		Low		None		Nurse practitioner was asked by staff nurse to print swab request. Request wasn't printed for patient who needed swab. Staff nurse swabbed correct patient who required swab but didn't check the details before sending the swab. As soon as error realised nurse practitioner contacted lab to make them aware of error.
No harm to patient		No harm to patient
Lab informed of error as soon as it was realised				More robust checking of patients details 		9/29/23		No

		37013				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Spinal		Swansea Bay UHB / Hospitals / Morriston Hospital / Grounds		Outside Ty Olwen 		9/4/23		8/25/23		12:15						Sreedhar Kolli, Mrs Charlotte Le Brocq		I found a number of patient printed letters on the floor outside Ty Olwen when going to my car to go on a visit. 5 different letter for 1 patient and 1 letter for another. Letters were from the consultant spinal neurosurgeon clinic all dated 12/7/23. 		Picked up the letters and placed in my office in a secure location.
Reported on my return form annual leave. 		Records, Information		Healthcare record		Other		None																No

		37708				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/12/23		8/25/23								Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Mrs Carys Walters		A possible outbreak of COVID-19 has been identified with two or more positive patients linked in place and time.		Referred to clinical team and ward to review and investigate.
For further information and actions required please refer to the Policy for Infection Outbreak and Incident Management in Secondary and Tertiary care which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/Policy%20for%20Infection%20Outbreak%20and%20Incident%20Management%20in%20Secondary%20and%20Tertiary%20Care%20(Dec%202020).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low																Yes

		38216				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Chaplaincy or Spiritual Support (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Chapel		Multi-faith Centre		9/18/23		8/25/23								Kimberley Hampton-Evans		The following was reported by a member of staff of Hindu faith- I am writing this e-mail with deep sadness and disappointed.
Yesterday I went to chapel nearly after a month as I was on leave. I was shocked to find that the picture of Goddess 'Sarawati' was missing.
This is very disheartening and has given me sleepless night.
Can I request that Chapel take actions to prevent followers of different faith interfering with each other. 
We have compromised with our space and statues being turned etc, but this act has crossed all limits
I believe that everyone should be able to pray freely without interference from other faith users in the chapel. I therefore request that Hindu prayer be moved to more protected place in the chapel away from other faith prayer area so that there is no interference,, this should be a matter of Urgency for the chapel team.
I have previously raised my concerns with Tracey (see e-mail trial below). She very kindly agreed to help. Unfortunately, I have not had any progress on it 

This incident did not just affect the staff member listed, but all staff and patients of Hindu faith
		Members of the Chaplaincy Team apologised and assured the member of staff it would be looked into, reported to line manager. A brief search took place. Staff member put up posters about missing picture in the multi-faith centre. Datix reported.		Behaviour (including violence and aggression)		Equality and diversity policy / guidelines		Failure to adhere to equality and diversity policy/guidelines		Moderate																No

		36794				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit				9/1/23		8/26/23						Bethan James		Laura Servello		2 FFP thawed for a patient with ongoing massive haemorrhage, not allocated to patient but remained unused and wasted after 120 hrs post thaw. Unavoidable wastage due to change in patient condition.		FFP units G151723540301J and G151723554911J deleted and discarded. Datix for tracking and trending.		Treatment, Procedure		Blood / plasma products transfusion		Waste - unavoidable		None		Low		None		Change in patient management led to unavoidable wastage of FFP.  Recorded for tracking and trending.   		Change in patient condition and management led to unavoidable wastage of FFP. Recorded fort racking and trending 				N/A		9/2/23		No

		37453				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/8/23		8/27/23								Tal Anjum, Laura Wilson, Mrs Katrina Rees		I was post taking in A&E on 27th August for medicine.  
I had seen all the patients that were on the list to be seen (who had been seen overnight or the evening before).
I had started seeing patients being admitted by the day team, and just before I was completing seeing my last patient before I was going home, I was told that the above patient was on Ward F, who had not been post taked.  She had not been on our list to see, and the on call F1 had been contacted (I assume by the ward) that we had missed her.
I then post taked her prior to leaving.  I would have seen her sooner (or could have been seen by my colleague who was on AMU) if we had known she needed post taking.
		I post taked her.		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Delay in clinical assessment		Low																No

		37660				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/11/23		8/27/23		18:00						Samantha Evans, Nerys Jones, Julius OBANA		Patient missed 2 days of warfarin. Patient had a HEPMA chart for all regular medications apart from warfarin which was prescribed on paper.		Pharmacist discussed with doctor on the ward, unable to chart on HEPMA when rest of the paper chart was transcribed as they were still waiting for the INR result. This was passed onto on call who reviewed and prescribed for the Friday and Saturday night but not after that. INR checked on the Tuesday when error was noticed and was in range, therefore bridging therapy not required.

Pharmacist then spoke with Sister on the ward to make them aware of the incident.		Medication, IV Fluids		Medication prescribing		Delay in prescribing		Low		Low														No

		36796				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward		transfer unit		9/1/23		8/28/23						Mrs Helen Thomas		Rachael Brown		a CPO positive patient was moved into the bay and was unable to be moved out for 4 days, this then meant that 4 2 of the beds were blocked and unable to admit due to the positive CPO and x1 CPO exposed patient 		infection control MDT done and incident discussed
all managers aware
patients were moved out at earliest date 		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		None				Low		The incident occurred on a bank holiday Monday. The nurse in charge of the shift made the decision that the priority was to isolate a patient with loose stools. The CPO patient was moved into the transfer bay and the patient with loose stools was isolated in the cubicle. The staff member did not contact site for advice. As a result another patient was exposed to CPO and 2 beds were blocked. It was 4 days before the patient and exposed patient could be isolated and the bay be cleaned and reopened to full capacity. 		The incident occurred on a bank holiday Monday. The nurse in charge of the shift made the decision that the priority was to isolate a patient with loose stools. The CPO patient was moved into the transfer bay and the patient with loose stools was isolated in the cubicle. The staff member did not contact site for advice. As a result another patient was exposed to CPO and 2 beds were blocked. It was 4 days before the patient and exposed patient could be isolated and the bay be cleaned and reopened to full capacity. 				Staff to seek advice if unsure of clear guidelines. 		9/11/23		No

		37004				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/4/23		8/28/23		09:10				Sister Claire Williams		Mrs Eliza Guinto, Sister Claire Williams		patient admitted as a pre empt on ward A at 9:10am straight from the ambulance, she come in with a back pain and lower leg pain, following rugby injury. 
on arrival to the ward, I asked the ED nurse if the patient knows that she will in a pre empt space, the nurse said No.
patient was in so much pain on arrival to ward, but there's no medication chart available, clerking notes from ED was incomplete
Patient is not suitable to be a pre empt as she hasn't been out of bed and that she's also waiting for CT scan, I raised my concerns to the Bed Manager but I been told that we have to accept this lady as per Silver's order. 		I contacted the post take Doctor, who is not aware about this Patient. 
I contacted the on call SHO to write up a drug chart for the patient. 		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		None		None		None		patient went for series of Xrays and MRI yesterday, both come back no fracture. 
Plan for physio and home when safe 
Due to unprecedented pressures around beds in the Morriston site, it has become necessary for patient to be admitted as a pre empt 
This does not adhere to Health Board and Welsh Government policies/ requirement that patient’s dignity and respect should be maintained at all times 		patient was reabsorbed into a bed space yesterday evening 				Try to reabsorbed patient as soon as you get a bed space 		9/29/23		No

		36838				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit				9/1/23		8/28/23		09:00				Mrs Helen Thomas		Rachael Brown, Vicky Harries		Cardiac Hdu bed used by cardiology to create stemi capacity in the hospital. One patient tested positive for covid. All patients now exposed. 
Covid positive patient moved to cubicle, no capacity to move exposed patients. Hdu beds not used due to covid exposed patients.  		covid exposed patients remain in CHDU with no further admissions. 		Access, Admission		Access to services or admission delayed		Access to services delayed		Low				Low		Situation unavoidable due to site pressures. No stemi capacity in hospital, green pathway patients moved to DDW and admitted post STEMI patients into CHDU to create capacity in CCU. 
Delay in discharging patients out of CHDU due to continued demands on cardiac centre and beds, unable to source a cubicle due to infection status of patients within the cardiac wards. Unable to utilise remaining beds in  HDU due to covid exposed patients.  		N/A				Great pressure on the cardiac center over the bank holiday weekend, all actions made to ensure the STEMI pathway continued. 		9/4/23		Yes

		37430				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/8/23		8/29/23								Mrs Sharon Howells, Tracy Davies		A possible outbreak of COVID-19 has been identified with two positive patients linked in place and time.		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low																Yes

		36956				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T				9/4/23		8/29/23		12:00				Mrs Sophie Evans		Niamh Parry		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed misfiled observation chart and refiled in correct patients case notes.  As both patients were admitted to Ward T in Morriston at the same time and the misfiled documents are dated the same this is most likely where the error occurred.		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		None		None		Patient transferred to Ty Olwen from ward T. Whilst the patients notes were being copied for The Medical Examiners Service another patients information was found in the case notes. Staff member removed misfiled observation chart and refiled in correct patients case notes.  As both patients were admitted to Ward T in Morriston at the same time and the misfiled documents are dated the same this is most likely where the error occurred.
		Patient transferred to Ty Olwen from ward T. Whilst the patients notes were being copied for The Medical Examiners Service another patients information was found in the case notes. Staff member removed misfiled observation chart and refiled in correct patients case notes.  As both patients were admitted to Ward T in Morriston at the same time and the misfiled documents are dated the same this is most likely where the error occurred. Feedback given to team and ward receptionist regarding the importance of data protection and confidentiality when it comes to ensuring the correct keeping of patients documentation. 
				- Ensure all patients documentation is filed correctly. 
Nurse to check all documentation before giving patients file to ward receptionist who will then also check the notes to ensure all paperwork in the patients folder is correct. 		9/4/23		No

		36893				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/2/23		8/29/23		20:45						Tal Anjum, Laura Wilson		Patient was brought in by ambulance as a pre-alert. Stroke call was initiated prior arrival. Stroke team were present as ambulance arrives. Assessed  patient and took the patient to CT as per pathway. 
Phone call to NIC phone to state they were bringing patient back to department as they had no beds. 
Stroke team were argumentative despite pathway in place.
		Patient was brought back to The department despite pathway and protocol. 

Patient used the only adult ringfence bed, compromising patient safety in the department. 

Stroke team were argumentative and prolonged thrombolysis due to arguing.

		Communication		Communication issues		Communication issues within unit/ward/teams		Low																No

		36958				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W				9/4/23		8/29/23		12:00				Sister Claire Williams		Karen Allcock		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed misfiled sepsis screening chart and refiled in correct patients case notes.  As both patients were admitted to Ward W in Morriston at the same time and the misfiled documents are dated the same,  this is most likely where the error occurred.		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		None		Low		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Breach of information governance noted.
Will inform ward staff and ward clerk to be more mindful when filling notes.				Breach of information governance, all staff to be informed of this		9/29/23		No

		36792				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Minor Injury Unit (MIU) - NPTH (from 5.12.22)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Minor Injury Unit - NPTH		minor injuries neath 		9/1/23		8/29/23		15:30						Mr Kevin Randall, Mrs Rebecca Clarke, Rhys Clement		Patient has attended  clinic for a change of cast from An Above knee back slab to a Below knee back slab with the view of surgical intervention.

Unfortunately a grade two pressure area has been found at the lateral malleolus of the right leg whilst changing the cast.

The cast has been difficult to remove as the medial and lateral stirrups are meeting leaving no gap for swelling.

There is pink fleece in the appropriate areas however there is unfortunately a ridge within the cast situated over the pressure area.		Doctor from clinic has reviewed the pressure area and we have arranged a follow up appointment for 2 days time .
We have applied a dry dressing and offload the pressure area with pink felt .

Clinical photography have attended on the 31/08/2023

It was noted the wound has improved with the measures taken at the time clinical photography attended.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low																No

		36955				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/4/23		8/29/23		12:00				Holly Robinson		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed misfiled observation chart and refiled in correct patient case notes.  As both patients were admitted to Ward F in Morriston at the same time and the misfiled information is dated the same this is most likely where the error occurred		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		None		None		wrong patients documentation filed 		learning 
new ward clerk on ward - information explained and implications advised				check patients name against hospital number. especially with patient with same/similar names in close bed vicinity		9/7/23		No

		36888				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/2/23		8/29/23		17:00						Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		Staff gave patient their evening tinzaparin (as charted).
Staff broke the needle with the safety mechanism. 
Needle was dropped and pierced staffs skin through the glove.
Safety mechanism had failed when staff had accessed the needle.		Staff ran pierced finger under running water. 
Staff notified nurse in charge.
Nurse in charge sent patient to a and e. Staff nurse was in a and e for an hour and a half. In triage staff nurse was asked if a risk assessment form had been completed. A and E provided staff nurse with the risk assessment form. Blood form was given to staff nurse.
Doctor notified and asked patient if they could take a blood test from them. Patient agreed.
Staff nurse had bloods taken and sent to microbiology as did the patient.
		Accident, Injury		Contact with needles or medical sharps		During disposal - No safety fitting on sharp contaminated/used		Low				Low		Staff had needle stick injury following administration of tinzaparin
Inoculation policy followed, staff and patients blood taken. 
Patient made aware of reason for blood test
Staff to contacted occupational health regarding vaccination status		No harm to patient
Staff attended a&E and for occ health follow up

				Caution with sharps 				No

		37232				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Assessment Unit				9/6/23		8/30/23								Dr Rhodri Edwards, Ms Shirley Hoskins		Medical Take On Call Shift Understaffed due to illness - no cover arranged. 
Shift worked with less SHOs and no cover for AMU resulting in F1s covering AMU which is a busy segment. This pulled from medical take.  This had the potential to cause harm due to poor staffing.
This did result in added strain and longer waiting times on the medical take which ultimately delays patient care. 
This has impact on junior doctor wellbeing and increased burnout. 
		Line managers informed. 		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		Low																No

		36787				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		09:30				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available.  		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36784				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		00:10				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36807				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		fluroscopy department		9/1/23		8/30/23		15:00						Sean Evans, Mrs Janine Sparkes		Patient was booked for a planned procedure and required blood products pre due to her having an inherited bleeding disorder. This had been pre arranged and discussed by email with all parties involved in the procedure so all were away of the planned administration of blood products to support a safe procedure. The patient had been booked into a ward area for the blood products prior and given them as planned and prescribed. due to a delay in administration of the blood products fluroscopy were contacted to inform them we would be delayed slightly.  Once then the patient arrived into the fluroscopy department it was immediately decided the procedure would not be carried out anymore. This meant the patient received blood products unneccesarily.		informed consultants that she had had these products and if we knew the planned procedure had been cancelled she would not have required them. 		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure not given as directed		Low																No

		36788				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		00:49				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36781				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		08:56				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36786				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		01:30				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		37279				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		Cub 1		9/7/23		8/30/23		08:50						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Patient has G2 to R side of back. Has been dressed daily for the last week. Writing in retrospect as district nurses need datix number. 		- Care plan updated
- Wound care
		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		36954				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/4/23		8/30/23		12:00						Mrs Sian Ackland, Mr John Williams, Mrs Samantha Francis		Whilst copying records for the Medical Examiners Service another patients information was found in the case notes		Removed misfiled observation and medication charts and refiled in correct patients case notes		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		None														No

		36782				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		05:05				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36785				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		01:33				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		37117				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Office		1B, CAB		9/5/23		8/30/23		13:02								Secretary accessed a family member's record on WCP		No action at the time as it was not reported to us until 05/09/23		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information inappropriately accessed (electronic and paper)		None																No

		36779				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/30/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		39058				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre Corridor		Main Theatres		9/30/23		8/30/23								Mrs Nicola Dickens, Mr Stewart Dow		Due to a malfunctioning main door, a lost member of the public wondered into the department looking for the intensive care unit reception. As it was approximately 04.30 AM there was nobody on theatre reception to redirect him and he was escorted out of the department by a member of the domestic team. There were no patients in the department at the time and fortunately he was not alone in the theatre complex for a prolonged length of time. All medications, controlled or otherwise were secure, in line with protocol, as well as computer systems and confidential information inaccessible.		staff informed entrance is not secure/ malfunctioning lock. Duty manager informed on handover as this will need to be  common knowledge and rectified as soon as possible.		Infrastructure (including staffing, facilities, environment)		Security - NHS premises		Intruder		None																No

		36766				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V				9/1/23		8/31/23						Mrs Sophie Evans		Mrs Nerys Dunn		During routine pressure area check, staff identified patient has moisture lesion to buttocks and partially on inner thighs.
Patient is incontinent of urine and faeces.		Patient hygiene needs met.
Pressure area checks to be increased more frequently.
For derma-s barrier spray to affected area to prevent irritation from bodily fluids.
Advised/suggest to doctor to prescribed flamazine if required. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient new amputee was originally catheterised post op following TWOC has had urinary incontinence also UTI treated with oral antibiotics.
Has IBS and has had faecal incontinence due to confusion post UTI.		Staff aware patient has increased incontinence requires increased checks confusion new improving patient advised to call for assistance				appropriate actions taken to prevent  further skin damage.
Had treatment for UTI 		9/1/23		No

		36790				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/31/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted, 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36764				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/1/23		8/31/23		21:00				Mrs Helen Thomas		Mrs Dayana Francis, Robert Zaiz		Assisting patient to meet hygiene needs noted small ML on sacrum due to incontinence of faeces. (patient has been constipated for several days has been receiving regular laxatives). Groins also excoriated.  		Hygiene needs met, barrier cream applied. Patient moved on to air mattress. Patient informed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		Low		Low		Patient was admitted on the 25/08/23 with CHB AND COMMENCED ON ISOPRENALINE INFUSION.
Patient also had abdominal pain due to diverticulitis, also diagnosed with AKI.
Patient was prescribed luxatives for constipation. Patient  became confused delirium, needed DOLS in place with constant supervision. CT Head- nil acute.
Patient had bowel action many times on the 31st  and Incontinence of stool. Patient has been checked regularly for skin inspection.
Staff noted moisture lesion on the back whilst providing personal care. cleaned and dried the area and applied barrier creme and Put the patient on air mattress and informed patient.  moistur lesion passport completed.
		Patient stays on bed all the time, and was given luxatives and patient became incontinence of faeces needed to be cleaned frequently.
Nursing staff has given regular skin care and maintained his pressure areas clean and dry to avoid further skin damage.
Barrier creme applied and , Datix completed and skin bundle completed. Passport completed				Continue good practice to prevent any further deterioration.		9/19/23		No

		36770				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 9				9/1/23		8/31/23		21:30						Dean Williams, Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Stuart Hughes		Patient received from recovery. Handed over epidural with recovery nurse. Identified that prescription stated Fentanyl 2mg with Levobupivacaine 0/1%, however there was Fentanyl 2mcg with Bupivacaine running.  		Changed epidural bag to Fentanyl 2mcg with Levobupivacaine 0.1% as stated on prescription.  		Medication, IV Fluids		Medication supply errors		Issue errors - Medication supplied that was not prescribed		Low		Low														No

		36985				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		AMU/ED		9/4/23		8/31/23		06:00						Karen Thomas, Ms Rita Chohan, Rebecca Davies		This patient was referred to the medical registrar on call as a potential admission to AMU. Informed by paramedics that patient was requring 15l O2 in the community to maintain saturations. Med spr advised to send patient to A&E as too unwell for AMU. Phone call received by med spr on patients arrival to A&E, ambulance triage nurse asked why patient had been sent to A&E as there were 7 ambulances outside and he was medically accepted. Explained patient sounded too unwell for A&E given increased oxygen requirement. Ambulance triage nurse informed med spr that oxygen had been titrated down to 3l and they were sending patient around to AMU. Pt was not accepted by med spr.  Advised there was no room in AMU either and that patient would have a long wait, med spr expressed concern that patient was not well enough, informed by triage nurse "that's how it is". 

Patient arrived in AMU shortly after still requiring 15l O2. AMU triage nurse called med spr to review - ABG obtained revealed type 1 resp failure, pt audibly wheezy - started on acute asthma treatment. Discussed with ITU, phoned A&E nurse in charge to ask for space in resus as patient was too unwell to stay in AMU - advised no room in A&E and patient was in a bed space, advised med spr to speak to site matron. Site matron advised they would make room in A&E - pt moved to negative pressure room in red resus - worsening type 1 resp failure. Rediscussed with ITU. Patient taken up to ITU from red resus for optiflow. 		Pt required transfer to ITU. 		Access, Admission		Access to services or admission delayed		Allocation delay - No / lack of available resources		Moderate		Moderate														No

		37065				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial		Swansea Bay UHB / Hospitals / Morriston Hospital / Maxillofacial Department				9/5/23		8/31/23								Miss Cherri Douglas, Miss Mollie Kearns, Mrs Julie Rees, Mrs Suzanne Holloway		Patient has been dated for surgery on 13/09/2023. Left mandibular resection, neck dissection and fibular flap reconstruction. He was dated on 6th July for surgery in September due to non availability of theatre sessions. He was first seen in the department on 24th April.
He underwent a repeat staging scan towards the end of august due to the prolonged delay to get to theatre.
Repeat staging scans have confirmed significant progression of neck disease with lymph nodes almost coming through the skin and also fixed to Carotid artery.
This has significantly reduced the patients 5 year survival and increases his risk of immediate postoperative complications including stroke

		the patient has been re-discussed at Head and Neck MDT and I will be seeing the patient on 07/09/2023 to explain. It was the opinion of the MDT that we should carry on with the treatment plan as discussed and will need post operative chemoradiotherapy		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure delayed		Moderate		Moderate														No

		36861				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		AMU Yellow zone		9/1/23		8/31/23								Praveen Pathmanaban		I was post taking medical patients.
However, in the late afternoon, I was asked by the nursing staff about a CT head request that was on the side.  They had asked earlier, and I thought it had been for a post post take patient.  The second time they asked, I checked, and the patient was for post take.
The issue is that he wasn't on the list of patients to be seen.
I did review him, but if he had been on the list, I may have seen him earlier.
He had suspected meningitis, and was sitting in the yellow zone chairs. Once I was aware of the patient, I was able to alert the nurses that he needed to be bedded.		I post taked the patient, and made the nurses aware of the patient, and that he needed to be bedded.
I then handed over the management plan to the on call team.		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Other		Moderate		None														No

		38011				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Urology Clinic				9/15/23		8/31/23						Martyn Floyd		Cleona Rees, Martyn Floyd		Patient had a CT scan. Incorrect clinical info on request. Highlighted by Radiologist on reporting. Clinician informed. No harm done as patient needed a scan. 		Clinician will remind staff the importance of correct addressograph label against the clinical info. 		Communication		Communication issues		Communication issues within unit/ward/teams		None		Low		Low		Patient had a CT scan. Incorrect clinical info on request. Highlighted by Radiologist on reporting. Clinician informed. No harm done as patient needed a scan. 		It is the responsibility of the referrer to check
1. correct addressograph displayed on the request for the correct patient
2. The clinical history documented in the request for for the patient identified in the addressograph is in fact the correct clinical HX  				It is the responsibility of the referrer to check
1. correct addressograph displayed on the request for the correct patient
2. The clinical history documented in the request for for the patient identified in the addressograph is in fact the correct clinical HX  		9/26/23		No

		36812				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/31/23		21:45				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36772				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/1/23		8/31/23		23:00				Sister Claire Williams		Mrs Eliza Guinto		When patient arrived on to Cardigan ward from ward A it was noted that there was 0.5cm red-non blanching area to left heel and around 2cm red-non blanching area on right heel.		Patient was already on airflow mattress. 
Pillow inserted under patient's legs to elevate heels .		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		None		None		Patient was transferred to ward A on the 21/8/23 with septic arthritis on his L elbow, L knee and R ankle from AMAU, had drainage of septic arthritis on the 23/8/23.  
Pressure areas checked on arrival to ward, all intact. Patient is already on a pressure relieving mattress since ad
Transfer of care done for Cardigan ward, stated pressure areas intact on transfer. 
Noted on the WNCR that cardigan ward has been documenting dryness for both heels 
		Category 1 on both heels now resolved 				My self and ward sister went down to check patient's heels, both heels are very dry but they are blanching. We also offloaded his heels on a pillow, we handed it over to the nurse on duty. 		9/29/23		No

		36789				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/31/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36832				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Ty Olwen 		9/1/23		8/31/23		16:00				Mrs Katrina Rees		Kate Lewis, Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Mrs Rachel Thomas, Mrs Sara Morgan		Patient transferred from another ward, they handed over Grade 1 to sacrum and that a datix had been completed. Skin checked on arrival grade 2 to sacrum. Contacted the ward during shift could not get an answer. Contacted again day after informed that a datix had not been completed. 		-Skeletal chart updated 
-Purpose-T assessment updated 
-Dermo incontinence cleansing spray and barrier spray implemented
-Repositioning increased 
-Manager informed 
-Medical photography 
-Patient aware prior to this admission 
		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Moderate		Low		Low		Patient transferred from another ward, they handed over Grade 1 to sacrum and that a datix had been completed. Skin checked on arrival grade 2 to sacrum. Contacted the ward during shift could not get an answer. Contacted again day after informed that a datix had not been completed. 		Pressure ulcer present before admission to this clinical care area/caseload due to equipment not working appropriately, patient very frail with extremally venerable skin. Patient double incontinent and not always compliant with care needs. 				Pressure ulcer present before admission to this clinical care area/caseload due to equipment not working appropriately, patient very frail with extremally venerable skin. Patient double incontinent and not always compliant with care needs. 		9/19/23		No

		36765				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 9				9/1/23		8/31/23		21:30						Dean Williams, Dr Lewys Richmond, Stuart Hughes		Patient received from Recovery nurse. Patient was handed over on noradrenaline. No drug additive label attached to Noradrenaline syringe. 		Identified by NIC on CITU. Raised issue with recovery nurse who was unaware, as came from theatre with it.
New Noradrenaline drawn up with label attached. 		Medication, IV Fluids		Preparation errors		No label on prepared medication		None																No

		36811				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/31/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36791				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		8/31/23		10:13				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/1/23		No

		36896				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		Nurse In Charge Office		9/2/23		8/31/23		17:30						Paula Jones, Bethan James		On the afternoon 31st August 2023, a former patients' brother arrived unannounced and walked onto the Intensive Care Unit.  He then proceeded to the Nurse In Charge office to where at this time the door was closed, as I was currently in a Return to Work meeting with a Staff Nurse.  He knocked on the door and when opened he introduced himself and stated that he wished to make a complaint in regard to his sisters treatment whilst a patient in ITU.  I explained that I was currently in a meeting to which he agreed to wait. When I spoke to the former patients' brother he expressed his dissatisfaction with his sisters treatment and how she should not have been discharged from ITU.  He further went on stating how his sister was not referred to the Asthma Team and how she was not given the correct treatment on discharge for her UTI.  He was extremely unhappy with the care provided to his Sister and stated that he wished to make a complaint.  I asked if it was his sister who wished to make the complaint as I was aware that she had done so previously to which he stated "No" it was himself.  I then proceeded in obtaining the E-Mail address for PALS for him, on giving him this information he was insistent that he wanted to write the complaint whilst on the Intensive Care Unit and asked if he could remain in the Nurse In Charge office to which I answered No and that he would need to leave and write it elsewhere.  He then returned approximately 30-40 mins later with the written complaint.  I went on to explain that even though he had issued us with a copy, it needed to be e-mailed directly from him to the PALS address so that it could be dealt with by the correct team accordingly, to which he acknowledged and then left the unit.  Throughout the time I was interacting with the former patients' brother he was continuously looking at his phone, as to why I am unsure of.







 		Updated the Matron as to the incident after he left to write the complaint and obtained advice.
Detailed E-Mail sent to Managers and Senior Staff to make them aware of Incident		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		None																No

		36842				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)				9/1/23		8/31/23		11:00				Mrs Katrina Rees		Miss Cleo Purchase, Morag O'gorman		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses PO Trimethoprim		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
The patient has missed three doses PO Trimethoprim
No pharmacy cover at time of incident 
New doctors, and new consultant cover 		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
The patient has missed three doses PO Trimethoprim
No pharmacy cover at time of incident  which has been implemented from  the 12th September 2023 
Change over of doctors & consultant cover
amalgamation of two wards, firstly relied heavily on agency staff and then introduction of tawe staff to a new area 				Ward area needs pharmacy cover 
doctors need to be following the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
nurses need to be aware of the Health Board's agreed protocol for ARK (Antibiotic Review Kit) and prompt questions before treatment is given 
		9/14/23		No

		37154				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/6/23		8/31/23		16:10						Marietta Tunay, Mrs Sara Morgan		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low						Patient admitted 31/8/23 with complaint of ongoing diarrhoea treating for Dehydration secondary to diarrhoea. PMHX: Diverticulitis, Colonic Polyp, Osteopenia, Osteoporosis, hypothyroidism, Essential HTN. Referred to colorectal surgeon recently due to change in bowel habits for 2/12. Visited Spain 2/12 ago and was unwell then. Patient self discharge same day at 20:10 Stool sample was sent during her out patient
										No

		36869				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/2/23		9/1/23		21:00						Carys Wilkins		Ward short staffed, high acuity and high volume of patients. Patient who was mobile self caring and outside having a cigarette was sitting in a wheelchair to rest went to stand as staff were passing him with a trolley when patient fell outside on the ramp. 		No head injury noticed or complained by patient. Dr reviewed. Safely retrieved from floor. Outreach brought him back and dressed his arm and finger. I did his observations and he was cold so we put him back in yellow and made him comfortable. Falls sticker and paperwork completed and put into his file. Staff did a blood sugar and will inform his family in the morning. Dr requested not to do Neuro obs. 		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low														No

		36806				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/1/23		9/1/23		13:50						Samantha Evans		E. coli has been identified from a blood culture sample obtained on 29/08/2023  16:10:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.
		Referred to clinical team and ward to review and investigate
		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		36829				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital				9/1/23		9/1/23		11:00						Rebecca Davies		Patient has been in the OPAS pod for a number of days on a trolley , in that time she appears to have become increasingly confused to the time of day and is unable to recognise day or night there are no windows or clocks in the pod which contributes to the patients confusion and this environment is not a suitable environment for a patient to be in for a lengthy time 		liaised with bed manager daily 
reassured patient of time of day/ night 
 		Access, Admission		Access to services or admission delayed		Allocation delay - No / lack of available resources		Low		Low														No

		36783				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/1/23		9/1/23		08:43				Mrs Katrina Rees		Ms Sarah Yeap		no 1-1 cover for patient high risk of ligiture (9 previous attempts) needs level 4 MH observation 24hours a day
hcsw x5 , 1 moved to another area to support leaving ward and patient  unsafe with 4 hcsw for 18 full care patients.
 2 section Baywatch  
atient high Ligature risk (9 previous attempts)
no 1-1 cover for the patient - hcsw that was utalized was moved to another area leaving 4 hcsw on the ward for 24 patients, 18 full care patients and the additional responsibility of Ligature risk patient .Resulting in the whole ward being left unsafe, delays in responding to patient need, unable to provide bay watch in other section increasing the risk of falls. increased workload resulting in increase stress levels within staff as they are unable to provide care needed for patients.  		wm sit outside of meetings 
increased activity maintained
mh team advised to support		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of appropriate supervision of staff		Low		Low		Low		hcsw moved to another area leaving patient at ligature risk without level 4 mh observation		wm sit outside of meetings 
increased activity maintained
mh team advised to support				Staff moved from ward leaving ward unsafe.
do not move staff to other areas when we are already short staffed 		9/4/23		No

		36857				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/1/23		9/1/23						Mrs Lisa Morris		Kristine Labayo, Mrs Sharon Howells, Tracy Davies		Patient stated he was attempting to take his pyjama shirt off and lost his balance and fell between the bed and drawers		Patient assessed for injuries and questioned if he had any pain which he denied.
Patient questioned whether he hit his head but denied that he had. 
Doctor informed and will review.
Observations checked and neuro obs commenced.		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Low		Low		Mechanical fall secondary to standing on a blanket. 		Accidental Mechanical fall secondary to stepping on a blanket. 
				none		9/14/23		No

		37086				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Clydach Ward				9/5/23		9/1/23						Sister Claire Williams		Ffion Thomas, Helen Davies, Ms Claire Morris, Rebecca Davies, Sister Claire Williams		Clydach ward is an Orthopaedic Elective ward, which has a capacity of 10 beds. This ward is a green IPC pathway, with ring fenced protocol for theatre cases to go ahead.
On the 20/12/2022 this was breached by admitting trauma & orthopaedic patients onto the ward from accident & emergency, therefore having to subsequently cancel any existing elective surgery in the near future until rectified.


		Unable to currently take any action as beds are still occupied with complex trauma patients. 
This is being addressed on a daily basis within the hospital management team		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		None		None		Clydach ward is an Orthopaedic Elective ward, which has a capacity of 10 beds. This ward is a green IPC pathway, with ring fenced protocol for theatre cases to go ahead.
On the 01/09/2023 this was breached by admitting trauma & orthopaedic patients onto the ward from accident & emergency, therefore having to subsequently cancel any existing elective surgery in the near future until rectified.
Beds have been occupied with complex trauma patients up until present 
This was addressed on a daily basis within the hospital management team
We have now managed to transfer the remaining patients amongst the MSK department 
Appropriate cleaning was undertaken 
Reinstated elective orthopaedics dated 20/9/2023





		Clydach ward is an Orthopaedic Elective ward, which has a capacity of 10 beds. This ward is a green IPC pathway, with ring fenced protocol for theatre cases to go ahead.
On the 01/09/2023 this was breached by admitting trauma & orthopaedic patients onto the ward from accident & emergency, therefore having to subsequently cancel any existing elective surgery in the near future until rectified.
Beds have been occupied with complex trauma patients up until present 
This was addressed on a daily basis within the hospital management team
We have now managed to transfer the remaining patients amongst the MSK department 
Appropriate cleaning was undertaken 
Reinstated elective orthopaedics dated 20/9/2023





				The ward was breached by admitting trauma & orthopaedic patients onto the ward from accident & emergency due to site pressures, therefore having to subsequently cancel any existing elective surgery in the near future until rectified.
There were also 6 cases cancelled late toward the end of the week, leaving vacant beds over the weekend period.		9/29/23		No

		36960				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/1/23		08:37				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		36797				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/1/23		9/1/23		12:30				Mrs Helen Thomas		Bethan James, Marie Grace Aveo, Sheree Kowalski		Patient requested for his stickers for the telemetry to be removed so that he can go for shower.
Upon removing a sticker on his L chest, noticed blisters around the area and when the sticker was removed, blisters popped and noted a small skin tear too.
Patient aware
		Area was cleaned and dressing applied.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		None		29/8/2023 - Patient admitted to ward c from Morriston ED with a cardiac diagnosis requiring constant cardiac monitoring and was placed on telemetry.  
1/9/2023 - incident happened with burst blisters, cleaned and covered with a dressing and was discharged home.  
Risk assessments on admission state 'normal skin' and 'no issues'. No allergies.
		Even though patient had skin inspection on admission and deemed to have normal skin, as can happen and is not known by staff or patient themselves beforehand. People can have sensitivities or a reaction to the glue and gel on the electrodes. 
Staff member treated the wound accordingly, it did not impact discharge and there is no record of this causing any other issues. 
				Even those with no allergies or 'normal' looking skin can have a reaction which could lead to skin breakdown/wound and identifying early signs of this can prevent this from happening. 		9/19/23		No

		36777				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		GREEN ZONE, BED 3, BEDSIDE		9/1/23		9/1/23		06:30						Aklima Bari, Mrs Rachel Thomas, Maria Briones, Marietta Tunay, Mrs Sara Morgan, Miss Gemma Hanbury		patient called and found kneeling in the floor by his bedside, found unresponsive and transferred to bed immediately then suddenly became responsive, fully conscious and aware what happened.patient stated wanted to used urinal bottle and became dizzy.		Doctors immediately responded. Vital signs taken and with low blood pressure 82/58.Stat IV Normal saline given. blood sugar 5.5, ECG -done , blood test taken and skin areas checked noted with skin flap to L hand and R wrist. Applied dry dressing . Skeletal chart and wound care chart completed.Chest x ray -done. Neuro observation not needed as ordered.		Accident, Injury		Slip, trip or fall		Faint/collapse		Moderate		Low														No

		36995				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/4/23		9/1/23								Amanda Griffiths, Mrs Lisa Graham		Whilst team brief of Theatre 7 was ongoing, tried to send for first patient at 08:45. Phoned ward numerous times with no answer so went over to ward to collect patient and check in for theatre. When got to the ward, patient was in outdoor clothes and no checklist completed. Nurse looking after patient informed me had not been admitted or checked for theatre yet. Phoned theatre to make aware of delay to list. 0915 surgeon followed up delay on ward and discussed with ward sister. Patient checked in and taken down to theatre.		Matrons informed
Completion of Datix
		Access, Admission		Access to services or admission delayed		Access to admission delayed		Low				None		The ward is often very busy in the mornings with staff focusing on admitting the patients safely and effectively.
As a ward we strive to admit patients in order of the theatre list but this is often not always possible due to many factors.
Sometimes the patients arrive late. 
Sometimes the lists change which results in the last patient on the list being done first. 
These instances are unavoidable.
In addition, nursing staff can also be disturbed 5-6 times per patient admission by other members of the MDT wanting to do their part with the patient. i.e anaesthetist, surgeon, phlebotomist, physio, OT and ward hostess with each admission taking in excess of 45 mins per patient. 
This has been an ongoing issue and the investigator feels that this is something that can be improved on with the implementation of the PRE ADMISSION CLINIC which was trialled in the summer and improved ward routines and patient experience. 
		The ward is often very busy in the mornings with staff focusing on admitting the patients safely and effectively.
As a ward we strive to admit patients in order of the theatre list but this is often not always possible due to many factors.
Sometimes the patients arrive late. 
Sometimes the lists change which results in the last patient on the list being done first. 
These instances are unavoidable.
In addition, nursing staff can also be disturbed 5-6 times per patient admission by other members of the MDT wanting to do their part with the patient. i.e anaesthetist, surgeon, phlebotomist, physio, OT and ward hostess with each admission taking in excess of 45 mins per patient. 
This has been an ongoing issue and the investigator feels that this is something that can be improved on with the implementation of the PRE ADMISSION CLINIC which was trialled in the summer. 
				We will continue to strive to admit the patient by order of op lists and ensuring a comprehensive and safe admission. 				No

		36843				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / West Renal Unit		BED AREA		9/1/23		9/1/23		15:00				Mrs Lisa Morris		Mrs Beatriz Angeles, Mrs Lisa Morris		Pt. c/o sore area to bottom.  X3 SMALL broken areas (? friction damage) and moisture damage (red and blanching) in cleft of bottom cheeks.  pt has carers four times daily.  		pt nursed on an air mattress in the dialysis unit at all times. Cream applied and skin bundle completed, GP practice informed and request made for district nurse review.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				Pt. c/o sore area to bottom.  X3 SMALL broken areas (? friction damage) and moisture damage (red and blanching) in cleft of bottom cheeks.  pt has carers four times daily.pt nursed on an air mattress in the dialysis unit at all times. Cream applied and skin bundle completed, GP practice informed and request made for district nurse review.				None		9/14/23		No

		36856				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge		9/1/23		9/1/23		19:12				Claire Herbert		Rachel Newton		On patient skin check right heel has dark discolouration and non blanching  ? G1 or SDTI. 		Pressure area care given to patient, heels offloaded.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		All appropriate nursing care undertaken 
Patient given all appropriate advice in regard to pressure care 
Appropriate pressure relieving equipment in situ		as above				as above		9/7/23		No

		36773				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/1/23		9/1/23						Rachel Newton		Claire Herbert		Routine skin check completed at 0500. Patient was found to have a small area of moisture damage just below the sacrum at the top of the natal cleft		Ensured area was clean and dry. Patient being nursed on repose mattress already. Catheter inserted earlier in night due to excessive urine output. Documented on skeletal chart and skin bundle. Documented in nursing notes & Datix completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/7/23		No

		36776				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/1/23		9/1/23		07:00						Mrs Rebecca Bowers		•	At the start of the shift 32 patient in yellow zone. Increased number of patients in the department, patients lining the corridors of AMU, blocking the corridor in the event of an emergency and increasing falls risk for patients. 
•	Fire regulations not being adhered to as fire doors being blocked by patients and having to be kept open to allow monitoring of patients.  
•	Green and blue bays remain closed for infection control purposes. Green bay is a covid exposed bay and blue bay remains closed due to covid, four beds unoccupied, three covid +ve patients. 
•	Longest wait in a chair is 42 hours 
•	Longest wait in a trolley is 47 hours
•	Increased pressures on nursing staff due to nurse:patient ratios and patients acuity. Concerns for staff wellbeing, increased risk of staff burn out. 
•	3 ambulances unable to offload at the start of shift due to lack of beds, offloaded throughout the night but significant delay in offloading as patient outside for 12+ hours. 
•	At the start of shift 13 patients waiting to be clerked, two medics on for clerking overnight resulting in significant delays in patients being seen. At present 7 patients still awaiting clerking, two have been waiting 12+ hours to be clerked. 
•	Xray waiting room remains open with patient in there waiting to be clerked. 
•	1 porter for AMU – main porters has had to be utilised to assist in transfers/scanning/ blood collection resulting in delays in patient flow in the department. 
•	No receptionist on overnight, triage nurse been admitting patients  onto WPAS, which has taken time away from patient care overnight. 
•	1 consultation room in use for infection control purposes. 
This in whole was putting AMU over capacity which in turn putting staff and patients at risk. 
		Escalated to bed managers and site. 
		Infrastructure (including staffing, facilities, environment)		Service resources		Failure to resource service adequately		Low																No

		36850				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W		Theatre Reception 		9/1/23		9/1/23		16:30				Sister Claire Williams		Karen Allcock, Mr Jonathan Phillips, Sister Claire Williams, Victoria Hopkins		Patient arrived at theatre reception with a HCSW and daughter from the ward. Patient had a complete language barrier. Patient was not accompanied by a translator. HCSW was unable to give handover to the anaesthetic practitioner. Checklist stated that patient was only allergic to Co-Codamol; patient was in fact, allergic to Co-Codamol, all plasters, Ibuprofen, chemicals and fragrances. A blood sugar had not been completed since 5.43am and blood sugar reading had been taken from a previous reading on the insulin chart . Pre-operative checklist stated that patient 'may have loose teeth'. Ward staff had failed to ask the patient or her daughter this question. Pre-operative checklist stated that patient had a cardiac pacemaker- patient does not have one. No pain relief was administered to patient since 6.00am. Pre-operative checklist was completed without daughter present. Unit of blood commenced at 15.00. Transfusion stopped at unknown time with unknown reason. Blood expired due to being at room temperature for to long. 		Datix completed.
Line Manager informed.
Matron informed.
Checklist corrected by anaesthetic staff with daughter present. 
Informed nurse looking after the patient of my concerns- did not appear phased by issues. 		Communication		Communication issues		Inadequate handover of care		Moderate		None		Low		Admitted on the 30/8/23 under the care of the medical team with left knee pain.
S/B T+O 0n 31/8/23 for ? infected Left Total Knee Replacement.
Attended theatre on 1/9/23 for Left TKR aspiration.
Patient arrived at theatre reception with a HCSW and daughter from the ward. Patient had a complete language barrier. Patient was not accompanied by a translator. HCSW was unable to give handover to the anaesthetic practitioner. Checklist stated that patient was only allergic to Co-Codamol; patient was in fact, allergic to Co-Codamol, all plasters, Ibuprofen, chemicals and fragrances. A blood sugar had not been completed since 5.43am and blood sugar reading had been taken from a previous reading on the insulin chart . Pre-operative checklist stated that patient 'may have loose teeth'. Ward staff had failed to ask the patient or her daughter this question. Pre-operative checklist stated that patient had a cardiac pacemaker- patient does not have one. No pain relief was administered to patient since 6.00am. Pre-operative checklist was completed without daughter present. Unit of blood commenced at 15.00. Transfusion stopped at unknown time with unknown reason. Blood expired due to being at room temperature for to long. 		Admitted on the 30/8/23 under the care of the medical team with left knee pain.
S/B T+O 0n 31/8/23 for ? infected Left Total Knee Replacement.
Attended theatre on 1/9/23 for Left TKR aspiration.
Issues highlighted were:-
1. HCSW taking patient to theatre- I do not see why this was an issue as this is common practice throughout the hospital, daughter was present therefore translator not needed.
2. Not all allergies documented on checklist- Ward staff have not got access to GP records unlike the Doctors clerking the patients, All clerking and medical information documented was Co-Codamol.
3. Blood sugars not taken since 05.43am pre op- Learning needs to come form this as nursing staff did not follow the protocol, will ensure diabetic update training is done.
4. Check list stated loose teeth- Staff Nurse was going to check with daughter in regards to this, but forgot prior to leaving the ward.
5. Check list stated Pacemaker in situ- Discussed with Staff, stated this was handed over to her and following investigation it was documented on signal, staff had  asked the team to clarify and were told there was no pacemaker but forgot to update check list prior to leaving the ward- learning staff should have re checked the checklist prior to leaving the ward. Looking at medical clerking documented PMR in past medical history ?if this was interpreted wrongly by nursing staff as abbreviations are not ideal.
6. Patient received 2 units of blood- prescription chard added to datix.
7. Paracetamol not given lunch time ? why as not signed				Few lessons learnt and actions to be taken.
1. Diabetic training updates
2. Prioritise work load
3. Paracetamol not signed for lunch time ? why. Should be documented on drug chart if omitted, staff made aware patient can still receive Medications even if NBM with small sips fluid
4. Ward did not ask for translator as family had open visiting and were present thought the majority of the day and patient was able to communicate her needs when family not present.
5. There was a 1.5 hour gap between both blood transfusions as the 1st infused over 1.5 hrs instead of prescribed 4hrs. Felt there should be a delay before administering the 2nd unit as to not overload.
6. Medical documentation that was completed also did not pick up all allergies, nurses do not have access to GP records unlike doctors, although this should have been checked with family, they were not present at time of initial checklist early hours in the morning, but should have been re-checked when they arrived onto the ward pre theatre.		9/29/23		No

		36996				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Clydach Ward				9/4/23		9/1/23						Sister Claire Williams		Miss Clare Taylor, Mrs Charlotte Le Brocq, Mrs Heather White, Ms Carol Owen, Sister Claire Williams		Patient was admitted to Clydach ward for an elective revision of previous THR. On investigation, It was noted this patient was not for a screened ward on the pre-assessment documentation, however no-one informed ward or patient of this. Unsure if this was communicated to waiting list to re-allocate ward?
During procedure, the metalwork displayed clinical signs of infection and the patient was then taken to Pembroke ward post-operatively.
Datix requested 
		During procedure, the metalwork displayed clinical signs of infection and the patient was then taken to Pembroke ward post-operatively.
This could have breeched the ward if there was no ward with bed availability post-operatively		Communication		Communication issues		Communication failure regarding infection control status		None		None		None		Patient was admitted to Clydach ward for an elective revision of previous THR. On investigation, It was noted this patient was not for a screened ward on the pre-assessment documentation, however no-one informed ward or patient of this. Unsure if this was communicated to waiting list to re-allocate ward?
During procedure, the metalwork displayed clinical signs of infection and the patient was then taken to Pembroke ward post-operatively.
Datix requested 
During procedure, the metalwork displayed clinical signs of infection and the patient was then taken to Pembroke ward post-operatively.
This could have breeched the ward if there was no ward with bed availability post-operatively
NIL responsibility taken from communication concerns raised 
Unable to determine responsible service 
Put to close 		Patient was admitted to Clydach ward for an elective revision of previous THR. On investigation, It was noted this patient was not for a screened ward on the pre-assessment documentation, however no-one informed ward or patient of this. Unsure if this was communicated to waiting list to re-allocate ward?
During procedure, the metalwork displayed clinical signs of infection and the patient was then taken to Pembroke ward post-operatively.
Datix requested 
During procedure, the metalwork displayed clinical signs of infection and the patient was then taken to Pembroke ward post-operatively.
This could have breeched the ward if there was no ward with bed availability post-operatively
NIL responsibility taken from communication concerns raised 
Unable to determine responsible service 
Put to close 				It was noted this patient was not for a screened ward on the pre-assessment documentation, however no-one informed ward or patient of this. Unsure if this was communicated to waiting list to re-allocate ward?

NIL responsibility taken from communication concerns raised 
Unable to determine responsible service 
Put to close 		9/29/23		No

		36841				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		Bed area		9/1/23		9/1/23		13:00				Mrs Katrina Rees		Mrs Marites Colarina		Patient was being combative aggressive and throwing plates and cutlery across the ward - Nurse looking after patient asked me to come and help to administer IM Lorazepam. As we were doing this the  patient lashed out and smacked me in the face and scratched my right cheek. He also scratched my arm. He also spat at my colleague.		Doctors were notified, security called, have also phoned police Incident number is: 536		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Moderate				Low		Patient hit out at staff and made physical contact with staff member. In addition, patient hit staff member. Staff member reported incident to the police.		Spoke to hospital based PC, they are unable to take further action due to the lack of capacity of the patient.

They have advised calling security if medications are needed in future to assist with the giving of medication and to keep staff safe.				Spoke to hospital based PC, they are unable to take further action due to the lack of capacity of the patient.
They have advised calling security if medications are needed in future to assist with the giving of medication and to keep staff safe.
Staff to stay outside of patient room, 
Call security early to prevent escalation without support.		9/10/23		No

		36821				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A		Theatre 5		9/1/23		9/1/23								Julie Eley, Laura Haynes, Mrs Eliza Guinto, Sister Claire Williams		Patient is about to have her operation, upon positioning her, we found a broken area on her right inguinal area about 2-3cm long. It wasn't reported nor documented in skeletal chart. Phoned the responsible ward and they said that none recorded there as well.		Patient is about to have her operation, upon positioning her, we found a broken area on her right inguinal area about 2-3cm long. It wasn't reported nor documented in skeletal chart. Phoned the responsible ward and they said that none was recorded there as well. 		Pressure Damage, Moisture Damage		Pressure ulcer category 3		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		Theatre staff found broken area under apron right side. 
Skin bundles after area first found state partial skin loss up until 13/09/23 where it is then documented as 'moist'. 
Subsequent skin bundles now showing 'normal' skin, however on inspection 17/09/23 the area is still split.		Area seen in theatre, documented 03/09/23 and was to be monitored. Canesten cream has been applied
Area remains to be split due to moisture. 				To ensure thorough checks of skin including under folds of skin				No

		36884				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/2/23		9/1/23								Mrs Caroline Morton, Mrs Carys Walters, Mrs Hilary Thorne		During handover I was informed that this patient had a high NEWS score consistently overnight. I asked the nurse if he had been reviewed and her response was that she had left this for us to do. I explained that with such a high score for a prolonged period he needed to be reviewed at the time this was occurring and she then told me he was seen at 02:00am by on-call.		I immediately took the patient's clinical observations following handover and found him to be scoring even higher than recorded overnight. I carried out a SEPSIS screen and called on-call immediately to have him reviewed. The Dr advised me she had no prior concerns raised for this patient overnight and had not been to see him. Patient reviewed by the team and plan in place.		Assessment, Investigation, Diagnosis		Screening and surveillance		Delay in assessing and recognising patient deterioration		Low		Low														No

		36870				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/2/23		9/1/23		18:00						Dr Rhodri Edwards		Registrar admitted patient to AMU knowing that her situations were 66%. This is not appropriate for our unit as  our patients are supposed to be under a NEWS of 8. Other patients are meant to be sent down A&E. Inappropriate admission		Escalated to bed manager as no space. No ring fence space either. Ward manager also made aware. All other appropriate actions taken e.g. Dr informed. Treatment given etc. However, triage no blocked as nowhere for this patient to go.  		Access, Admission		Patient/service user referral pathway		Inappropriate patient pathway		Low		None														No

		36887				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward				9/2/23		9/1/23								Mrs Sharron Boyce, Mr Jason Preece		Patient had an unwitnessed fall in the bay. Patient found on their buttocks by a colleague and mobilised himself off the ground. 		General observations and neuro observations carried out
Falls pack completed
Doctor informed and reviewed patient  - no concerns, observations stopped. 
NOK informed regarding the incident. Advised patient to call for help from staff and ensure appropriate footwear. 		Accident, Injury		Slip, trip or fall		Found on the floor		Low																No

		36858				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Yellow sitting area 		9/1/23		9/1/23		18:00				Mrs Rebecca Bowers		Carys Wilkins		Pt in chair sitting area since 3 pm 31/08/23. Transferred to yellow F zone in to a trolley 01/09/23. Pt skin checked because he  complain of a sore buttocks. Pt has Moisture damage to buttocks.   Pt is normally MSC and can walk to toilet with aso1. Family have been taking pt to the toilet. This may be related to staffing issues on the unit at the moment. There are 38 pt on the unit in yellow bay with only 3 staff nurse and 2 health care assistance . This is showing a staff shortage.         		Washed and dried area. Cream applied. Regular skin checks carried out. Pt lying on side n bed.   		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Other		Low		Low		None		Pt in chair sitting area since 3 pm 31/08/23. Transferred to yellow F zone in to a trolley 01/09/23. Pt skin checked because he  complain of a sore buttocks. Pt has Moisture damage to buttocks.   Pt is normally MSC and can walk to toilet with aso1. Family have been taking pt to the toilet. This may be related to staffing issues on the unit at the moment. There are 38 pt on the unit in yellow bay with only 3 staff nurse and 2 health care assistance . This is showing a staff shortage.         		Pt in chair sitting area since 3 pm 31/08/23. Transferred to yellow F zone in to a trolley 01/09/23. Pt skin checked because he  complain of a sore buttocks. Pt has Moisture damage to buttocks.   Pt is normally MSC and can walk to toilet with aso1. Family have been taking pt to the toilet. This may be related to staffing issues on the unit at the moment. There are 38 pt on the unit in yellow bay with only 3 staff nurse and 2 health care assistance . This is showing a staff shortage.         				Ensure areas are washed, cried and creamed effectively. 		9/5/23		No

		36961				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/1/23		14:08				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		38481				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU				9/22/23		9/1/23		14:12						Mrs Arlene Davies		Written in retrospect of patient admitted to SDMU.
Patient was uncooperative of investigations and treatment, wanting to go back to place of residence (Swansea Prison), against medical advice.
Patient would not sign the discharge against medical advice paperwork. Paperwork was then signed by one of the escorting prison guards.		Patient returned to Swansea prison.		Transfer, Discharge		Discharge		Discharge inappropriate		Low		Low														No

		36795				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiology Dept		princess of wales hospital, cardiology		9/1/23		9/1/23		09:50								Incorrect letter uploaded to patient records on Welsh Clinical Portal.
188871 - patient hospital number where incorrect letter has been uploaded 
incorrect letter is dated 13.06.2023		Recorded Datix		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None																No

		36824				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital				9/1/23		9/1/23		11:00						Rebecca Davies, Ms Claire Morris		Patient has been in the OPAS pod on a trolley for a number of days now, in that time she appears to have  become increasingly confused and is unable to recognise the difference between day and night due to there being no windows or clocks in the pod.  		Bed Managers made aware daily 
Patient on waiting list for bed 
advised patient regularly of the time of day/night 		Access, Admission		Access to services or admission delayed		Allocation delay - No / lack of available resources		Low		Low														No

		36844				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/1/23		9/1/23		09:00				Mrs Lisa Morris		Kristine Labayo, Mrs Sharon Howells, Tracy Davies		Patient admitted to ward with necrotic toes. 		Medical Photography arranged. Vascular doctors informed. Full pressure care maintained 		Pressure Damage, Moisture Damage		Unstageable pressure ulcer		Pressure ulcer present before admission to this clinical care area/caseload		None		None		Low		Patient has contributory co-morbidities of T2DM, PVD, and Multiple TIA’s not new medical problem. 		pre-existing vascular problem with contributory co-morbidities of T2DM, PVD, and Multiple TIA’s				None		9/14/23		No

		36868				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/2/23		9/1/23		19:00				Mrs Rebecca Bowers		Mrs Rebecca Bowers		Came into shift to yellow zone having 52 patients in the department. Relatives also in the department and xray not closed. Only one consultation room free. 
39 in the “fit to sit area”.
Longest wait in a chair is 54 hours. 
Longest wait in a trolley is 60 hours.
No resus/ pre-empt space when I came onto shift. 
Two ambulances outside. Triage nurse unable to see to patients as triage was blocked. Also ambulances over A&E as short paramedic staffing. 
No porter to cover x-rays and transfers. Thus delaying patient diagnosis and discharge dependant scans. 
Nowhere to check patients and to review them.
Only 2 Dr’s in yellow zone and one of them having never worked on AMU.
Patient was admitted from GP walk in with saturations of 66%. 
Due to unwell patient triage was blocked. 
Patient fell on the ramp outside. 
Covid positive patient in the middle of “Fit to sit”. 
No receptionist cover for the last 24 hours. Online systems confusing and not up to date on what patients were admitted/discharged. 
Patients and families complaining due to this.
Patients sat in sitting not appropriate and high acuity e.g. NEWS of 8 and low HB.
Short a band 5 and a band 2 tonight.
Due to the consultation rooms in use no flow through yellow zone as nowhere for Dr’s to see patients. 
No where for nurses to check patients' skin, do ECGs etc.
Fire risk as patients sitting in front of doors. 
Staff breaks effected by all of this. 
Opened x-ray department as surg area. No staff available to look after them. 
One bay to be 4D cleaned. Staff needed to support this e.g. replenishing suction and oxygen. 
Two pre-empts in Green zone. Who are not MSC but assist x2.
One pre-empts in red zone. 
One patient end of life in ECHO room. 
		•	Escalation process 
•	Liaise with bed manager and site
•	OT put out to our staff 
•	Bank and agency also asked to cover 

		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		Moderate				Low		Yellow zone overcrowded with plus 34 patients in the department.  Relatives also in the department and xray waiting area not closed. 
Only one out of two consultation rooms free. 
Plus 21 patients in the “fit to sit area”.
Longest wait in a chair is 54 hours. 
Longest wait in a trolley is 60 hours.
No pre-empt space at the start of the shift which poses a risk to patient safety 
Two ambulances outside. Triage nurse unable to see to patients as triage was blocked. Also ambulances over A&E as short paramedic staffing. 
No porter to cover x-rays and transfers. Thus delaying patient diagnosis and discharge dependant scans. 
Nowhere to check patients and to review them.
Only 2 Dr’s in yellow zone and one of them having never worked on AMU.
Patient was admitted from GP walk in with saturations of 66%. 
Due to unwell patient triage was blocked. 
Patient fell on the ramp outside. 
Covid positive patient in the middle of “Fit to sit”. 
No receptionist cover for the last 24 hours. Online systems confusing and not up to date on what patients were admitted/discharged. 
Patients and families complaining due to this.
Patients sat in sitting not appropriate and high acuity e.g. NEWS of 8 and low HB.
Staff shortages of a band 5 and a band 2 tonight.
Due to the consultation rooms in use no flow through yellow zone as nowhere for Dr’s to see patients. 
No where for nurses to check patients' skin, do ECGs etc.
Fire risk as patients sitting in front of doors. 
Staff breaks effected by all of this. 
Opened x-ray department as a surge area. No staff available to observe these patients. 
Blue zone to be 4D cleaned.  Staff needed to support this e.g. replenishing suction and oxygen. 
Two pre-empts in Green zone. Who are not MSC but assist x2.
One pre-empts in red zone. 
One patient end of life in ECHO room which is not in a staffed area 
		Inappropriate infrastructure to deliver appropriate patient care  
insufficient staff resource to support number of patients
Blue zone had 15 available beds which impacted on the yellow zone, since this area was going through a 4D cleaning process, there was a delay in moving patients through the unit 				none 		9/5/23		No

		36845				Closed		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		bed 16		9/1/23		9/1/23		15:00				Mrs Louise Bowen		Amanda Griffiths, Mrs Louise Bowen		Patient reviewed by doctor and deemed medically fit for discharge. 
Signed off by Physio.

Drain removed. Patient informed myself that he had spoken to 'someone in blue' who has said he can stay another night because he is having work done to his house. I explained as he was MFFD he would be unable to stay in hospital. Patient again refused and told me he was staying until the morning. 
		Rather than engage further I escalated to Matron, who suggested I speak with the patient again and reiterate due to MFFD status he could not stay in hospital overnight.
I spoke with patient again and explained the conversation I had had with Matron. Patient said he had been told he could stay by my 'colleague in blue' and it was 'unreasonable to tell me at 15:00 I cant stay when I spoke to your colleague at 9'. I again explained unfortunately getting him reviewed and get his on going medications ready would we then be able to deem he is fit for discharge. Patient told me I was here to provide care to him and I should allow him to stay overnight. I explained I had been providing him with care but he is now no longer in need of care as he was deemed MFFD. Patient attempted to speak over me and when I asked him to stop he accused me of shouting at him, told him I was not shouting nor had I changed my tone, at which point patient told me to leave as he wanted to speak to someone who can make a decision whether he could stay.
I left the bay and attempted to contact Matron but unfortunately she was unavailable. I spoke with the 2 colleagues in blue Staff Nurse  and Ward doctor to ascertain whether they had spoken to patient regarding him staying overnight. SN had not, Dr stated she did speak with patient but did not confirm he was able to stay. I asked Dr if she would speak with patient to explain discharge process. Following speaking with patient, Dr returned to me to inform me patient had arranged a lift and would be leaving at 18:00.

During writing nursing entry patient requested to speak to 'person in blue', patient told DR he wanted to leave immediately.
Patient packed bags ready to leave, and asked HSCW  for her to get me as he wanted to speak with me. I attended and patient and he asked me my surname, provided my surname to patient and returned to nursing station.
HSCW then reported to me that she had offered a patient a porter transfer to leave ward but patient told her if he falls it will prove he was not medically fit for discharge.
Porters called to help patient with belongings to main entrance where patient states he has a taxi waiting.
Porters attended ward @16:10, patient taken to front entrance by porters and SN.
		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Staff attitude to patient/service user, visitor, public		Low		Low		Low		Documentation from Ward Doctor at 11:00 suggest that they told the patient that they could stay due to social issues.		Ward Doctor is new and may not have understood the ward protocol and that the beds are needed for new patients coming in for surgery the following day. 				Potential cancellation for patients due in the next day. 		9/25/23		No

		36854				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Tawe Ward (from 5.12.22)		tawe toilet		9/1/23		9/1/23		09:15				Morag O'gorman		Morag O'gorman		Patient was found unresponsive in the toilet on the left hand side .Patient was mobile independent and self caring. was wearing her own slippers. Doctors suspected Vasophagal episode.		Rapid response team informed LACK OF CONSIOUSNESS for approx 2minutes
Patient was put in the recovery position
.Checked Airway,Breathing,Circulation ,Observations taken, 
Blood sugar 5.5
Patient regained consciousness, no signs of bony deformity of neck pain. retrieved from floor, back to the bed with hand hold, able to mobilise herself
ECG taken.
Neuro obs commence,not on blood thinners,no evidence of injuries
Next of KIN informed by the patient.Awaiting MRI to be done
		Accident, Injury		Slip, trip or fall		Faint/collapse		Low		None		None		Patient has collapse/medical episode in toilet which could not have been anticipated 
independently mobile with no walking aids 		fall was due to collapse/medical episode which could not have been anticipated 
all appropriate action taken				Nil		9/10/23		No

		37074				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Unknown		9/5/23		9/1/23								Karen Thomas, Dr Clare Dieppe		Safeguarding referral for an alleged assault on a child received in Corporate Safeguarding Team and sent to local authority on 05/09/23.  Date of referral 01/09/23, advised unclear why not sent at time.  Delay in reporting safeguarding concern.		Referral received on 05/09/23 - sent to Corporate Safeguarding Team & Swansea local authority.		Safeguarding		Safeguarding - Child		Failure to follow Safeguarding policies / procedures		Low																No

		36802				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Red TB 9		9/1/23		9/1/23		10:50				Claire Herbert		Rachel Newton		Patient brought into ED on 30/08/23 via ambulance. Presented with fall/long-lie, also SOB.
Took over care on 01/09/23, checked skin at 10:50.
Staff noted mild moisture damage in natal cleft. Very superficially broken in line of the natal cleft and is red but blanching.
This area of skin damage has not been previously documented on skin bundle or skeletal chart. Not mentioned in nursing notes.
Patient states he does get sore in this area 'now and again'.
He is usually independent, he is continent and does not have carers.		Informed patient
Offered him some cream but he declined
Area cleaned and dried thoroughly
Skin bundle and skeletal chart updated 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		Patient attended dept with likely moisture damage 
previous scarring noted 
Patient advised as incontinent of urine does occasionally have moisture damage  		as above				as above		9/7/23		No

		36834				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 20				9/1/23		9/1/23								Allison Powell, Carl Jenkins, Mrs Deborah Fountain, Ms Lori Bissmire		Hole found in FHK Alignment tray - punctured through all 3 layers of wrap. Not sterile, case abandoned as no replacement tray available		Immediately informed Speciality manager and surgeon. No alternative tray was available so case abandoned and patient returned to ward. No anaesthetic interventions had taken place and patient did not proceed past theatre reception		Infection Prevention and Control		Sterilisation / decontamination of equipment (including vehicles)		Failure in sterilisation/decontamination		Low		Low														No

		36957				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/1/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance. 

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		36851				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A		Operating Room.		9/1/23		9/1/23		09:30						Julie Eley, Laura Haynes, Mrs Eliza Guinto		When collecting the patient from the ward, staff informed us that there were no skin issues. Skin intact on pre-operative checklist. When positioning the patient, there appeared to be a broken area on the buttocks (grade 3). No dressings were required. No ward paperwork completed for this skin issue.  		Line Manager informed. 
Ward staff informed. 
Datix completed. 
No dressing required. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low														No

		36889				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		BED ONE , SECTION B		9/2/23		9/2/23								Matt Searle, Mrs Natalie Dark-Harry		When health care support worker offered him evening desert, he was  showing racism telling that " Can you tell me in English" . Early morning he was using abusive words and mocking staff and showing facial gestures.		Incident reported		Behaviour (including violence and aggression)		Anti social behaviour		By a patient/service user		Low		Low														No

		36883				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Blue Resus		9/2/23		9/2/23		07:00						Michelle Furlong		Agency Staff nurse LD working long day in Blue Resus.
Patient FH in Blue Resus 2
Patient very demanding to Staff Nurse and then verbally aggressive when her demands were not met (regular medication that had not yet been prescribed).
Offered breakfast, shouted at Staff Nurse LD saying food and coffee is shit and that she is starving, we don't care and that's all we had to offer her.

Patient then moved as plus one in Blue Resus.
Patient started shouting saying she can't breathe and that nobody is giving her any attention or looking after her. Staff Nurse LD approached patient and told nurse that she is a shit nurse and that she wants to speak to a 'real' nurse/doctor. Nurse LD explained that her observations were fine (NEWS = 0) and that patient did not appear to have breathing difficultly as speaking in long sentences. After Nurse LD said this, patient began shouting saying "get out my face" and said she doesn't want to speak or look at Nurse.

Nurse LD and Nurse LG came out of another Resus bay after seeing to a patient and patient FH shouted at them saying they had "been in there ages just chatting"

Continually using aggressive attitude, manner and language towards Nurse LD throughout morning despite attempts to calm patient down and provide reassurance.
Nurse LD found this degrading and upsetting and was reduced to tears		Patient was informed by Nurse LD that she was being aggressive and rude and then Nurse removed herself from the situation
Nurse-in-charge DL informed 
ASBO to be completed		Behaviour (including violence and aggression)		Harassment		Patient/service user to staff		Low																No

		37106				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / West Renal Unit				9/5/23		9/2/23								Mrs Debra Bull, Mrs Lisa Morris		Moisture lesion apparent on patient's sacrum.  Moisture lesion present whilst inpatient in August 2023.  
District Nurses contacted.  To supply repose cushion at home.
Dialysis unit to provide repose cushion whilst attending for dialysis.
Patient to contact Practice Nurse at GP surgery for wound care.		Wound covered with Allevyn dressing.  
Nursed on an airflow mattress.  
Care Plan updated. 
Skin bundle completed.
Leaflet to prevent pressure damage given to patient.
District Nurses contacted.  To supply repose cushion at home.
Dialysis unit to provide repose cushion whilst attending for dialysis.
Patient to contact Practice Nurse at GP surgery for wound care.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low														No

		37003				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/2/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		36863				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward		Oxwich bay		9/2/23		9/2/23		01:00				Mrs Helen Thomas		Hannah Killa, Rachael Brown		Moisture lesion has been seen in between the buttocks , while changing patient p osition and skin check.		Barrier cfeam and derma spray applied		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient was already on an airflow mattress having 2 hourly position changes. She had a catheter and had a slip pad which were appropriate to avoid moisture damage. Staff had also been applying barrier cream regularly. Derma Spray applied to damage. Unfortunately the patient was NG fed and had feed related loose stools. All paper work was up to date and a passport was in place. 		The patient was discovered to have moisture damage to buttocks. Developed on CEW due to loose stools. Preventative measures in place. Area will be monitored closely and kept dry and two hourly skin checks and documentation completed.				Ensure all preventative measures are in place to try and prevent and skin damage. 		9/11/23		No

		36913				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/3/23		9/2/23						Mrs Helen Thomas		Bethan James, Marie Grace Aveo		When doing SB it was noticed that the patient had a new SDTI to the base of her left foot		elevated feet and updated skin bundle		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		None		3 RNs checked the patient's foot today. The base of her left foot has a small bruise and not a SDTI		3 RNs checked the patient's foot today. The base of her left foot has a small bruise and not a SDTI. No harm.				3 RNs checked the patient's foot today. The base of her left foot has a small bruise and not a SDTI. No harm.

To continue to make sure skin checks are done and documented.

		9/19/23		No

		36867				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		CEU		9/2/23		9/2/23		03:58						Dr Clare Dieppe		4yr old with post tonsillectomy bleed.  Not actively bleeding, for ward M.  ENT Reg attempted to cannulate, unsuccessful so called  anaesthetics, who were also unsuccessful, number of attempts resulting in 4, child was traumatised by this.  Staff on ward refuse to take her without a cannula.  I was made aware at 0300, I spoke to ENT, anaesthetics, NIC of Ward M and bed manager.  Ward M state it is policy.  Anaesthetics Reg spoke to his senior, who agreed as did ENT and staff on CEU that it would not be beneficial to the child to try again, the child was stable and did not need a canula at this time, and doing so would add more trauma to the child. Child stable and on oral ABX and analgesia.  Paeds Reg eventually agreed to take the child without a canula and passed this onto Ward M staff.  
This whole process took one and a half hours to sort, and involved CEU staff, NIC, ENT Reg, Anaesthetics Reg, Paeds Reg, all of whom were busy and were taken away from other patients due to a policy that does not act in the best interest of the patient 		NIC aware
Site team aware
ENT Reg aware
Paeds Reg aware
Anaesthetics Reg aware
Discussions between all of above, child eventually accepted by Ward M staff at 0400, nearly 2 hrs after bed was given.
Matron ED emailed, Matron Paeds emailed 		Access, Admission		Access to services or admission delayed		Delay in accessing specialist unit / ward		Low		Low														No

		36999				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/2/23		11:35				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		36899				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		Bed 3.6		9/2/23		9/2/23		20:05						Nathan Riddle, Mrs Marites Colarina		Staff notified nurse in-charge patient gone missing. Last seen around 20:00 while serving tea pacing back and fort from the main ward door to section 1 hallway. Staff checked the bed, each sections, toilet, corridor and hallway of the hospital, but unable to locate. Patient known suicidal attempt, classified as high risk suicidal intent. Patient has a capacity. 

		Notified security around 2025. 
Patient was escorted back to the ward at 2035 safely. Security said, he was seen near main entrance, close to Tawee ward. 
Patient stated that he is suppose to go home today and have been waiting for Psych team to review him, but no one came. Explained to him that he was already listed, but probably was busy this morning. Reassurance given that will chase the Psych team and make sure to handover to the morning staff, that he needs review.		Behaviour (including violence and aggression)		Absconding or missing patient/service user		Attempted		Low		None														No

		36864				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		surge		9/2/23		9/2/23		01:15				Rachel Newton		Claire Herbert		on skin check, found moisture lesion between the buttocks, quiet red and tender on touch		cleaned the area , kept it moisture free and applied barrier cream
recorded and reported it 
informed to patient
positioning done 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Moderate		Low		None		?if Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/7/23		No

		36984				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/2/23						Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted.		Patients were offloaded when space became available.		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		36898				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/2/23		9/2/23		04:50				Mrs Lisa Morris		Kristine Labayo, Mrs Sharon Howells, Tracy Davies		Patient was found on his knees holding onto his bed. - Patient denied hitting his head. Patient stated he was trying to reach urine bottles from the next beds table despite having his own on his table. Patient was found in urine on the floor ?slipped. 		Patient was assessed for injuries, nil noted. Safely assisted patient off the floor by staff, GCS of 15. Patient was a NEWS of 6 RR 26, sats 88%. 1L o2 commenced via NC. 
Dr informed, full assessment completed by dr NIL ordered		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		Low		Low		None		Patient was mobile independently. During the night of this incident, patient stated he had got out of bed to reach a urine bottle from patient in next bed table. He slipped on wet floor, from what appeared to be urine. Patient was found by staff on his knees holding onto the bed. No injury noted, denied pain or hitting his head. Observations recorded, SATS 88% on room air, RR 26. Oxygen 1L via nasal cannula commenced. Patient was over loaded and SATS had ben between 88% and 93% on air. 
Reviewed by Doctor, nil ordered. 		Patient was mobile independently with a frame. On the night of the incident, patient had got out of bed to take urine bottle of fellow patient table. There were bottles on his own table also. Call bell was to hand. Patient was not wearing his slippers and appeared to slip on wet floor at his bedside. Patient was found by staff on his knees holding onto the side of his bed. Assisted to stand once no injury noted, patient denied pain. Observations recorded, oxygen commenced as SATS 88% and RR 26. Patient continued on oxygen therapy as overloaded. GCS 15/15, reviewed by Doctor, nil ordered.				Staff are usually based in the bay overnight to observe patients and monitor for safety. At the time there was staff on break, and attending fellow patients.
Lessons learned are to continue to monitor patients in the bay for safety.
Patients reminded to use call bell overnight particularly due to unseen hazards with only low lighting.		9/14/23		No

		36892				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		section 3 bed 5		9/2/23		9/2/23		09:22				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		While providing personal care this Am, I noticed a small G2 to her spine. 		Dressing insitu,
Nurse in charge made aware,
Passport completed,
Skeletal chart completed. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		While providing personal care staff noticed a small G2 to her spine.
patient known to be cachexic with weight of 30kgs
had fallen at home 2 weeks prior to admission and needed hospital admission but had continually declined until becoming critically unwell and admission being medically overruled. 
whilst in hospital declining skin checks, declining to lay side to side, often remaining on back for long periods of time. 
ward manager asked if staff could review  pressure damage/have medical images taken initially 
Patient later allowed staff to get an air flow mattress, had begun mobilising slowly and on review pressure damage was healing
		unavoidable due to delayed admission to hospital, patients reluctance to allow appropriate pressure alleviating care and review of pressure damage				staff to ensure thorough documentation on WNCR of inability to appropriately support in pressure care		10/3/23		No

		36872				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)		3.1		9/2/23		9/2/23		05:50				Mrs Katrina Rees		Miss Cleo Purchase, Morag O'gorman, Mrs Suzanne Holloway		0550 Health care called to inform that patient is on the floor, whilst qualified is looking for a bladder wash for another patient. Patient has had an unwitnessed fall, seen patient in the floor asking help to get up. Assessment done. Assisted back to bed.		Head to toe assessment done. Seen patient with tear on the lip and redness on the left cheek with skin tear on the right hand. Patient able the move both upper and lower extremities without any pain, assisted back to bed. Called oncall SHO, update given and asked for review. Skin tear on left hand dressed with Inadine and Allevyn, applied pressure on the lip. Seen by SHO at 0610, assessment done, informed that she had checked the tenderness on the right cheek, stated that she does not think there is any any fracture. PRN Paracetamol given as per Doctor's advise.		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		Moderate		Low		Low		patient was intermittently confused & risk of falls 
slowly mobile with assistance 
tried to get out of bed to toilet 
		patient is normally mobile with assistance 
tried to mobilise alone and lost balance 
				being visible 
highlighting risk of falls and ensuring staff at present at all times 
ensuring patients has opportunities to ask for help & assistance 		9/13/23		No

		37001				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/2/23						Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted.		Patients were offloaded when space became available.		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		36891				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/2/23		9/2/23		18:35				Rachel Newton		Claire Herbert		Patient admitted with distended abdomen. when changing patient noticed that she has moisture lesions to both buttocks. 		cream applied to buttock area. new pad change		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Moderate		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				nil		9/7/23		No

		37011				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/4/23		9/2/23		10:00				Mrs Katrina Rees		Alison Williams, Melissa Harris, Miss Melissa Rogers, Mrs Tanya Fuller		called to provide palliative support for patient who was discharged from hospital the day before and while at the call the patients son handed me some paperwork which he stated were somebody else's. when I checked them it was a medication discharge advice letter belonging to a different patient who is not known to DN service and is from another healthboard. I apologised to the patients son and took the paperwork back to DN office.		band 7 informed, paperwork kept safe at DN office while waiting for datix to be processed.		Records, Information		Healthcare record		Other		Low		None		None		DN called to provide palliative support for patient who was discharged from hospital the day before and while at the call the patients son handed me some paperwork which he stated were somebody else's. when checked them it was a medication discharge advice letter belonging to a different patient who is not known to DN service and is from another health board. I apologised to the patients son and took the paperwork back to DN office.		DN removed paperwork and safely stored it in office 				discharge papers to be double checked prior to discharge 		9/19/23		No

		36871				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/2/23		9/2/23		05:45				Mrs Katrina Rees		June Quiambao, Nathan Riddle		Patient had a fall while going to the toilet, she hit her head on the floor. 		obs done while patient was on the floor, dr informed. other protocols observed as per fall sticker guideline.		Accident, Injury		Slip, trip or fall		Found on the floor		Moderate		Low		Low		Patient sustained a fall when mobilising to the toilet at 05:45. Seen by doctor at 06:00 following fall. Witnessed fall, was seen to hit head on floor. Denied any double vision, Falls sticker completed. Next of kin made aware. ABC assessment done, no obvious sign of bone deformity, patient retrieved. Neuro obs commenced. Not on warfarin or anti-coag. Bms recorded. 		Patient sustained a fall when mobilising to the toilet at 05:45. Seen by doctor at 06:00 following fall. Witnessed fall, was seen to hit head on floor. Denied any double vision, Falls sticker completed. Next of kin made aware. ABC assessment done, no obvious sign of bone deformity, patient retrieved. Neuro obs commenced. Not on warfarin or anti-coag. Bms recorded. Neuro obs followed as per protocol.  				Nil to add. 		9/10/23		No

		36905				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		Section 3 bed 5		9/3/23		9/2/23		22:30				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		When providing personal care to the patient a G2 pressure sore was discovered by the nursing staff on the patients Right Hip.		Dressing applied 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		patient known to be cachexic with weight of 30kgs
had fallen at home 2 weeks prior to admission and needed hospital admission but had continually declined until becoming critically unwell and admission being medically overruled. 
whilst in hospital declining skin checks, declining to lay on alternate side.
ward manager asked if staff could review  pressure damage/have medical images taken initially 
Patient later allowed staff to get an air flow mattress, had begun mobilising slowly and on review pressure damage was  healing		unavoidable due to patients condition and reluctance to allow staff to support in pressure relieving care/review pressure damage 				staff to ensure thorough documentation on WNCR of inability to appropriately support in pressure care 		10/3/23		No

		36885				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/2/23		9/2/23		13:45				Claire Herbert		Rachel Newton		pt been having multiple fall this passed week, the last of which he had been incontinant. Pt states that he has been incontinant and not been able to change himself. stted that he had moistire damage to his buttocks as he as putting cream on himself.		pt changed and given clean clothes to put on. cream applied to buttocks. explained to pt to let either the ambulance crew or nursing team know when he wants to go to toilet. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Patient attended with history of moisture damage
Patient states aware and manages own condition in community 
All appropriate advice given 		as above				as above		9/7/23		No

		36906				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/3/23		9/3/23		05:00				Mrs Rebecca Bowers		Mr Alan Thorne, Mrs Rebecca Bowers		Came into shift to yellow zone having 28 patients in the department. Relatives also in the department and xray not closed. Only one consultation room free. 
18 in the “fit to sit area”.
Longest wait in a chair is 3 days. 
Longest wait in a trolley is 4 days
No resus/ pre-empt space when I came onto shift. 
No porter to cover x-rays and transfers. Thus delaying patient diagnosis and discharge dependant scans. 
Nowhere to check patients and to review them.
Short a band 5 and a band 2 tonight.
Due to the consultation rooms in use no flow through yellow zone as nowhere for Dr’s to see patients. 
No where for nurses to check patients' skin, do ECGs etc.
Fire risk as patients sitting in front of doors. 
One patient end of life in ECHO room. 
		All appropriate actions taken		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		None				Low		The infrastructure of the assessment area (yellow zone) is not suitable to manage the volume of patients accessing the area.  Staffing deficits in supporting services.
		Inadequate environment to manage purpose of the assessment area
Overcrowded area
Insufficient staffing numbers 
no porters
Inappropriate situation
Patient care and dignity compromised 				None 		9/5/23		No

		36903				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Triage		9/3/23		9/3/23		02:24						Karen Thomas		Patient with a STEMI waited nearly 1hr to be triaged, Dr not happy with this and wanted to know why, as patient was red stickered and had been to reception 3 times whilst booking in (which reception confirmed) complaining of increasing chest pain, reception state they alerted the triage nurses each time. 
Patient booked in at 0126 and was triaged at 0224, and found to be a STEMI
Dr looked what else had booked in during this time and found nothing that would of taken priority over this 		Put into RESUS
STEMI call put out
Treatment given
Seen by cardiology 
NIC/DIC informed		Access, Admission		Access to services or admission delayed		Access to services delayed		Low																No

		36900				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/3/23		9/3/23		00:45						Samantha Evans, Julius OBANA, Nerys Jones		Patient sat at the edge of the bed, 1:1 maintained from outside of bay as patient was very aggressive. Patient tried getting up and had slipped from the bed to the floor, staff unsure whether patient hit his head. Patient assisted into chair as safe to do so.		Set of observations recorded, stable. BP high, but normal for patient. Neuro obs commenced and oncall doctor phoned. 
Dr review - continue neuro obs, on examination pt appears fine and no obvious bumps or cuts to head. Phone back in any new concerns, 
Patient is now settled in bed with 1:1 supervision maintained. 		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low														No

		36983				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/3/23						Kevin Thomas		Kevin Thomas		Patient waited in excess of 1 HOUR to be offloaded from Ambulance.

Patient was Reacted.		Patient was offloaded when space became available.		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		37012				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit				9/4/23		9/3/23						Mrs Helen Thomas		Heather Howells, Mr Ross Phillips, Mrs Gwennan Hall, Vicky Harries		Patients moved from CHDU to CITU to create beds for site to take over CHDU for cardiology/medical/T&O patients.		Patients moved as requested. 		Access, Admission		Access to services or admission delayed		Allocation delay - No / lack of available resources		None		Low		Low		Patients were moved up to Cardiac ITU from Cardiac HDU because site needed to cohort various specialities of patients into the area to relieve wider hospital pressures.  This situation could have had a negative impact on patient experience and wellbeing knowing that they were moving to a higher dependency area.		Patients were moved from high dependency to intensive care beds which could have been detrimental to their hospital experience and wellbeing.				None.		9/19/23		No

		36949				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Yellow zone F1 bed		9/4/23		9/3/23		23:00				Mrs Katrina Rees		Gemma Rees		Moisture lesion noted in the middle of the buttocks during skin check		barrier cream applied, put new pad		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		None		Moisture lesion noted in the middle of the buttocks during skin check		barrier cream applied				no lessons to be learnt		9/10/23		No

		36909				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		AMU yellow 		9/3/23		9/3/23		02:00				Mrs Rebecca Bowers		Carys Wilkins		Identified a G 1 over the sacrum 		Identified a G1 over the sacrum .
Assessed ,no breakouts 
Applied skin protective creams over the site 
Pressure relief given 
Frequent repositioning ensured 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Moderate		Low		None		Identified a G 1 over the sacrum 		Identified a G 1 over the sacrum 				Not attributed to our unit. All further actions taken were appropriate. 		9/5/23		No

		36922				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/3/23		9/3/23		08:00				Mrs Rebecca Bowers		Aklima Bari		While washing this morning, moisture damage was found in-between buttocks		Washed and dried well, barrier cream applied to affected area.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		Low		While washing this morning, moisture damage was found in-between buttocks		Moisture damage noted to have developed before admission as triage nurse had noted it when patient arrived. 				NIL		9/5/23		No

		37042				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/3/23		19:20				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/5/23		No

		36910				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/3/23		9/3/23		04:00				Mrs Rebecca Bowers		Carys Wilkins		On admission into AMU yellow zone staff identified that patient has a Grade 2 to her spine. 		Skeletal chart complete, Skin bundle updated, and pressure areas passport complete. Patient is currently on a trolley in consultation room 1, however she is on a repose mattress. Patient has been positioned on her left side to help relief pressure. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		None		Low		None		On admission into AMU yellow zone staff identified that patient has a Grade 2 to her spine. 		On admission into AMU yellow zone staff identified that patient has a Grade 2 to her spine. 				On admission into AMU yellow zone staff identified that patient has a Grade 2 to her spine. 		9/5/23		No

		37331				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/7/23		9/3/23		17:19				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Staphylococcus aureus has been identified from a blood culture sample obtained on 03/09/2023 at 17:19. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to clinical team to manage and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Moderate		Moderate		Staphylococcus aureus has been identified from a blood culture sample obtained on 03/09/2023
an 80year old gentleman admitted on 20/07/23 with malena and a background of GAVE. 
Previously he has been admitted on 30/06/23 with low HB where he was transfused and discharged on 01/07/23

PMH; GAVE, MI, HTN, CCF 

During admission we attempted multiple OGD procedures for banding of varices to stabilize HB. And he had multiple transfusion and IV antibiotic therapy.

A blood culture on 03/0/23 was +ve to Staph Aureus, though to be CVC line associated 
He had previously had a penile swab sent on 15/08/23 which grew Staph aureus. 
There is no documentation that an IPC clinical risk assessment was undertaken. 
Use of chlorhexidine preparations were advocated but there is no documentation to confirm if used or not. And there was no decolonisation therapy history. 
Covid 19 was a present infection in the 28 days pre +ve BC result on 11/08/23.

There was a CVC line inserted on 09/08/23 which was documented to be removed on 23/08/23 but was not removed until 04/09/23, and the tip was sent for analysis which grew Staphylococcus epidermidis.
On 3/09/23 when triggered for sepsis he was started on IV Amoxicillin and Gentamicin 
Treatment was discussed with microbiology on 05/09/23 and treatment was changed to IV Flucloxacillin. 

He had been having fortnightly OGD during admission but had no prosthetic material inserted in the last 12 months. 
He was not intubated/extubated in 28 days prior 
There are no known allergies to antibiotics and no treatment of infection in the 28 days preceding +ve result and no antibiotic prophylaxis. 

Antibiotic therapy; 
03.09.23 –04.09.23 commenced IV Amoxicillin and Gentamycin
04.09.23 - 05.09.23 – discussed with Microbiology and changed Abx to IV Flucloxacillin.
05.09.23 – 06.09.23 – IV Tazocin – discussed with microbiology 
06.09.23- 14.09.23 IV Flucloxacillin.

There no pre-existing risk factors, but he did have a catheter inserted on 05/08/23 due to clinical deterioration which was removed on 17/08/23. There is evidence of insertion bundle but missed checks on 15/08/23 & 16/08/23 and no 7 day bag change has been signed.

Cannula bundles are present for insertion on 30/06/23 – 01/07/23 and on 01/08/23 – 04/08/23, but there are gaps in maintenance compliance
CVC line inserted on 09/08/23 has an insertion bundle and bio connectors were changed at 7 day mark. Second line was inserted on 04/09/23 and again there is evidence of insertion bundle and bio connectors being changed but gaps present in maintenance compliance. 

There were no stents, shunts, wounds, respiratory infection or hepatobiliary disease. 
		avoidable if CVC line removed at 2 week mark, if insertion and maintenance bundles of all indwelling devices had been appropriately completed daily.				ANTT compliance needs to be 100% 
Clear improvement needed for insertion/maintenance bundles 
CVC lines to be removed at suggested 2 week mark 		9/29/23		No

		37039				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/3/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/5/23		No

		36930				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit				9/3/23		9/3/23		02:00						Helen Davies, Ms Claire Morris, Ms Shirley Hoskins, Rebecca Davies		Inappropriate admission. Patient admitted as an extra patient on the unit and placed on a trolley, Patient is unsuitable for a trolley due to skin integrity and poor mobility. Unit made unsafe with the extra trolley between two beds, particularly when this patient is not very mobile and requiring commode and lots of assistance. Staff were told that we have done this before. The unit is not safe to have trolley mixed with beds due to the lack of space. The unit is only suitable for 9 patients, and that is including using the recovery area as a bed space. we did it once as a favour whilst a ward had a leak, but there had to be a trolley in bed 11 also to ensure safety.		Discussed with Site Matron.		Transfer, Discharge		Transfer		Transfer inappropriate or unsafe		Low																No

		36918				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/3/23		9/3/23		09:30				Rachel Newton		Claire Herbert		patient has arrived in emergency department after a fall in the care home while using the commode. put back to bed then unable to weight bare. small grade 1 to left hip. on a bony prominent. non blanching.		patient on an ambulance trolley and unable to off load patient. regular skin checks and turns. skin bundle in place.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/7/23		No

		37041				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/3/23		16:56				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/5/23		No

		36938				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward		bed 9		9/3/23		9/3/23		16:00				Mrs Caroline Riseley		Emma Walsh, Mrs Melanie Davies		Patient admitted onto ward with 2 pressure sores to buttocks. District nurses are treating in the community. Barrier cream and cosmopore applied.		Patient wheelchair user sitting long periods and sleeps on back.

Patient has been placed on a airwave mattress, medical Photography has been contacted to take photos.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low		None		None		Patient admitted with 2 pressure sores to buttocks which has been managed by District Nurses. Patient has been admitted 3/9/23  pre op for surgery 4/9/23		Patient admitted with skin damage pre op. Appropriate action taken by staff				to ensure that the skin damage does not deteriorate whilst patient is in hospital 
Appropriate action taken by staff		9/14/23		No

		36904				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/3/23		9/3/23		03:42				Mrs Rebecca Bowers		Carys Wilkins		the patient was admitted with moisture damage in between the buttocks from home		patient was  cleaned  dried and barrier cream applied,repostioning done and advised to lay on his sides ,l will inform the nurse incharge to  ensure the patient is transfered to a bed as he will need air mattress to be arranged		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		the patient was admitted with moisture damage in between the buttocks from home		the patient was admitted with moisture damage in between the buttocks from home				Ensure moisture areas are washed, dried and creamed effectively. 		9/5/23		No

		36935				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		assessment 		9/3/23		9/3/23		13:00				Mrs Rebecca Bowers		Carys Wilkins		Patient transferred to AMU after being on ambulance for 19 hours waiting for admission 
handed over that pressure areas intact- according to notes ( no nurse handover as patient brought in by ambulance staff).  Noted to have moisture lesion between buttocks 		skin bundle maintained. pressure area care maintained.
barrier cream applied to protect skin from further mositure. 
		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		Patient transferred to AMU after being on ambulance for 19 hours waiting for admission 
handed over that pressure areas intact- according to notes ( no nurse handover as patient brought in by ambulance staff).  Noted to have moisture lesion between buttocks 		Patient transferred to AMU after being on ambulance for 19 hours waiting for admission 
handed over that pressure areas intact- according to notes ( no nurse handover as patient brought in by ambulance staff).  Noted to have moisture lesion between buttocks 				Make sure moisture areas are washed, dried and creamed appropriately. 		9/5/23		No

		36929				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		bed area		9/3/23		9/3/23		11:00				Mrs Katrina Rees		Mrs Marites Colarina, Nathan Riddle		Patient was transferred on the 2/09/2023 at 19:00hrs
Patient was known to have a past history of C-Diff - and was admitted to A and E due to severe flare of Crohns, with Diarrhoea
Sample was sent in A and E but no result available at time of transfer

Microbiology rang about 10:30am this morning to notify us that Patient has a positive result for C-diff - at this point of time no cube available to isolate
		Bed manager notified in regards to result and that we were not able to isolate
One patient in cube due to being covid positive day 10 - bed manager said to do a rapid covid swab - which has been done awaiting result - which we have now had so are going to isolate patient		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low		Low		Unable to isolate patient due to lack of cubicle. Issue raised to bed manager who advised to run a covid swab on one of our cubicles. No other cubicles available.		Patient came back as positive for cdiff at 09:38. No cubicle immediately available. Patient in annex cubicle had a covid test which came back negative. CDiff patient later moved into annex cube and patient that was in annex cube moved into section 4 at approx 4pm. 				Nil to add, all actions appropriate. 		9/19/23		No

		36924				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		north 12		9/3/23		9/3/23		07:25				Bethan James		Mr Edward Smale		Patient pulled out Vascath and pulled abdominal wound dressing off whilst I was having handover for another patient. Patient is a level 2 and not one to one. It was discussed on night shift to ensure a healthcare was in the unit at all times but this was not the case.		Patient put into Trendelenburg position and pressure applied with gauze to stop bleeding. Patient cleaned and a clean gauze and tegaderm dressing applied. Reported to doctor and nurse in charge. Healthcare support worker requested to sit with patient as it is impossible to nurse two patients and keep all lines intact.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		Low		This patient has thankfully made a full recovery and has been discharged home.  However, during her stay in ITU she struggled with some anxiety and could be very challenging.  On each shift when being cared for as a level 2 patient, mostly the nurse would have a supernummary or student nurse to support.  However, we also allocated a HCA to support.  This HCA would normally be able to leave and carry out other tasks as the patient would often be calm for hours at a time.   When she became anxious the HCA would be called back.  On numerous occasions the nurse would be only a few feet away at the observation trolley and the patient would pull out lines or tubes in a flash and with no warning.    This made things very difficult and unpredictable. 		This IR1 is one of a number of investigations into this patient suddenly removing lines and tubes.  We endeavoured to safely care for this patient and there have been no gaps in the off duty.  On each shift there was a clinical support, HCA, correct number of bedside nurses, and also, often supernummary staff.    Even with this man power it proved not fool proof.    That said we set ourselves extremely high standards and we aim to improve on a daily basis.  				As above. 		10/3/23		No

		36901				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Minors Area, See and Treat 1		9/3/23		9/3/23		03:27				Claire Herbert		Rachel Newton		Patient was found with his hand in the sharps bin, he pulled out a 10mls syringe attached to a needle, taken off him by staff.  Patient is confused 		Hands washed thoroughly, checked for any needlestick, does not appear to have any
Medics informed
NIC informed
Sharps bin removed from bay
Datix 		Accident, Injury		Contact with needles or medical sharps		During disposal - No safety fitting on sharp contaminated/used		Low		Low		Low		Appropriate action taken by staff
All encouragement given to patient 
Sharps box removed from vicinity 
No evidence of injury		as above				as above		9/7/23		No

		37140				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / Mortuary				9/6/23		9/3/23		00:00						Anita Jonas, Bethan James, Christopher North, Keith Owen, Maurizio Brotto, Mr Edward Smale		Patient (deceased on ICU) was transferred from ward to Mortuary on 3/9/23 by Portering Team in the evening. Mortuary Team discover, on opening the Body bag during the admission process on the morning of 4/9/23, it was discovered that there appears to be a laceration to the right side of the head of the patient. Laceration is approximately 2CM in length. 		Laceration was cleaned and treated by the Mortuary Team. Phone conversation with staff nurse on the ward to confirm that the laceration was not present and there was no injury to the deceased on leaving the ward. Investigation will need to take place and HTARI reported.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low				Further Investigation required to ascertain cause of injury to patient.										No

		36982				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/3/23						Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted.		Patient was offloaded when space became available.		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/4/23		No

		37040				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/3/23		14:18				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/5/23		No

		36934				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		On ward		9/3/23		9/3/23		08:00				Mrs Katrina Rees		Mrs Marites Colarina, Nathan Riddle, Pete Matthews		Patient has been repeatedly racist to the agency nurse, calling her a "Black Nxxx" Fxxx off, Black bxxx. Spitting at the nurse		The Registered Mental Health Nurse has cancelled the shift, as she is very upset 
I have notified the bed manager and she has cancelled any forthcoming shifts		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Moderate				Low		Patient used foul and racist language towards a member of staff.		Patient lacks capacity as decided by medical team. Patient lacks insight into the abusive nature of his behaviour.

Discussion held with hospital police officer, due to lack of capacity Police are unable to take any further action. They have advised we consider allocation of nurses to prevent further racist behaviour. Use of plastic cups and plates to avoid throwing of objects, as patient has previously done.

They have advised we can contact them for further assistance, and for them to speak to patient if behaviour is unmanageable. 				Early escalation to security		9/10/23		No

		36937				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/3/23		9/3/23		19:00				Mrs Helen Thomas		Amy Payne, Mrs Dayana Francis, Mrs Judy Terry, Resmi Michael, Robert Zaiz, Toni Davies		Patient admitted on 28/08/23 - reported on skin bundle that  skin is intact
 31/8/23 on admission paper work reported that patient has spilt on his sacrum but recorded as ML on skin bundle. - datix was completed 
I spoke to patients daughter who said that patient had pressure damage at home prior to admission and that he is usually incontinent of urine during the night.
Upon checking patients pressure areas today, noted that this is not moisture damage but in fact Grade 2 pressure ulcer as it is over a bony prominence and slightly sloughy.
. 
  		Airwave mattress ordered, passport completed. Pressure area care provided and patient rolled and checked throughout shift. Area washed and dried and applied barrier cream		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Patient admitted to CCU on 28/8/23 from A&E. Was found to be in VT x3 shocks and brought to CCU for further management, due to dementia and other co morbidities for medical management, not for angio/device. 
Hx of Dementia, LVSD, Mr, COPD, MI, Asthma. Lives at home A/W POC but daughter assists with ADLS. Admitted with old scaring to sacrum but noted moisture lesion / split in between buttocks on admission. He was admitted to CCU early hours but due to aggressive behaviour (acute delirium on background of Dementia) it was difficult to assess skin throughout admission but has since developed a grade 2 pressure ulcer due to condition, now discharge planning A/W POC in community.
Area sloughy, due to patients body shape the grade 2 is in-between buttocks (near top) however its slightly on bony prominence meaning easier to develop grade 2.		Importance of air mattress on admission if at risk (although patient moving independently in bed when becomes agitated given sedation for safety which can lead to long periods of position in one place)
Importance of care plans (Although good documentation of pressure areas)
Importance of updating skeletal chart
Update of risk assessments
Good documentation in nursing notes
Food chart in place
Repositioning risk assessment updated well but room for improvement
Purpose T updated but not on day of datix / re review 
incontinent of faeces, continence risk assessment not updated  

				escalation of air mattress, ensure order one in the first instance from Huntley rather than ask porters		10/10/23		No

		37032				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		yellow 1		9/5/23		9/4/23						Mrs Sophie Evans		Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		Patient usually mobile and self caring, previously declining skin checks and states that skin is intact.Patient reported sore on bottom. Skin checked
Old pressure sore noticed in between buttocks, started to break down again		Patient independently mobile, advised to reposition regularly. Barrier cream applied and covered with allevyn  dressing. Patient needs an airmattress, will handover to morning staff.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Patient had been declining staff members to monitor skin and had only allowed staff to check clear visible areas such as heels as they were clearly visible. Patient can be verbally challenging and has declined staff to monitor skin on almost every shift. On this occasion, patient had admitted to staff nurse that he has a 4 month old pressure area that the district nurses are also aware of, however patient tells district nurses he does not want any further nursing input to that pressure area and owns up to not admitting this on admission to hospital. Patient says it does tend to break down but does not admit to this as he does not want any nursing input. Senior member of staff informed and asked patient if the pressure area could be cleaned and redressed and patient said on this occasion this can be done, this was completed. Since pressure area has been detected, patient has said he does not want any nursing input. Have encouraged patient to have skin checks regularly but he declines. Have encouraged patient to have an air mattress  and regular repositioning and skin checks but patient is declining all support. 		Patient has declined all nursing input in regards to pressure areas and nursing staff are still offering to check skin every 4-6 hours although patient is still refusing. Patient says he has had this pressure damage for 4 months and does not want any nursing involvement which is why he didn't want to own up to having any skin damage on admission. Patient understands that nursing staff are still asking to check skin, and staff are documenting that patient is refusing checks to be completed.    				To educate patients with the importance of skin checks on admission for prevention of pressure damage and hope that patients will allow staff to monitor skin with consent to help prevent harm.   		9/8/23		No

		36989				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Green 13		9/4/23		9/4/23		08:58				Mrs Katrina Rees		Gemma Rees		Medications for this patient were potted through the prescription of Hepma. I asked patients name, DOB and allergy information, all were correct so gave the medications I had potted at 08:58. After the patient had taken the medications i had realised that i gave the wrong dose for METOLAZONE (XAQUA) - he was prescribed 2.5mg and i gave 5mg as the medication comes as 5mg tablets and I should of cut the medication to make 2.5mg. 		I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 		Medication, IV Fluids		Administration errors		Incorrect strength/dose		Moderate		Low		Low		Medications for this patient were potted through the prescription of Hepma. I asked patients name, DOB and allergy information, all were correct so gave the medications I had potted at 08:58. After the patient had taken the medications i had realised that i gave the wrong dose for METOLAZONE (XAQUA) - he was prescribed 2.5mg and i gave 5mg as the medication comes as 5mg tablets and I should of cut the medication to make 2.5mg. 		I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 				double check prescription doses
knowing the importance of giving the correct does and its implications.
		9/10/23		No

		37736				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/12/23		9/4/23		12:00						Carys Wilkins		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed the misfiled Urinary Catheter Documentation and refiled in the correct patients case notes.  As both patients were admitted to AMU in Morriston at the same time and the misfiled documents are dated the same , this is most likely where the error occurred.		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		None		None		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes				Reminder to staff to ensure that the right notes are being filed away to the right patient. 				No

		37043				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/4/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/5/23		No

		37015				Awaiting Closure		Organisation		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		Ward E 		9/4/23		9/4/23		15:30								Ward Doctor has been called away from the ward to cover on-call in Morriston leaving the ward without a doctor.  		N/A		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		None				None		Ward sister accepted telephone call asking Dr to move to Morriston to cover on call from 16:00.
Ward Dr took the call and was heard by ward sister reluctantly agreeing to cover.
On call reg to cover ward in absence of designated SHO		Ward sister accepted telephone call asking Dr to move to Morriston to cover on call from 16:00.
Ward Dr took the call and was heard by ward sister reluctantly agreeing to cover.
On call reg to cover ward in absence of designated SHO				none				No

		36966				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		react		9/4/23		9/4/23						Claire Herbert		Rachel Newton		Patient admitted to react, patient has excoriation to her groins, and stomach. both legs have dry skin but a blister is present on her Rt lower leg. 		Pt groins and stomach washed and dried, cream applied to both areas. documented on skeletal chart 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Patient attended dept aware of tissue damage from home
All advice and appropriate nursing care given to patient 

		as above				as above		9/7/23		No

		37006				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit				9/4/23		9/4/23		14:30				Mrs Gwennan Hall		Rachael Brown, Vicky Harries		Pt has developed marking/blister from ted stocking. The blister is new and has appeared today due to pt being oedematous and ted stockings have marked her skin. Skin is intact just has blister behind right leg with red mark. Ted stocking have been removed from both legs. Left leg shows slight red marking in same area as right but skin is smooth with no broken areas. Ted stockings removed and flontrons will be applied over in Pembroke ward to give her legs a break and wait for swelling to go down. 		Ted removed due to marking of patients skin. Ted will remain off until swelling reduces, and flontrons will be applied as an alternative. Ward manager on CITU aware and so is sister of Pembroke ward. Updated risk assessments and skeletal chart completed.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		On reviewing this patient I can confirm that they have grade 1 pressure damage to the back of the left knee and Grade 2 damage to right knee as there is intact blisters to the marking. The patient had  been wearing ted stockings in the community prior to being admitted to Pembroke ward on 30/08/23. All documentation prior to admission to CITU states all pressure areas in tact. The patient was admitted to CITU post surgery on 31/08/23. On 04/09/23  on transfer to Pembroke ward the pressure damage was noted. Prior to this discovery all documentation states skin in tact. However, there was no Ted stocking bundle in place prior to arrival on Pembroke and no documentation to state that the stockings had been removed and checked so unclear as to how long ted stockings had remained in situ. 

Pressure damage was relieved with removal of stockings and Flotrons being used instead.  		On reviewing this patient I can confirm that they have grade 1 pressure damage to the back of the left knee and Grade 2 damage to right knee as there is intact blisters to the marking. The patient had  been wearing ted stockings in the community prior to being admitted to Pembroke ward on 30/08/23. All documentation prior to admission to CITU states all pressure areas in tact. The patient was admitted to CITU post surgery on 31/08/23. On 04/09/23  on transfer to Pembroke ward the pressure damage was noted. Prior to this discovery all documentation states skin in tact. However, there was no Ted stocking bundle in place prior to arrival on Pembroke and no documentation to state that the stockings had been removed and checked so unclear as to how long ted stockings had remained in situ. 

Pressure damage was relieved with removal of stockings and Flotrons being used instead.  				Always remove Ted stockings to relieve legs and document that this has been done so. 		10/10/23		No

		37029				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		A&E		9/5/23		9/4/23		10:00				Claire Herbert		Rachel Newton		Patient recieved from A&E with moisture damage to his sacrum and buttocks.		Barrier cream to the affected area
Regular repositioning of the patient.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				FINDINGS
PU review
All appropriate care given to patient regular skin checks preformed and skin bundle completed
Patient nursed on repose mattress and advised to offload areas
All encouragement and advice given

FURTHER ACTIONS
All necessary nursing care given to patient 
Regular skin checks preformed, and skin bundle updated
Patient nursed on pressure relieving mattress


				as above		10/4/23		No

		36976				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/4/23		9/4/23		11:20						Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 8 doses PO Amoxicillin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		36993				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/4/23								Karen Thomas		Written retrospectively.

Following a retrospective analysis of Whole Genome Sequencing results relating to C. difficile, it was identified that two patient cases, who had overlapped in the same department for a period of approximately four hours, shared the same Whole Genome Sequence (Cluster Code WG23-00456_1456).

The sample from the first patient was obtained on 04/08/23, less than 5 hours after admission to the department (community associated).  The sample from the second patient was obtained on Day 4 of admission to the department.  The two patients had overlapped in the department for a period of approximately four hours.

It is a working assumption that a transmission event had probably occurred within the department, but the route of that transmission is unknown.		Referred to Deputy Head of Nursing for review with the clinical team.		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low																No

		36950				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/4/23								Rachel Newton, Claire Herbert		Patient admitted on 3/9/23 from nursing home with pubic ram fracture. documented to have old blisters to buttocks. when patient was turned at 04:30 this morning patient was complaining of pain to buttocks. appears to be very red with grade 2 where old blisters were documented. Patient then declined further assessment with night staff. at 07:30 a further skin assessment was obtained.		No offload available. Patient nursed in ambulance. Patient has grade 2 on bony prominence on both buttocks. red in colour but blanching. Patient had barrier cream applied and pad changed.  		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37053				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Outpatient Booking (Morriston Hospital)		Swansea Bay UHB / Other Health Board Premises / HQ Baglan / Office		Going out through the exit door at the front of the building		9/5/23		9/4/23		16:40						Ms Jude Austin		Staff member leaving the building, tripped over the tiles just outside the door and fell onto the floor, cut her right knee.		She was helped up and assessed.  Felt shaken but ok.		Accident, Injury		Slip, trip or fall		Fall on sloping surface (external)		None																No

		37443				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Home Therapy Department		Patient home		9/8/23		9/4/23		10:30						Miss Lynda Thomas		Telephone call received by administration staff from patient's husband approx. 10:30am, he reported that he'd heard a bump upstairs around 15 minutes ago and had found patient unresponsive. 
Husband stated he had phoned 999 and an ambulance was on the way but patient was still attached to dialysis machine. 
Staff telephoned Patient's husband to inform him nurses would attend the house to disconnect patient from the dialysis machine. 
Myself and a nurse from the team attended the house. 
On arrival, four paramedics were attempting to resuscitate patient. Patient remained partially connected to her dialysis machine. 
Paramedics had disconnected one lumen of her tunnelled line to have access to administer fluids. The other lumen was disconnected by nursing staff and we moved the machine out of the dialysis room into the spare room to make space for the paramedics to work. 
Patient remained unresponsive and despite attempts by paramedics and air ambulance team to resuscitate patient  for approx.  one hour, 
Patient was  declared deceased  at the scene.  
Patient had completed 4hours 53 minutes of treatment and removed 2.3litres of fluid. Staff left property as family were arriving.
		Message was relayed from administration staff to nursing staff immediately
two nurses left the hospital immediately to attend the patients home to provide support as the husband is registered blind and unable to disconnect patient from dialysis machine
On arrival at house, paramedics had disconnected one lumen of the dialysis access to allow access to provide fluids.
Second lumen disconnected by nursing staff and machine removed from dialysis room into spare room to allow paramedics space to work
On return to hospital staff all relevant staff were informed of outcome for the patient
		Patient/service user death		Unexpected death		Adult (not known to mental health services)		Catastrophic / Death		None														No

		37033				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit		Bed 2 		9/5/23		9/4/23		03:20				Mrs Helen Thomas		Heather Howells, Rachael Brown, Tracy Jones, Vicky Harries		I was working a night shift in my clinical area and at approximately 03:20 the patient, who was asleep at the time but was on ECG monitoring, went into cardiac arrest (Ventricular Fibrillation) whilst my colleague was on break leaving myself alone on the unit. Upon discovering the patient was in cardiac arrest I attempted to activate the emergency alarm/emergency call bell but found that no alarm was raised. It was only on reflection with my colleagues that it was discovered that there was a new alarm system in place which I was not aware of at the time and that not all of my colleagues knew about either, including the ward sisters/charge nurses.		When I realised that no emergency alarm had been activated I had to momentarily leave the patient to phone for help from else where in the unit and put the 2222 Cardiac Arrest Alert out before returning to the patient and started life support measures.		Equipment, Devices		Non-medical equipment		Wrong equipment used		Low		Low		None		The new call system and emergency alarm system was installed a few months ago, unfortunately not all staff were aware of the change in system and the message was not disseminated to all staff. Unfortunately the staff nurse on the night shift of this particular incident was alone as the other nurse was on their break, in CHDU looking after the patients when a patient went into cardiac arrest. Staff nurse followed procedure by attempting to activate the alarm to summons assistance, however they were unaware that there was a new system in place and in their panic didn't spot the new system. Thankfully the nurse phoned 2222 and shouted for help from staff on the near by ward and help arrived and the patient survived. Staff had a debrief with the nurse in charge to aid them in dealing with the emotional situation they were in. This was the staff members first time being involved with a cardiac arrest. 		The new call system and emergency alarm system was installed a few months ago, unfortunately not all staff were aware of the change in system and the message was not disseminated to all staff. Unfortunately the staff nurse on the night shift of this particular incident was alone as the other nurse was on their break, in CHDU looking after the patients when a patient went into cardiac arrest. Staff nurse followed procedure by attempting to activate the alarm to summons assistance, however they were unaware that there was a new system in place and in their panic didn't spot the new system. Thankfully the nurse phoned 2222 and shouted for help from staff on the near by ward and help arrived and the patient survived. Staff had a debrief with the nurse in charge to aid them in dealing with the emotional situation they were in. This was the staff members first time being involved with a cardiac arrest. 				All staff to be made aware through communication methods that the new emergency alarm system is in place. 
Poster to be placed in staff room regarding new system. 
Improvement on communication between staff. 		9/19/23		No

		37311				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A		Ward A bed 25		9/7/23		9/4/23		00:00						Mrs Eliza Guinto, Julie Eley, Laura Haynes		 Escherichia Coli has been identified from a blood culture  sample  B23S013752A obtained on04/09/23 00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.” 		Referred to clinical team and ward to review and investigate and present at HCai meeting ( date to be detrmined).

Previously advised to isolate patient on identification of  MDR E coli  in urine 16/08/23 (CAUTI).		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low																No

		37045				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/4/23		10:19				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/5/23		No

		37005				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/4/23		9/4/23						Sister Claire Williams		Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		PAIENT ARRIVED AT THEATRE RECEPTION WITH IV PARACETAMOL AND 1L OF SODIUM CHLORIDE BEING ADMINISTERED VIA A 22G CANNULA IN HER RIGHT HAND. THE NURSE ESCORTING THE PATIENT IDENTIFIED AND TOLD ME THE CANNULA HAD EXTRAVASATED HOWEVER SHE WAS NOT IV TRAINED THEREFORE UNABLE TO DO ANYTHING. 

THE PATIENTS RIGHT LOWER ARM, INCLUDING HER HAND WAS OEDEMATOUS. THERE WAS CLEAR FLUID VISIBLY LEAKING THROUGH HER SKIN AND THE IV PUMP WAS ALARMING. 

PATIENT HAS DEMENTIA AND WAS UNABLE TO COMMUNICATE. 		IV FLUID STOPPED. TOOK THE PATIENT TO THE ANAESTHETIC ROOM. PATIENT WAS ASSESSED. CANNULA REMOVED. 		Treatment, Procedure		Treatment or procedure issues		Extravasation (infusion injury)		Severe		Low		None		Nurse who escorted patient to theatre wasn't aware the venflon had tissued when she left the ward with the patient. This possibly happened while patient was being slid onto theatre trolley or in transit to theatre. The venflon had only been inserted that morning. Unfortunatley the ward doesn't have enough IV giving staff to be able to send them on escort to an area where IV givers are. The nurse when noticed the venflon had tissued pressed the call bell for help as she couldn't leave the patient but had a very long wait until someone came approx 30 mins. If the nurse had been an IV giver i feel the same may still have happened. I don't feel this is a high/severe incident. 
No skin damage to patient from the tissued venflon		No harm
				NA		9/29/23		No

		36944				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		Bed 7		9/4/23		9/4/23		03:00				Mrs Helen Thomas		Heather Howells, Rachael Brown		Patient had 4 Type 7 stools at the time of reporting since 21:00 on 03.09.23.  Unable to isolate patient into cubicle at time of reporting as one occupied by a symptomatic covid positive patient and the other occupied by an amber cardiology patient who came from A&E requiring close monitoring due to VF episodes and would not be happy with her in bed 10 as too remote. Previous episode of type 7 documented earlier in the day and type 6 prior to that but no record of stool specimen being sent. 		Stool specimen sent. Patient offered reassurance as needing the commode/bed pan regularly, thus causing discomfort and stress.
		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		None		Low		Patient unable to be isolated overnight due to the two cubicles taken by other patients.  One patient covid-19 positive/symptomatic. Other patient on amber pathway having come from ED. 
No previous specimens had been sent despite type 6 and 7 stools being documented. Patient on IV antibiotics and NG feed which might account for the loose stools. Stool sample sent on 04/09/23 shows a Negative result. 		Unable to isolate.
Patient on IV antibiotics and NG feed.
Stool specimen sent				Timely sending of stool specimen for prompt results so that action can be taken early
		9/19/23		No

		36967				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/4/23		9/4/23		10:30				Mrs Katrina Rees		Leanne Edwards, Marietta Tunay, Mrs Ceri James, Mrs Debra Gormley, Mrs Katrina Rees, Mrs Rebecca Bowers		E. coli has been identified from a blood culture sample obtained on 01/09/2023  00:00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

		Referred to clinical team and ward to review and investigate		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		This occurred on a different ward. Rapid review partially competed		Unavoidable				Unavoidable following Scrutiny panel on 2nd October 2023.
Not to perform dipstick MSU's in elderly patient, a MSU should be sent.		10/3/23		No

		37030				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		North bed 12		9/5/23		9/4/23		05:50				Bethan James		Coca Sewell		Whilst myself and another nurse was rolling the patient ,she moved abruptly and pulled her central line out. I attempted to stem the bleeding by applying pressure to no avail. The patient then attempted to bite and attack me, throughout this time we tried to reassure her however she remained extremely agitated.  when she calmed I applied a pressure dressing onto the site where she had pulled the central line out.		Immediate action was to lay the patient flat and attempt to apply pressure to the wound. The doctor was called who assessed the patient. A 12 lead Electrocardiograph was recorded, which showed sinus rhythm, Vital observations remained stable Equal Air entry throughout the lung fields.		Treatment, Procedure		Treatment or procedure issues		Removal of central line by patient		Low		Low		Low		Whilst two nurses were with the patient trying to deliver personal care, the patient moved abruptly which caused the central line to be pulled out. 		The patient was very confused and agitated  having 1:1 care with a health care assistant.  Whilst being rolled with two nurses, the patient moved suddenly causing the CVC to be pulled out. The patient was placed on Trendelenburg position and pressure was place on to stop the bleeding. Haemostasis was achieved. Patient was not compromised - vitals and ECG were satisfactory.  				No lessons to be learned from this incident. Two nurses were with the patient at the time of the incident. The patient was confused which has cased her to suddenly move, which resulted in the line being pulled out. 		9/25/23		No

		37508				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/9/23		9/4/23						Mrs Katrina Rees		Laura Servello, Mrs Sara Morgan		4 FFP ordered for a massive haemorrhage but not used due to change in patient management.
G151723540427S
G1517235549345
G151723540441W
G151723554910L		FFP wasted after 120hrs as unused. Datix for tracking and trending.		Treatment, Procedure		Blood / plasma products transfusion		Waste - unavoidable		None		None		None		Requested and thawed appropriately during MHP, unfortunately rapid deterioration of patient in theatre meant that the units of FFP were unable to be used. 		Recorded for tracking and trending. Wastage occurred during MHP situation  				Change in patient management during MHP		9/19/23		No

		36964				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V				9/4/23		9/4/23		10:10						Mrs Nerys Dunn		E. coli has been identified from a blood culture sample obtained on 30/08/2023  00:00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

		Referred to clinical team and ward to review and investigate		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		E. coli has been identified from a blood culture sample obtained on 30/08/2023.
Incident discussed with Medical consultant informed of E-Coli  supported with initial  rapid review  impression Bacteraemia due to Biliary sepsis
Informed that there would be an invite to attend Tier 1 scrutiny panel and that attendance of a representative from team to support with Q&A  was required.
Team have liaised with Infectious disease team as previously known to them has been switched to oral antibiotics as their advice and patient is for Ct scan
		SITUATION;-
Informed Janet Linley 76 H/N 058388 under Dr Mugal E-Coli to specimen B23S013487A collected in A&E  30/08/23
DATIX 36964
PAST MEDICAL HISTORY
Non hodkins lymphoma, Asthma THR 2020 and 2012
IHD, Left Nephrectomy as a donor Aortic Valve Replacement .
Previous admission December 2022  grew Staphylococcus Epidermis in BC 26/12/22    supported by Infectious disease team last seen 25/07/23.
Has previous history of C-Diff
Also had MSU sent by GP on 25/08/23 no evidence of bacterial infection.
Previous BC in MAU 25/08/23 no growth

BACKGROUND.
Admitted 30/08/23 to A&E  with confusion unwell , constipation. Temp 38.7 no formal sepsis screen but was reviewed was given Stat Tazocin and IV fluid replacement Cannula inserted to provide treatment no insertion bundle.
Working diagnosis Sepsis Ascending Cholangitis  AKI  Blood cultures taken
Tazocin prescribed TDS  Following renal discussion switched to BD 
31/08/23 Had USS  liver Bilurubin 136  Catheterised on Doctors request insertion/ maintenance bundle in place
Comparison made to CT 25/04/23 and CT tap 19/01/23 Small amount biliary sludge noted.
01/09 Medical review for Ct scan discussion with renal, Gastro review.
02/09/23 BC results known to team  discussion micro  continue with 
Incident discussed with Medical consultant informed of E-Coli  supported with initial  rapid review  impression Bacteraemia due to Biliary sepsis
Informed that there would be an invite to attend Tier 1 scrutiny panel and that attendance of a representative from team to support with Q&A  was required.
Team have liaised with Infectious disease team as previously known to them has been switched to oral antibiotics as their advice and patient is for Ct scan

				Will be feedback post scrutiny meeting				No

		37044				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/4/23		08:55				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/5/23		No

		36941				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		cube-1		9/4/23		9/4/23		00:20				Mrs Katrina Rees		Mrs Marites Colarina		when patient shouted for help, i went to see to patient and asked for fag, and i told the patient that i would send someone to take him shortly. However patient was verbally shouting and racially abusive towards as well, calling me paki++, I told the patient, kindly not show these types of racism towards the staff, also i told the patient that i do not come from Pakistan, and i do not like to be called paki ++ again.
Patient shouted again, so staff nurse went to answer and asked for painkiller this time. Therefore i went to give the IV-Paracetamol as staff nurse is not signed off to administer the IV-Medications. Patient again shouted at me saying that this wouldn't help and wanted morphine instead. We both explained that morphine wasn't due at this time, but IV-Paracetamol would cease the pain meanwhile, and patient continued to call me paki++. I have again explained to patient that i do not come from Pakistan, but originally from India, but patient denying  and kept on saying that i am a paki!
This is not the first time patient has been racially abusive towards me, but i had to put up with this, even before this admission to the ward.		 I have recorded in the Enhanced observation chart.
This types of racial-abuse when we face,  i find it very difficult to cope, frustrating especially while running the ward as an in-charge, because i can't concentrate on patient care, as i am very much upset and the patient knows what he is doing.
I would rather someone slap me, than been racially abused.
Whoever reads this, can anyone give me your opinion/suggestions how do you feel, how do you face it, if you were me. 
I do apologise if i have used any words that i shouldn't be using it here.
		Behaviour (including violence and aggression)		Verbal assault (racial abuse)		Patient/service user to staff		Moderate				Low		Patient Racially abusive to this member of staff, despited repeated warnings.

Ward Manager and Deputy Ward Manager have previously spoken to Stephen and told him this behaviour is not acceptable. An asbo has previously been submitted.		Patient racially abusive to staff previously. ASBO completed.				Nil		9/10/23		No

		36980				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/4/23		9/4/23		11:25						Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses PO Flucloxacillin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		37020				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/4/23		9/4/23		16:45				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Patient assisted to toilet with myself. 
Very unsteady on feet. 
patient not listening to instruction to sit down on commode. 
Wanting to walk to the toilet. 
When in toilet patient pushed the door towards me, indicating that he wanted some privacy. 
No current DOLS in place according to my colleagues on shift. 
I waited by the door and heard the patient falling over. 
Evidence of a wet floor also. 
I rang the emergency buzzer.
Staff and doctors quick on the scene. 
Fall protocol implemented. 


		Falls protocol implemented 
Vital signs recorded.
A/w CT Head 		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		None		None		Low		Patient assisted to toilet with nurse. 
Very unsteady on feet. 
patient not listening to instruction to sit down on commode. 
Wanting to walk to the toilet. 
When in toilet patient pushed the door towards me, indicating that he wanted some privacy. 
Miscommunication regarding active DoLs 
Staff waited by the door and heard the patient falling over. 
On identifying fall the patient was found on floor in toilet and the floor was noted to be wet 		CT head NAD 				supervision of patient to continue 
substantive staff to provide agency staff with falls debrief tool		9/10/23		No

		37667				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/11/23		9/4/23								Ms Sarah Yeap, Bessy Howell, Holly Robinson		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		37332				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/7/23		9/4/23		13:51				Mrs Carys Walters		Mrs Caroline Morton, Mrs Hilary Thorne		Staphylococcus aureus has been identified from a blood culture sample obtained on 04/09/2023 at 13:51. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to clinical team to manage and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Moderate		Presented at scrutiny panel - was deemed avoidable		Avoidable 				All staff to complete a VDASH bundle and complete accurate documentation when inserting peripheral cannulas and also complete the maintenance bundle. 		9/19/23		No

		37025				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		Green Bed 3 		9/4/23		9/4/23						Mrs Sophie Evans		Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		Patient is mobile and self caring to personal hygiene. 
Patient reported this morning she had sore buttocks 
- on examination patient an area of broken skin to Right buttocks - measuring 1x1.5cm - ?pressure Cat 1 as it not over bony prominent and patient reports no blister or scathing. 
		-Alleviate dressing applied 
-Skin bundle put in place
-Medical photography 
-Encourage patient to increase self-repositioning and mobilising to relieve pressure. 
		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Patient is mobile and self caring and has said since being an inpatient that she will inform staff of any skin/pressure changes to her skin as she feels comfortable checking her skin herself. Patient has been very honest and has informed staff of any changes and staff members have been able to monitor most skin areas themselves with patient giving consent. Patient informed staff member that her bottom was sore, and that it had been over a couple of days but patient just assumed it was aching due to being sat on it awkwardly for a length of time. While patient allowed staff to check buttock area, staff members noticed that patient had a G2 to her buttock. Nursing staff cleaned and dressed the area and patient understood that laying off the area would help. Patient is extremely mobile and was misunderstood as to how this had appeared, staff members did explain to patient that possibly the aches was the beginning of the pressure damage but patient was unaware of the damage this would cause. All documentation completed for G2 detection and medical illustration was informed, however patient self discharged herself therefore medical photography did not come to the ward due to this. 		Patient was educated on the risks of damage that pressure areas can cause and the pressure area was acted on instantly as soon as staff were aware. All documentation was complete and medical illustration were aware but as previously stated patient self discharged and this was not completed. Patient had pressure area cleaned and reviewed regularly and staff then continuously monitored this until patient self discharged herself. As patient self discharged herself, staff members informed the patient as much as they could on how to monitor own skin and advised patient to make an appointment with practice nurse to have area reviewed. In result of this, for precautionary reasons, senior staff member contacted patients district nurses to inform them that patient has this pressure area, however because patient is mobile and self caring, district nurses said they would not assess patient and therefore to contact the wound clinic. Wound clinic (01792530783 - Nicola) are now aware of patient and of grade 2 and they have documented on patients notes that patient has this pressure area and they have liaised with team and informed them that this area is affected and that if action is needed that it is all documented and they are aware that our nursing staff have already acted on this.  				To inform those patients that are self caring and mobile what to look out for in the event of any damage to pressure areas and to inform staff of any changes to skin. To monitor skin closely although patients are mobile, encourage patients to allow staff members to check all skin areas to help detect any problems early.  		10/11/23		No

		36948				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		bed area		9/4/23		9/4/23		07:15						Matt Searle, Mrs Natalie Dark-Harry		Patient  had an unwitnessed fall this am 		checked for bony injuries gerald refused to remain on the floor to be checked and retrieved himself from the floor he refuses to remain still to be checked. he has refused observations to be checked he has refused bm check was able to get GCS 14 
gerald is currently sitting on his chair with a member of staff in an attempt to maintain safety 		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low														No

		37549				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/10/23		9/4/23								Mr Neil Hiddlestone, Mr Rob Daniel		no linen available to use for the ward, staff washing patients and drying them with pillowcases. A staff member from ward S went to the linen room to obtain linen as patients were complaining about being dried with a pillow case. The staff member from the ward was taking the linen off the truck and a member of staff from the linen room told him to put the linen back and was extremely rude and abrupt. This is very often the case that there is no linen available on a Monday morning and have previously expressed concerns regarding this.		this issue had been escalated to matron		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		None		None														No

		36991				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/4/23		9/4/23								Dr Kirsty Dickson Jardine, Karen Thomas		Written in retrospect, following review of Whole Genome Sequencing results.

This was initially considered to be community acquired, but following review, this has been recategorised as hospital onset, healthcare associated, as the sample was obtained on Day 4 of being in the department.

Faecal sample obtained 04/08/23 - C. difficile toxin positive. 
Clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

It is now known that there had been another patient in the department with C. difficile PCR positive (toxin negative) and that these two patients overlapped in the department for approximately 4 hours.
		Referred to Deputy Head of Nursing to review with clinical team. 		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - probable		Low		Low		Low		Patient presented as a sepsis pre alert and had diarrhoea on arrival. Deemed unavoidable and all processes followed. 

Patient confused and bed bound. Requiring full care whilst in ED. Bed pans washed with red clinell wipes. 
Patient did not enter REACT and was moved to a cubicle when her condition stabilised at the earliest opportunity. 
Cleaning - Cubicle 4D cleaned and Resus 3D cleaned. Staff used red clinell wipes. Plan to 4D clean high traffic areas such as the patients toilets on a regular basis. 
Appropriate treatment give to the patient. Case reviewed by ED consultant and pharmacy. 

Another patient presenting to the ED shares the same genome sequence. 
The common factor in both patients is that they were both seen by the same DR.

		Patient presented with diarrhoea. All processes followed within the ED and learning opportunities taken. To be presented at a PII meeting on 12/10/2023. See attached documentation. 				•	Stool charts to be used from admission as patient had arrived having episodes of diarrhoea. Booklets in the process of being trialled which includes stool charts. 
•	Commodes ordered to be kept in cubicles to limit the use of shared equipment when a patient moved to a cubicle. 				No

		37031				Awaiting Closure		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		North bed 12		9/5/23		9/4/23		06:00						Coca Sewell		Patient had been extremely agitated throughout the shift ,expressing  wishes to die, she also accused me of not allowing her to die. she had episodes where she was calm and then times where she attempted to pull out her invasive Lines and monitoring.  Throughout the night shift she attempted to bite and scram me and when she pulled out her central line when myself and another nurse was rolling her she punched me in the left breast. The patient had attempted to bite me during the night and had made numerous attempts to slap and  punch  myself and other  members of staff.		Initially I stepped away from the patient because of the pain she had caused.  And then I asked her why did she punch me, she just looked at me and then appeared to be calm, myself and the other nurse then attempted to wash the patient and change the bedding which was soiled.  		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Low				Low		An aggitated patient punched the nurse caring for her in left breast. Throughout the night shift, the patient also tried to bite, scram, slap or punch the staff who have approach her. 		The patient was very confussed and hit the nurse . This has caused bruising to the nurse.				The patient was nursed on 1:1 basis already.  				No

		37115				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W				9/5/23		9/5/23		08:30				Sister Claire Williams		Karen Allcock		moisture leison present between buttock due to loose stool		2 hourly position
dressing done
datix done
informed to charge nurse		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		None		Low		Patient reviewed by Ward manager, moisture damage noted, passport completed.
Admitted on 31/8/23 with a L NOF # and had L DHS on 2/9/23.
Put onto nimbus mattress on admission.
Developed loose stools and confirmed C-diff positive 6/9/23 on treatment
can be incontinent of urine at times also
Has had episodes of confusion but relates better speaking welsh		Patient developed loose stools, sample taken and sent and confirmed C-diff positive 6/9/23 on treatment, can be incontinent of urine at times also.
Following review, staff need to ensure they separate buttocks as difficult to see otherwise.
Washing and drying regularly to monitor closely				Unfortunately due to the c-diff, frequency of stools and patient not always being able to inform nursing staff that he is incontinent, moisture damage has developed.		9/29/23		No

		37161				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)		Swansea Bay UHB / Hospitals / Singleton Hospital / Endoscopy Clinic		endoscopy		9/6/23		9/5/23								Dr Rhodri Stacey, Mrs Suzanne Holloway, Sandra John-Cox, Sophie Henson		Patient attended the unit to have her procedure, it was noted during the Flexi - Sigmoidocopy that she had  a large lesion in her distal sigmoid colon that had a depressed centre, the lesion was too large to remove endoscopically. The endoscopist took biopsy's of the lesion and has marked the area with tattoo ink. There was also a smaller sessile polyp at the recto sigmoid this  area was also tattooed. 		the consultant talked to the patient post procedure, and advised her that she will need an operation to remove the polyps but prior to that she will need a CT scan, and then she will be discussed in an MDT meeting with the results of the biopsies and the CT scan.  The consultant asked me to contact one of the colorectal nurses to speak to the patient, which I did, The patient her daughter, myself and the Colorectal nurse went into the discharge room.  The Colorectal nurse spoke to them about the surgery and what would happen next, during the discussion the patient highlighted the issue that she had had a previous Colonoscopy in Morriston on the 7th March whilst an inpatient, and she had been waiting since then for this procedure, she mentioned that she had been phoning weekly since March to try and find out when she would be having her procedure, she had phoned the booking team in Neath and had found them unhelpful and rude.
The previous Endoscopy in March states that there was a sessile adenomatous polyp the area was tattooed but it does not mention if biopsies were taken, the report advises that the patient should have a flexible sigmoidoscopy for polypectomy.
Apologies were given to the patient and daughter and they were advised that it seemed that there had been an issues in the care provided and that would be looked into.
I spoke to the booking team and they looked through the referral process and they identified that  the referral  was graded as urgent, vetted in NPTH and changed to 4-6/52 in March, then expedited by a colorectal surgeon on 20/07, when it was passed for vetting regarding the large polyp. 


		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure delayed		Moderate		Moderate														No

		37138				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		outside on the back of truck		9/6/23		9/5/23		21:03						Rachel Newton, Claire Herbert		patient had a moisture lesion at 17.45
when checked skin at 21.34 patient pressure area had turned in to a grade 2 

 		Blanket was applied to offload patient's bottom to prevent any further pressure areas. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37132				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		MORRISTON HOSPITAL WARD R		9/5/23		9/5/23		08:50						Samantha Evans, Nerys Jones, Julius OBANA		Patient was shouting and he was found lying on the floor by HCA.It was a unwitnessed fall .According to the patient he fell down when he tried to roll over the bed .No bruise or injury happened to him .no pain over the body . He said that he is fine .		He  himself  lie on the bed with minimal assistance .provided comfortable position .observation taken and documented according to the policy, Neurological assessment done. informed to the doctor.		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low														No

		37275				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/7/23		9/5/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/9/23		No

		37152				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Minors unit		9/6/23		9/5/23		17:30						Claire Herbert, Dr Kirsty Dickson Jardine, Karen Thomas, Rachel Newton, Tal Anjum		Patient admitted on 02/09/23 12:16 with Chest pain.  Known COPD and Heart Failure.  Burn injury identified and patient referred to Burns team.  
Reviewed by medical team on 03/09/23 by post take team - deemed unlikely Cardiac event and likely GORD.  Commenced on Lanzoprazole 30mg BD.  Request for OT assessment prior to discharge and well-being referral.  Requested for Burns team to take over care as patient on IV antibiotics for Burn stating patient is medically fit from medical point of view. Patient had not been reviewed again by medical team since 03/09/23 until 05/09/23.  Medical discharge note clearly only partially complete and additional documentation added in a second hand writing and pen (see attached Dr's note).  
On transfer to Burns ward patient on Oxygen, non prescribed. Medication chart incomplete with some signatures missing and in some places code written but no explanation or reason for code given (see copy of medication chart attached).  Observation chart showed a NEWS (National Early Warning Score) score of 7 had been recorded at 10:45am on 04/09/23 and no sepsis screen completed or correct procedure followed for high news.  Observations not fully repeated until 16:35am same day (see attached copy).   No ketones monitored whilst patient was in assessment area, which should have happened as patient had this prescribed on his drug chart.
Reviewed by Burns SHO on transfer to Burns ward.  Burns team have requested a medical team re-review and heart failure team review as patient not deemed as medically fit.  On discussion with medical team, additional medication prescribed and commenced on IV Furosemide confirming patient not medically fit status.  Patient remains a medical priority.  
Also an information governance issue has been identified, since transfer to Ward.  Initial admission area have used 2 different hospital numbers for this patient in the notes.  This has now been corrected with our ward receptionist.
  		 Medical team advice sort by Burns team.  Correct medication prescribed and given. Fluid restriction re-commenced.  Patient stickers amended throughout notes and on screen		Treatment, Procedure		Treatment or procedure issues		Other		Low		Low														No

		37109				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/5/23		9/5/23		09:00						Amanda Griffiths		Several attempts were made to contact the ward via telephone to request the first patient on the list to be brought to theatre. No answer could be obtained so the anaesthetic assistant went to the ward to collect the patient at 09:05. The patient was clearly not ready for theatre as she was wearing outdoor clothing. She was being assessed by the physiotherapists and a student nurse was attempting to fill out the paperwork for theatre. The anaesthetic nurse was informed by the ward staff that they were one staff member short and the COVID testing machine had not been working, which caused the patient to be delayed in preparation for theatre.		The anaesthetic assistant waited and then brought the patient to theatre. Theatre staff were informed of the reason for the delay, as was the theatre matron.		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		Low				Low		The ward is increasing in patient numbers and admitting all the patients for theatres is becoming challenging.
Nursing staff are being interrupted from the admission process up to 5 times per patient. 
Interruptions from:-
Surgeon 
Anaesthetist 
Phlebotomists 
Physio 
OT 
Domestics 
Many patients require covid testing before they even enter the ward and this takes 12 minutes to process. 

Another contributing factor is that theatre lists change. 
We always strive to admit the first listed patients for theatre but when the list is often completely reversed this effort is often in vein.
		As a ward we need to reduce the amount of interruptions on the ward and possibly reduce the amount of list changes that takes place. 

In addition, the Pre Admission Clinic would make list changes irrelevant as all patients will be ready regardless of list changes. 				I feel as investigator we can all learn from this and consider the pressures faced by the ward and also the pressures faced by theatre staff. We are all a team. 				No

		38283				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit				9/19/23		9/5/23								Helen Davies, Mrs Helen Thomas, Catherine Allen		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		37118				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		Bay C, Bed 6, Ward J		9/5/23		9/5/23								Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland, Mrs Anna-Marie Griffiths		Patient was due to be discharged home this afternoon however when given her TTO medication she was not happy with what she received. Patient is not happy to be discharged without a Salbutamol Inhaler and she also states that there is only enough Codeine for 2 days - not 7 days.
Patient states she is not happy to leave until this is rectified.
After counting the codeine tablets there is only 21 in the box however the "DAL" suggests that there is enough for 7 days. To have enough for 7 days patient would need 56 tablets.
Tablets counted in the presence of the nurse in charge John. 		I have tried to contact pharmacy however there is no answer as it is out of hours.
Nurse in charge, John, informed along with Helen, site matron. 
It has been agreed that patient will stay tonight in the hope of rectifying problem in the morning. 		Communication		Communication issues		Communication issue with patient/service user		None		None														No

		37128				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		React		9/5/23		9/5/23						Rachel Newton		Claire Herbert		Patient attended Hospital, after overdose, seen in React, bloods taken
Treatment commenced due to high dose of paracetamol ingested
Bloods chased by Doctors and delays noticed
Realised bloods sent with wrong addressograph, 
		Doctors contacted Point of care for VBG results to be removed from system, lab contacted for blood results to be taken off system
Repeat bloods taken as required
No harm caused to patient, appropriate care delivered to patients, safety maintained		Records, Information		Identification (ID)		Patient/service user incorrectly identified		Low		Low		Low		Procedure for patient ID not followed correctly.
Once mistake realised correct procedures followed and incorrect results removed from system.
POC and lab contacted.
		Procedure for patient ID not followed correctly.
Once mistake realised correct procedures followed and incorrect results removed from system.
POC and lab contacted.				Correct policy for Id check not followed by staff		9/7/23		No

		37276				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/7/23		9/5/23		05:56				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/9/23		No

		37119				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/5/23						Rachel Newton		Claire Herbert		Patient moved into Red Resus 3 following a deterioration. Routine skin check completed and patient was found to have some moisture damage to the right side under the apron		Ensured area is clean and dry. Ensured all other pressure area integrity. Provided continence care. Documented on skeletal chart/ Updated skin bundle. Datix completed & documented in nursing notes. Nursed on repose whilst in ED		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBu failures				Nil		9/7/23		No

		37059				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/5/23		9/5/23								Maria Briones		SDTI noted to top of second toe on left foot when assisting patient with hygiene needs this morning. Patient has TED stockings on to both legs. SDTI visible when moving stocking to assess skin integrity, purple in colour. 		Patient already on air mattress due to ongoing SDTI to left heel. Patient unable to move independently in bed therefore I have ensured his heels have been offloaded. No blankets have been placed on top of the feet to ensure less pressure is applied to the toe. Skeletal chart updated. Patient to be re positioned every 2-4 hourly. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37116				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/5/23		9/5/23								Amanda Griffiths		Patient sent for theatre. Ward informed theatres that patients group and save had not been done and had been missed.  Anaesthetist and surgical team were happy for patient to come to theatre and group and save be taken in anaesthetic room.		Surgical team aware and happy to proceed
Matron made aware 
Bloods taken and sent to lab 
Datix completed
		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Test not ordered or undertaken		Low				Low		As a ward we are having a different ward doctor every week who may not know that blood forms are meant to be completed the day before for bloods required the following morning. This is because the phlebotomists can arrive on the ward anytime from 7:15 am. 

Nursing staff try their best to check all the necessary forms are in the box on the wall for the phlebotomist but this is not always possible when the ward is busy with multiple admissions of patients being prepared for theatre. 

Ward manager has emailed the coordinator of the doctors to ask that it is disseminated to all doctors that they prepare the necessary blood forms the evening before.  		Ward manager has emailed the coordinator of the doctors to ask that it is disseminated to all doctors that they prepare the necessary blood forms the evening before.  				Making medical staff aware at the start of their week about what is required of them. 				No

		37036				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		ward j		9/5/23		9/5/23		02:30						Carys Wilkins		The patient was transferred from AMU in the early hours. The patient had been swabbed in the early hours of the 04/09/2023 and was found to be Covid+ve. This was not communicated to the ward prior to transfer, in fact the ward did not receive any phone call to say the patient was coming to the ward at all. It was not even handed over by the nurse that the patient was covid+ve.
The bay that he is in is now covid exposed.		The site manager was informed and was not aware that the patient was covid+ve before transfere		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low		Low		None		The patient was transferred from AMU in the early hours. The patient had been swabbed in the early hours of the 04/09/2023 and was found to be Covid+ve. This was not communicated to the ward prior to transfer, in fact the ward did not receive any phone call to say the patient was coming to the ward at all. It was not even handed over by the nurse that the patient was covid+ve.
The bay that he is in is now covid exposed.		The patient was transferred from AMU in the early hours. The patient had been swabbed in the early hours of the 04/09/2023 and was found to be Covid+ve. This was not communicated to the ward prior to transfer, in fact the ward did not receive any phone call to say the patient was coming to the ward at all. It was not even handed over by the nurse that the patient was covid+ve.
The bay that he is in is now covid exposed.				Apologies to the unit. However, the staff transferring and that were on that did were not aware that a covid swab was taken. Reminder put out to staff to clearly hand over if a covid swab is being done to staff can follow up the results. This is why this happened and this was not communicated. Staff do not need to phone the unit as we are giving the bed by bed managers.  				Yes

		37121				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C		cubicle 3		9/5/23		9/5/23		15:00						Bethan James, Marie Grace Aveo, Mrs Melanie Brooker, Sheree Kowalski		Patient was transferred from CCU on 3/9 with blisters on both side of left and right foot. On Sunday the blister on left foot burst, Staff nurse applied jelonet and allevyn dressing plus yellow line on top of it.
today found that blister on the left foot has partially burst and some skin off , noticed an Unstageable purple area on left heel. on right heel blister still intact.		left heel dressed with jelonet plus allevyn heel and yellow line. allevyn heel applied on right heel. medical photography took photo
heels offloaded on repose cushion. Refused airwave mattress. skeletal chart updated. pressure ulcer passport completed.to go on repose mattress once he got out of bed.
skin bundle insitu. regular skin checks done		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Moderate		None		Patient admitted to ward C from CCU 
Patient was having dialysis in MGH and had a VT arrest. Post went to Cardigan ward and then to CCU.  

						For a full skin check over body on admission to a new area within time frame. 				No

		37113				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/5/23		9/5/23		15:30						Amanda Griffiths		The patient was sent for from the ward by the receptionist. Patient arrived and was being checked into theatre by the anaesthetic assistant. The accompanying ward staff informed the anaesthetic assistant that the patients blood samples had been forgotten to be taken that morning and had just been taken prior to the patient leaving the ward. This information was then relayed to the theatre staff, surgeons and anaesthetists. 		The decision was made by the surgeons and anaesthetist that it would not be safe to proceed with surgery as the patient would be unable to receive a blood transfusion during surgery if it was needed. The patient was given an explanation and apology by the surgical team and returned to the ward.		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Test not ordered or undertaken		Low				Moderate		There are many problems around blood forms and phlebotomy at the moment. This is due to us as a ward having a different doctor every week who may not be aware of the routines on the ward. 
Our previous 'permanent'  ward doctor used to prepare all the blood forms for the patients coming in the next day and this is often not happening at present. 		Nursing staff will try and check blood forms are out each morning and chase doctor to do them as soon as they come in at 8am. However, phlebotomists have often been and gone by this time. 				Unfortunately this patient had his surgery cancelled due to this incident. 
Nursing staff will try and check blood forms are out each morning and chase doctor to do them as soon as they come in at 8am. 				No

		37081				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		Cubicle 2 Ward J		9/5/23		9/5/23		13:15						Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas, Katy Holwill, Mr John Williams		Patient had an unwitnessed fall from chair to floor.
Patient used call bell and on entering the room patient was sitting upright on the floor. She reports having slipped off her chair onto the floor. She says she did not loose consciousness or hit her head. Not complaining of any injuries. Remained orientated the entire time. 		Assistance called, patient assisted up off the floor with minimal assistance of x2 nurses. 
Vital signs and neuro obs recorded.
Doctor and nurse in charge informed.
NOK informed.
Patient now to follow the falls procedure/protocol.
		Accident, Injury		Slip, trip or fall		Fall from chair		None		None														No

		37711				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac theatre 1		Cardiac theatre, Morriston Hospital		9/12/23		9/5/23		16:30				Mrs Nicola Dickens		Laura Servello, Philip Govier-Williams		4 units of FFP were requested by cardiac theatres. However, only 3 were used. Therefore, one unit has been wasted by the clinical area.		Unit wasted and discarded.		Treatment, Procedure		Blood / plasma products transfusion		Waste - avoidable		None		Low		None		Change in patient management during cardiac surgery, 4 units of FFP is considered a total dose however the us of point of care testing within theatres would have led any administration and the 4th unit was not deemed necessary for the patient. 		Change in patient management during cardiac surgery, 4 units of FFP is considered a total dose however the us of point of care testing within theatres would have led any administration and the 4th unit was not deemed necessary for the patient. 				N/A		10/3/23		No

		37035				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/5/23		9/5/23		02:30				Rachel Newton		Claire Herbert		Patient unable to be rolled  whilst in red resus as patient was a +1 in the middle of the bay.  Patient now transferred to  surge and moisture lesion is present in between buttocks.		Area cleaned and dried. Barrier cream applied. Skeletal chart updated. Maintaining frequent skin checks and altering position.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None		None		?if Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				nil		9/7/23		No

		37135				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home				9/6/23		9/5/23						Rachel Newton		Claire Herbert		noticed skin breakdown on the sacrum while changing the pad .		changed the pad . skin bundle commenced. topical barrier cream applied. repositioned to on side.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/7/23		No

		37098				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)				9/5/23		9/5/23						Mrs Katrina Rees		Miss Cleo Purchase, Morag O'gorman		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Contacted the ward & spoke to the doctor. It was his first day on the ward & was unsure whether the patient needed to continue these antibiotics. Advised he would contact the consultant to determine whether they needed to be resumed or discontinued,		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		Low		Patient had not had antibiotic review and therefore missed 24 hours of treatment 
No pharmacy cover at time of incident (due to no funding) no prompts 
High levels of agency staff, unfamiliar with trust protocols 
Changeover of doctors 
		Patient had not had antibiotic review and therefore missed 24 hours of treatment 
No pharmacy cover at time of incident (due to no funding) no prompts 
High levels of agency staff, unfamiliar with trust protocols 
Changeover of doctors 

Pharmacy cover now in place 
Two wards now amalgamated, lower levels of agency staff  
3 doctors covering with established consultant cover, regularly reviewing patients				The importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses		9/14/23		No

		37107				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A		bed area 		9/5/23		9/5/23		10:00				Sister Claire Williams		Mrs Eliza Guinto		whilst assisting the physiotherapist to sit the patient into the chair I placed my hand on her lower back and without warning the patient sat down trapping my hand underneath them		I informed my line manager 		Accident, Injury		Manual Handling - Patient/service user handling		Sitting/standing/walking patient/service user		Low				None		Patient sat on her hand whilst assisting a transfer. 
Advised to rest her hand in a futuro splint. 
Advised her to have a Xray but she said she'll see how it goes first, like if the pain doesn't resolved. 
Came back to work with no adjustments as she felt okay		her injury resolved without any intervention				Advised physio to reassessed patient with regards to her transfer. 		9/29/23		No

		37101				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		Bed 7		9/5/23		9/5/23		15:00				Mrs Helen Thomas		Carly Mcneil, Emma John, Manjula Sajeevan		When in the process of transferring bed 7 to bed 3, the NIBP cable was unplugged and during this process the end tidal CO2 block fell out and landed on the back of the left hand. This caused swelling and bruising to the centre of the back of the hand. Some pain and discomfort was experienced whilst on shift.		Cold water applied. Offered A&E but declined. Bruised area covered		Accident, Injury		Struck against or by an object		Struck by falling or collapsing Object		Low				Low		Nurse stated that a monitoring brick had fallen on back of her hand. bruising and slight swelling noticed. Staff was offered ice, a break and visit A and E however they declined and stated that it wasn't that bad		Nurse stated that a monitoring brick had fallen on back of her hand. bruising and slight swelling noticed. Staff was offered ice, a break and visit A and E however they declined and stated that it wasn't that bad
				making sure equipment is secure and plugged in appropriately.		9/19/23		No

		37038				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		Bed location 3		9/5/23		9/5/23		07:40				Mrs Helen Thomas		Carly Mcneil, Emma John, Manjula Sajeevan		Staff Nurse approached nursing station and stated that she received a small electrical shock from the saturations lead. 		Advised nurse to take a break but she stated it wasn't that bad. Saturations lead checked for breaks and taken out of commission, also sent to medical electronics. 		Equipment, Devices		Medical devices		Failure of medical device		None				Low		Nurse approached nursing station stating she had received  small electrical shock from the saturation probe. nurse asked if they were ok needed a break or if they wanted to attend A and E however the nurse stated it wasn't that bad and that they were fine. Equipment removed and sent to medical electronics		nurse had a small electrical shock from Saturation lead, nurse checked and asked if they were ok. equipment removed to be checked				none		9/19/23		No

		37050				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Singleton Hospital / HSDU Store		Orthopaedic Theatres Morriston		9/5/23		9/5/23		10:20				Sister Jan Lewis		Mr Stewart Dow, Mrs Nicola Dickens, Nicola Williams, Sister Jan Lewis, Sister Rhian Medwell		Loan form not completed correctly, company not supplied necessary information, unable to process trays for required time of use. 		emailed speciality manager, informed theatre that these trays would not available due to lack of information provided.  		Equipment, Devices		Medical devices		Device instructions unavailable		None				Low		Summit new  trials sent down on the friday in brown boxes for sterilisation ,
E mail sent no paperwork from company inside so unable to sterilise immediately
Rep contacted for relevant information.
Due  to issues his end the paperwork did not arrive on time.
Surgeon informed that  no trials available but spacer could be used without, surgeon chose to do the case the next day when the trials were available		Paperwork usually comes with the loan kit, there seemed to be an error with this arriving with the kit , paperwork had to be sourced on the day				Remind all companies that paperwork has to be supplied with the loan kits		9/13/23		No

		37073				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W				9/5/23		9/5/23						Sister Claire Williams		Karen Allcock		Patient is independent to all personal care and has been mobilising to bathroom to carry out ADLs. Patient called me to say that she is bleeding from her groin, on observation she has a broken sloughy moisture lesion to left groin. patient states she does suffer with moisture in folds occasionally at home but this seems worse than usual 		I have examined wound, swab taken, cleansed with saline and placed dry pad to try and avoid further damage. ward manager informed,  datix completed and med photography contacted 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		Low		Patient is independent to all personal care and has been mobilising to bathroom to carry out ADLs. Patient called me to say that she is bleeding from her groin, on observation she has a broken sloughy moisture lesion to left groin. patient states she does suffer with moisture in folds occasionally at home but this seems worse than usual 		Patient is independent to all personal care and has been mobilising to bathroom to carry out ADLs. Patient called me to say that she is bleeding from her groin, on observation she has a broken sloughy moisture lesion to left groin. patient states she does suffer with moisture in folds occasionally at home but this seems worse than usual.
Wound examined, swab taken, cleansed with saline and placed dry pad to try and avoid further damage. ward manager informed,  datix completed and med photography contacted.
Patient was self caring to hygiene needs
Had full capacity
Was fully continent
This is an on-going problem at home
We have had extreme hot weather this week which had probably exacerbated the moisture.				Patient made aware to alert staff sooner if she feels the areas are worsening in order to supervise daily.
Staff informed to encourage those who are independent to let staff check pressure areas in order to avoid this happening again.		9/29/23		No

		37465				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/8/23		9/5/23		18:00						Mrs Sara Morgan, Mrs Rachel Thomas, Miss Nicola Caley, Miss Gemma Hanbury, Marietta Tunay, Maria Briones		Patient was transferred with cardiogenic shock +/- sepsis. On arrival had a canula in on L ACF that had been in for 8 days. The canula site was VIP 2. Family had advised that the canula dressing had been removed, a hydrogel dressing applied and then another canula dressing applied on top due to skin tear. On removing the canula on CCU wound site, pus evident and sores from canula dressing. Wound swabbed and sent off.		Cannula removed straight away, Drs informed as ?Septic. Potential source of infection wound swab sent from left arm cannulation site.  Organism 1) Heavy growth of Enterobacter cloacae complex (ECOM)

Antibiotic/Culture:                ECOM
-------------------               ------
Ciprofloxacin                       S
Gentamicin                          S
Amoxicillin                         R
Amoxicillin/Clavulanate             R
Co-trimoxazole                      S

Informed area that patient currently nursed in 		Equipment, Devices		Medical devices		Other		Low		Low														No

		37070				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		red resus		9/5/23		9/5/23		12:30						Rachel Newton, Claire Herbert		Patient has a small wound on inner left thigh measuring roughly 2-3cms.  This looks like an old wound which has reopened due to catheter rubbing on it.		catheter repositioned, patient repositioned, and datix filled in		Pressure Damage, Moisture Damage		Device-related pressure ulcer category 2 (d)		Pressure from medical device developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37093				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		mri		9/5/23		9/5/23		10:30						Miss Lynne Powell, Mrs Suzanne Holloway, Mrs Janine Sparkes, Ceri White		Fire alarm activated within radiology. Alarm/dampers in new MRI scanner activated. This in turn shut the water chiller and helium compressor off. Scanner stopped working due to raised room/equipment temperature.
2ND incident within 2 weeks		Patient evacuated and risk assessed. No fire discovered . Scan completed in scanner 1


		Infrastructure (including staffing, facilities, environment)		Fire safety		Fire alarm activation - unwanted fire signal (UwFS)		Low		None														No

		37111				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Blue bay bed 7		9/5/23		9/5/23		10:00				Mrs Katrina Rees		Gemma Rees		On assisting with personal care checking pressure area's this morning, moisture damage was noted to patients sacrum area. Patient is incontinent of urine and faeces. 		Area cleaned and dried thoroughly and regularly due to urinary and faecal incontinence. Skin bundle updated. pressure ulcer passport and skeletal chart completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		On assisting with personal care checking pressure area's this morning, moisture damage was noted to patients sacrum area. Patient is incontinent of urine and faeces. 		Area cleaned and dried thoroughly and regularly due to urinary and faecal incontinence. Skin bundle updated. pressure ulcer passport and skeletal chart completed. 				no lessons to be learnt		9/10/23		No

		38849				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/27/23		9/5/23								Edward Lyn Hopkin, Sister Claire Williams, Mrs Eliza Guinto, Karen Allcock		Clostridioides difficile whole genome sequencing results indicate a possible transmission event between three patients. Patients 1 and 2 were cared for on ward A at the same time, Patients 2 & 3 were cared for on Ward W at the came time.  		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the Policy for Infection Outbreak and Incident Management in Secondary and Tertiary care which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/Policy%20for%20Infection%20Outbreak%20and%20Incident%20Management%20in%20Secondary%20and%20Tertiary%20Care%20(Dec%202020).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low																No

		37126				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B		shower room/toilet 		9/5/23		9/5/23		13:15				Sister Claire Williams		Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		Patient had an unwitnessed fall in shower room/toilet. Patient can recall the fall. Stated she was on the toilet, stood up with zimmer frame and while turning she moved zimmer frame to her right too quickly, frame tipped over and she fell on her right side. Stated she hit her elbow, no hit to her head, no hit to her right hip. Patient had help to her feet by nursing staff.  		Observations recorded
Blood sugar taken
Doctor informed
ward manager informed 
Patient did not want to inform family when asked by staff nurse
Falls care plan, risk assessment and manual handling assessment updated 
neuro observations were taken post fall. Doctor has since documented 'no neuro obs'. 		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		Low		Low		None		No injury 
Policy followed
Patent has fully capacity 		No harm or injury
Policy followed 				NA		9/29/23		No

		37120				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		ward s cubicle 3 		9/5/23		9/5/23		11:15						Mrs Caroline Morton, Mrs Hilary Thorne, Eloise Slee		Patient trying to climb from bed to chair  - patient unsettled in mood
Staff nurse on break - health care support attending to another patients care needs , heard loud crash , when arriving in patient cubicle patient was found on floor shouting. Patient was found on there left side with head on the bottom of the patient trolley. Doctors alerted , observations taken. Patient was checked over and put back in bed 		Patient had been found on floor in front of chair, patients head was on the trolley. Doctor was in room and alerted - observations were done. Doctor checked patient over and allowed for them to return to bed. Neuro observation completed every 15minitues. Observations were completed and Doctor checked for immediate injury and arranged for CT of head  		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low														No

		38285				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit				9/19/23		9/5/23								Catherine Allen, Helen Davies		Clostridioides difficile whole genome sequencing results indicate a possible transmission event between two patients. WGS Code WG20-00656.		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the Policy for Infection Outbreak and Incident Management in Secondary and Tertiary care which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/Policy%20for%20Infection%20Outbreak%20and%20Incident%20Management%20in%20Secondary%20and%20Tertiary%20Care%20(Dec%202020).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Infection outbreak		Low																No

		37264				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		Ward R		9/7/23		9/6/23		23:10						Samantha Evans, Nerys Jones, Julius OBANA		A patient needed to be admitted to ITU from Ward R and, following discussion with the bed management team, it was agreed that an ITU DTOC could be allocated to the bed on Ward R.  ITU staff telephoned Ward R at 20:00 and informed them that the bed was ready for the patient.  The ward delayed the transfer of the patient, arriving in ITU at 22:15.  The Ward then prepared the bed area for the ITU DTOC and this resulted in him being transferred to Ward R at 23:10.  		ITU staff apologised to the patient who did not wish to make a complaint.		Transfer, Discharge		Transfer		Transfer delayed		None		None														No

		37221				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/6/23		9/6/23		15:30				Mrs Katrina Rees		June Quiambao, Mrs Marites Colarina, Nathan Riddle		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses of Azithromycin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		Azithromycin automatically held by HEPMA.
Medications not reviewed and later discontinued		Staff not aware that anti-biotic reports available using the antibiotic reports on a daily basis .				Education of staff on how to access anti-biotic reports		9/19/23		No

		37364				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/7/23		9/6/23		16:17						Mrs Sallyanne Greenfield, Samantha Evans		I was asked to run a blood gas for a patient on the ward  who was critically unwell. I was given a blood sample by a ward doctor with the instruction the itu doctor had had asked for it to be checked in the gas machine. The itu doctor came back from the ward and went to the gas machine I asked if there was a problem. He said the gas had been run for the wrong patient. I informed him it was run for the patient addressograph I was given. He explained the ward had given the wrong addressograph. 		 6/9/23 I informed the doctor that point of care needed to be informed. I did not have the information for the patients affected to inform them myself to complete this. He said he needed to go back to the ill patient but would sort it out. Nurse in charge of itu informed and advised to wait for the doctor to contact point of care.

7/9/23 Having not had a confirmation the error had been amended I rang point of care who rectified the error. I have sought the advise of nurse in charge of itu so advised to complete ir1 and send to ward  patient is currently on. 
		Assessment, Investigation, Diagnosis		Screening and surveillance		Incorrect result reported		Low		Low														No

		37218				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		Section B- Bed 10		9/6/23		9/6/23		14:30						Mrs Natalie Dark-Harry, Matt Searle		Prior to the the patients fall. Patient was sat in the chair and had recently been see by the physiotherapist. while he was seen by the physio he was walking then went to drop to the floor but was supported by staff into the chair. Since this incident the patient had become agitated sat in the chair and trying to stand while being unsteady. While sitting he had tried pulling the table towards time resulting in a cup of water spilling over him over time he had become increasingly agitated. He continued to attempted to get up off the chair and he was encouraged to sit down, he was asked if he wanted to go back to bed for comfort and due to him becoming more unsteady. While the staff were in the bay attending to other patients and completing paperwork the patient then shouted out 'help' when he was found on the floor. When he was found he had his back to the bed and was still sitting up while on the floor. The fall was unwitnessed ,no sound of him falling only when he called from help. 		After the fall the patient was checked for any obvious signs of injury's which resulted in none. Patient was then assisted back into the chair where observations, blood sugars and neuro observations all commenced as per falls protocol. Ward doctor was informed post fall. The patient then requested to get into bed with assistance, since then the doctor has reviewed the patient.		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low														No

		37244				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward		Plastic Surgery Monitoring Unit		9/6/23		9/6/23		10:00						Mr Jason Preece, Mrs Sharron Boyce		I gave Patient 10mgs of Zomorph as prescribed on medication chart.  When seen by Acute Pain Team in the afternoon while I was on break, it was realised and handed over to colleague that I should not have given while Patient was on a PCA. 		Nil ordered from Acute pain team, Band 6 on ward notified, advised to complete Datex. 
Patient comfortable, alert and orientated.
PCA taken down, Zomorph 20mgs now prescribed.		Medication, IV Fluids		Administration errors		Administration of contraindicated medicine		None				None		Zomorph 10mgs given whilst on PCA as reported-both not to be given together usually.
Zomorph 10 mgs ideally should have been crossed off to avoid such an episode, however staff member fully aware not to give when PCA in situ unless otherwise stipulated on chart/by team and has honestly and openly admitted this.
No harm to patient
Pain team informed- nil ordered
		Staff error in giving Zomorph
? Prescriptors error in not omitting Zomorph while on PCA				As per 'Recommendations' above				No

		37195				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / High Dependency Unit		East unit Bed 14		9/6/23		9/6/23		13:15						Susana Sanorjo, Bethan James		patient had unwitnessed fall attempting to get back into bed, alerted by husband 		doctor informed patient assisted back to bed and importance of calling someone when she wants mobilise reinforced. patient safety ensured at all times. clinical condition assesed gcs 15/15 PEARL doictor performed clinical assesment		Accident, Injury		Manual Handling - Patient/service user handling		Management of the falling patient/service user		None		Low														No

		37261				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit				9/7/23		9/6/23		21:00				Mrs Helen Thomas		Rachael Brown		On rolling patient to check pressure areas, pt appears to have developed a moisture lesion between his sacrum. Surrounding skin is red and blanching.		Patient has been placed on airflow mattress, barrier cream has been applied. Moisture passport has been done, risk assessments up to date. Pt repositioned several times throughout the night. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient admitted to CITU on 15/08/23 following elective cardiac surgery. Patient acutely unwell following surgery and still requiring ITU care on 06/09/23 when a moisture lesion was discovered to his buttocks. The patient has been unwell and nursed in bed or in a chair and on an airflow mattress. Patient was at risk of developing moisture damage, due to nature of treatment post surgery. Documentation completed. 		Patient admitted to CITU on 15/08/23 following elective cardiac surgery. Patient acutely unwell following surgery and still requiring ITU care on 06/09/23 when a moisture lesion was discovered to his buttocks. The patient has been unwell and nursed in bed or in a chair and on an airflow mattress. Patient was at risk of developing moisture damage, due to nature of treatment post surgery. Documentation completed. 				Unfortunately, the patient was prone to moisture damage due to the treatment post surgery and being in ITU for an extended time. 		9/19/23		No

		37139				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/6/23		9/6/23						Mrs Katrina Rees		Gemma Rees		When patient was getting up to go to the toilet, he tripped over his feet and fell onto his bottom on the floor. Fall was not witnessed by staff but was witnessed by another patient who stated that patient did not hit head. Patient also denied hitting his head and denied any other injuries. 		Observations taken and blood glucose taken. Patient assisted back into bed by staff. Doctor informed. ECG done as per doctors request. Doctor reviewed patient and was happy no injuries sustained and no need for neuro observations.		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		None		None		Low		When patient was getting up to go to the toilet, he tripped over his feet and fell onto his bottom on the floor. Fall was not witnessed by staff but was witnessed by another patient who stated that patient did not hit head. Patient also denied hitting his head and denied any other injuries. 		Observations taken and blood glucose taken. Patient assisted back into bed by staff. Doctor informed. ECG done as per doctors request. Doctor reviewed patient and was happy no injuries sustained and no need for neuro observations.				No lessons to be learnt		9/26/23		No

		37325				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit				9/7/23		9/6/23		09:00						Bethan James		Same C Diff whole genomic sequence for three patients show there would have links with  Intensive Care Unit. All patients are Clostridioides difficile with the whole genome sequence number WG 23 -00481- 338.		These cases would need to be investigated by department. 		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low						We have taken the following Infection and Prevention control precautions in addition to our normal practice.
To clean bed areas with Clinell red wipes every shift instead of once per day.
To document all daily chlorhexidine usage for all critical care patients on the daily charts.

To continue continue with the Bug stop programme weekly.

To co-ordinate an outbreak meeting involving the multi-disciplinary team.

To co-ordinate a multi-disciplinary walk around audit within ITU to identify any environmental issues.										No

		37723				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 1		Morriston Hospital, operating theatres		9/12/23		9/6/23		02:15				Mrs Lynnette Garrett		Laura Servello		4 units of FFP requested during massive haemorrhage. Only 2 units used and 2 units wasted by clinical area.		Two units of FFP wasted and discarded.		Treatment, Procedure		Blood / plasma products transfusion		Waste - avoidable		None		None		None		2 Units of FFP wasted during Major Haemorrhage due to change in patient management.  Patient suffered ruptured AAA and was rushed to theatre.   Recorded for tracking and trending 		Patient required emergency surgery and had a major haemorrhage.  2 Units of FFP thawed but not used. Recorded for tracking and trending.   				Change in patient management during a Major haemorrhage. FFP unfortunately wasted. Units were thawed as per protocol but no longer needed.   		9/13/23		No

		37165				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 12				9/6/23		9/6/23						Natalie Velardo		Mr Stewart Dow, Mrs Nicola Dickens, Natalie Velardo		No theatre operation table available		We have to search other theatres to find a suitable operation table. Moving a heavy table over a distance		Equipment, Devices		Manual Handling - Patient/service user handling		Other		None				Low		Four operating tables were out of circulation due to faults which were waiting for repair by company.		Operating tables that were out of commission have now been repaired by company and back in circulation so the movement of tables between different theatres should now be reduced.				Keep on top of faulty tables and chase companies to make sure they repair faulty tables in a timely manner.		10/3/23		No

		37222				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge 3		9/6/23		9/6/23		15:00				Rachel Newton		Claire Herbert		Post-post F1 went to take some bloods of patient. He was struggling to find a vein when he then removed previous gauze and tape he tore skin. patients skin very thin and fragile

		Went to Ward V to get spray for removing the tape off the skin . I then sprayed slowly started to lift and removed and re dressed with gauze and bandage. NIC made aware		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		Low		Staff to be reminded of not using tape directly onto elderly patient's skin.
Area of skin loss cleaned and dressing applied.
Apologies given to patient		Staff to be reminded of not using tape directly onto elderly patient's skin.
Area of skin loss cleaned and dressing applied.
Apologies given to patient				See above		9/7/23		No

		37248				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Room 7		9/6/23		9/6/23		19:00						Mrs Phylippa Thomas-Dyer, Miss Louise Horton, Natalee Parsons		patient had a witnessed fall. as per the patient, she was walking to the toilet with her walking stick when she 'missed a step' thus resulting to fall. patient denies pain or episode of feeling faint prior to fall. upon checking the patient, there was noted to be a skin tear over right elbow, about 2cm long. patient was able to move all extremities, however her right shoulder was noted to be uneven with her left. hoisted her back to bed, patient denies pain on right shoulder, saying 'it has been out of order' for the past three years. 
		checked patient for any fractures, observations taken, blood sugar monitored, hoisted back to bed safely, ECG done, neuro obs done. medical on-call informed. awaiting review		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Low														No

		37242				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery		main theatre recovery 		9/6/23		9/6/23		13:00				Mrs Nicola Dickens		Mrs Suzanne Holloway, Victoria Russell-curtis		Pt went down to theatre under T+O team , patient transferred back to ward at 13:00 with new bruising to Right arm from wrist to elbow. Pt states new and not there previously. 		Elevated arm , cold towel applied to area , analgesia given. 		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Moderate		Low		Low		On reviewing this incident,  myself and my colleague visited the ward to speak to the patient,  ward sister and ward doctor regarding this incident. On reviewing the patient's forearm it was clear that 2x intravenous cannulas had been removed with dressing pads insitu.  All staff present agreed that the bruising represented an interstitial leak from beneath one of the Vascular access devices which had been placed and used.  On examination, the patient suggested that no pain could be felt where the bruising was, which further confirmed that this was leakage and not soft tissue damage.		On reviewing this incident,  myself and my colleague visited the ward to speak to the patient,  ward sister and ward doctor regarding this incident. On reviewing the patient's forearm it was clear that 2x intravenous cannulas had been removed with dressing pads insitu.  All staff present agreed that the bruising represented an interstitial leak from beneath one of the Vascular access devices which had been placed and used.  On examination, the patient suggested that no pain could be felt where the bruising was, which further confirmed that this was leakage and not soft tissue damage. However, the patients skin was very thin and friable with multiple skin integrity issues.				Elevation on a pillow already in progress by the ward.  This incident appears to have occurred via a non intentional injury therefore no further lessons to be learned.		9/7/23		No

		37391				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)		Swansea Bay UHB / Hospitals / Singleton Hospital / Endoscopy Unit		scope room 2		9/7/23		9/6/23						Sandra John-Cox		Sandra John-Cox		patient was taken into the scope room to have a procedure, patients heart rate was low on admission, and when pre procedure observations were take his heart rate remained low (around 32- 35 beats per minute), the consultant came out to ask for advice from myself and a gastroenerologist, the procedure was abandoned and the patient was taken to recovery		in recovery an ECG was performed, and the medical team were contacted and asked to attend the unit,  the patient was placed on cardiac monitoring, and Blood sugars were taking, and vital signs were monitored, the Doctors attended and did bloods examined patient, he was commenced on IV fluids, they said patient needed to be transferred to Morriston Hospital and they arranged this with the medical team in AMU, I contacted 999 to arrange for the patient to be transferred  by ambulance and paramedic team, they originally said that the team would be between 1 hour and 1 hour 45 minutes, when this time had passed they said the would now take up to 7 hours, I contacted the bed manager to see if there was a possibility of the patient being transferred to a ward bed as we close at 18:00, she said to leave it an hour and then contact ambulance control again for an up date end then contact her, which I did
When I spoke to ambulance control the controller said she could not access my original call and she would have to log the call again as a first call even though I had a reference number, once she had taken all the details again she told me I could be waiting for up to 12 hours for an ambulance.
Spoke to bed managers and she arranged for the patient to lodge on HDU until the ambulance arrived
I spoke to HDU today and they said the ambulance arrived around 19:00		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure delayed		None		None		None		Correct protocol followed 		correct protocols followed  				Correct Protocols followed 		9/8/23		No

		37176				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Radiology or X Ray Department		Entrance to changing room 4, general x-ray		9/6/23		9/6/23		10:30				Cleona Rees		Cleona Rees		I was assisting the patient from his wheelchair into the changing room in preparation for his x-rays. He and I both reached forward at the same time and my nail caught his left upper arm, where his skin is extremely thin, resulting in a very small cut.		I apologised several times and checked he was ok. A tissue was provided to the patient's daughter by a colleague, at her request, while I got a plaster. This was then applied to the cut.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		Low		Radiographer was assisting a patient in a changing cubical.  Patient and the radiographer reached forward at the same time, the radiographer caught the patients arm with her fingernail, even though her fingernails were short.  The patients skin was very thin and cut easily. 
A plaster was applied to the cut.  Patient's relative was informed also. 		Accident, caught skin with a fingernail. 				Accident		9/6/23		No

		37251				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home		at home 		9/6/23		9/6/23						Claire Herbert		Rachel Newton		patient has a broken area at the side of ankle ? g2 from shoe rubbing.  		no action needed		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		Low		Wound from shoe rubbing
Pre hospital issue not hospital acquired		as above				as above		9/7/23		No

		37254				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / West Renal Unit		West Renal Unit car park		9/6/23		9/6/23		21:05						Sister Debbie Hopkins		Had a phone call from patient's wife saying that her husband fell outside in the carpark. Staff found patient lying on the ground. Fully conscious.		Checked for any obvious injuries and found none. Patient denied any injuries. Assisted patient onto a chair and brought back into the unit. Observations checked BP 128/71, HR 98, Sats 96%, Temp 38.4, Resps 19. Patient is known Covid positive. Blood glucose 7.2. Reviewed by DR on call. Prescribed paracetamol, Patient requested to go home. DR advised to contact if any issues arise. Patient HB to be monitored on next dialysis session.		Accident, Injury		Slip, trip or fall		Faint/collapse		Low		Low														Yes

		37214				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Burns Theatre No 2		Burns Theatre 2 Operating Room		9/6/23		9/6/23		11:45				Mrs Sara Williams		Mrs Sara Williams		Patient undergoing burns excision with Swan Morton Knife. Surgeon navigating an awkward angle, slipped and cut finger with instrument. Immediate first aid commenced following inoculation protocol. Occupational health referral to be made for follow up. 		Surgeon immediately de-scrubbed, removed gloves and proceeded to encourage finger to bleed and wash area thoroughly. Area covered with plaster.		Accident, Injury		Contact with needles or medical sharps		During clinical application - contaminated/used		Low				None		consultant confirmed no adverse affects		closed				n/a		9/21/23		No

		37228				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/6/23		9/6/23		10:00				Mrs Katrina Rees		Mrs Marites Colarina		clear blister on left buttock		dressing applied, skeletal chart updated, son Jona informed		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Area was checked on 7/9/23, noted a broken area with irregular edges approximately 1cm.		Pressure damaged was reported ; downgraded to moisture damage upon examination.				Accurate documentation and completion in timely manner.		9/10/23		No

		37277				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/7/23		9/6/23		03:00				Kevin Thomas		Kevin Thomas		Patient waited in excess of 1 HOUR to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/9/23		No

		37365				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		Theatres Reception 		9/7/23		9/6/23		09:00						Amanda Griffiths		Whilst checking in a patient before a procedure as per safety protocol, the patients safety checklist had confirmed bloods had already been taken on the ward prior to her admission to theatres, however, when confirming this information with the patient, the patient stated she had not had bloods taken. 		An examination took place after gaining patient consent which showed no obvious signs of any bloods been taken. The ward was contacted for confirmation which had concluded no bloods had been taken. Theatres manager was  informed as well as the whole surgical and anaesthetic team. The phlebotomist attended theatre to take patients bloods which had been organised by the ward.  		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Test not ordered or undertaken		Low				None		As a ward we are having a different ward doctor every week who may not know that blood forms are meant to be completed the day before for bloods required the following morning. This is because the phlebotomists can arrive on the ward anytime from 7:15 am. 

Nursing staff try their best to check all the necessary forms are in the box on the wall for the phlebotomist but this is not always possible when the ward is busy with multiple admissions of patients being prepared for theatre. 

Ward manager has emailed the coordinator of the doctors to ask that it is disseminated to all doctors that they prepare the necessary blood forms the evening before.  

Investigator is unsure why the blood section of the pre op check list is being completed. Ward sister will convey to all staff that it is vital we do not tick to say bloods have been done unless we are 100% sure.		Ongoing problem in relation to blood forms being prepared the day before due to unfamiliar doctors covering the ward on a weekly basis who may not know the ward routines. 				Accuracy is very important. We should not assume anything has been done. 				No

		37236				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		red trolley bay		9/6/23		9/6/23		11:00				Rachel Newton		Claire Herbert		on our first skin check i noticed a moisture lesion between buttocks 		spray applied and patient repositioned		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBu failures				mil		9/7/23		No

		37136				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		CITU Bed 1		9/6/23		9/6/23		05:00				Mrs Helen Thomas		Emma John, Manjula Sajeevan, Mrs Michelle Porter, Rachael Brown		On skin inspection, 3 red patches and non blanching seen on patient's sacrum. Patient verbalised that he had these red patches for sometime now and he added that it becomes sore every 2-3 months. 		Escalated and reassessed by nurse in charge. Patient is already on active mattress, nimbus 3. 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		This patient was admitted to CITU on the 4/09/23 following cardiac surgery and on the 06/09/23 the patient was discovered to have grade 1 pressure damage to the sacrum. He was at risk of pressure damage according to the purpose T. On admission to CITU the patient was on a airflow mattress so all precautions in place. The patient did state that the area flares up. No medical illustration photographs available. All documentation completed. 		This patient was admitted to CITU on the 4/09/23 following cardiac surgery and on the 06/09/23 the patient was discovered to have grade 1 pressure damage to the sacrum. He was at risk of pressure damage according to the purpose T. On admission to CITU the patient was on a airflow mattress so all precautions in place. The patient did state that the area flares up. No medical illustration photographs available. All documentation completed. 				Ensure all preventative measures are in place.
Ensure patient is referred to medical illustration, so that the damage can be reviewed.   		9/19/23		No

		37213				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home		112, Bryn Morgrug, Pontardawe,Swansea, SA8 3DP		9/6/23		9/6/23		10:00						Miss Lynda Thomas, Mrs Lisa Morris, Mrs Suzanne Holloway		Home visit due urgent call from patient. On arrival, Son present and walked us to patient's bedroom. Patient conscious and laying on her bed. Machine still lined and circuit seemed washed back with saline. On the floor and surroundings large amount of blood and saline. Patient and her son explained that they think that cat has bitten though the dialysis lines. Patient was not aware when this happened as she noticed the blood in the morning when the machine alarmed saying that the treatment has completed. 		Patient very anxious and panicking, saying that she does not want to be taken in to the hospital. Reassured and continued assessment. Unable to obtain BP reading, initial body temperature 38.6, then 35.6. Tunnelled line assessed and remained intact. Still unable to get any BP reading at that point and patient said that she feels lightheaded. Decided to start saline administration. She started calming down, however noted becoming very tired and started shaking. Second bag of saline connected and still unable to get BP reading, then dialled 999. Following instructions over the phone, continued saline administration and regular observation. Patient kept saying that she is very tired and continued shivering. When paramedics arrived, situation handed over and able to get current observation. BP 120/67, temp. 36.9.  Patient taken into the Ambulance and to A&E.		Treatment, Procedure		Renal dialysis issues		Disconnection leading to  haemorrhage at any part of the dialysis circuit  resulting in blood loss that requires further management		Severe		None														No

		37193				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V				9/6/23		9/6/23								Mrs Nerys Dunn		Patient found to have an area of broken skin on her sacral area seen by senior nurse on duty and classified as a grade 2 pressure area 		informed senior nurse
patient aware
apply barrier spray
already nursed on an air mattress
increase pressure area checks
patient is independently transferring into her wheelchair has possibly occurred through friction on transferring
		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low				Low		Patient had been in hospital 32 days pre pressure damage.
Has had failed bypass surgery for re vascularisation to leg then required  left AKA on 26/08/23.
Patient had air mattress initially on admission but once mobility improved  asked for mattress to be removed same documented.
As patient required further surgery air mattress was  re introduced.
Patient is now wheelchair bound spent lengthy periods off ward in wheelchair with family.
Has been assessed by physio is independently lateral transfer to wheelchair.
 As patient is independently transferring into her wheelchair has possibly occurred through friction on transferring.
Physio have reinforced safe transfer to procedures.
Patient is frail and has been supported with dietician and prescribed supplements as appetite poor 		as discussed				appropriate action taken				No

		37241				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/6/23		9/6/23		18:00						Samantha Evans, Nerys Jones, Julius OBANA		On admission, patient found to have moisture damage noted to anal cleft, in between abdominal skinfolds and both groins.		Area cleaned and barrier cream applied. Nurse in charge made aware. Datix done and pressure passport completed.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low														No

		37250				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac theatre 1		anaesthetic room		9/6/23		9/6/23		20:45						Dr Lewys Richmond, Philip Govier-Williams		On rolling and washing a post operative cardiothoracic surgery patient noted that the tape on the ET tube had been tied so tightly that they were digging into the patients face on both sides.  On attempting to remove the ties to change them to alterative ET tube holders it was noted that whoever had intubated the patient had cut the patients top lip		Original ET tapes removed and Insight Endotracheal Tube Holder applied.  Nurse in charge informed of injury to patient and datix completed.		Pressure Damage, Moisture Damage		Device-related pressure ulcer category 1 (d)		Pressure from medical device developed or worsened during care in this clinical care area/caseload		Low																No

		37230				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/6/23		9/6/23		12:05						Mrs Marites Colarina, Nathan Riddle, June Quiambao		moisture damage on scrotum		barrier cream applied, regular repositioning, skeletal chart updated, daughter Karen  informed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		37247				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/6/23		9/6/23						Sister Claire Williams		Mrs Eliza Guinto		Patient had to be pre empted in middle of red 7-12 ( as the space where patient was allocated, the patient was a failed discharge hospital to hospital)
Patient is fully mobile and independent 
Patient is aware of shower for personal hygiene needs as no curtains available 		I spoke to the patient and discussed the situation, patient has agreed to be pre-empted 
Escalated this to bed managers 		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		None		None		None		Due to unprecedented pressures around beds in the Morriston site, it has become necessary for patient to be on a pre empt space 
This does not adhere to Health Board and Welsh Government policies/ requirement that patient’s dignity and respect should be maintained at all times 		Will absorbed patient when bed space becomes available 				Due to unprecedented pressures around beds in the Morriston site, it has become necessary for patient to be on a pre empt space 		9/29/23		No

		37439				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/8/23		9/6/23		22:05				Mrs Katrina Rees		Mrs Marites Colarina		Controlled drug medication, Zomorph was inappropriately transferred, incorrect number entered and carried over page not identified at that time. Entered 56 rather than 46. This was noted during next dose administration.

		Medication was counted and correctly entered at time of discovery.		Medication, IV Fluids		Monitoring errors		Inappropriate response/action		None				None		Controlled drug was  inappropriately transferred, incorrect number entered and carried over page not identified at that time. Entered 56 rather than 46.
This was corrected in timely manner and reported.		No harm caused, inappropriate entry was corrected.				Feedback to staff.		9/26/23		No

		37147				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surg 		9/6/23		9/6/23		09:20				Claire Herbert		Rachel Newton		 in addition to datix number 36862 Patient skin check completed patient has a Grade 1 non blanching on the right 
The left buttock has a grade 1 non blanching. 		Pressure area care given to patient. 
Skin bundle & skeletal chart updated. 
Patient already on a hospital bed with an airflow mattress. 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		All appropriate nursing interventions undertaken
Damage likely to be pre existing prior to admission 
pressure relieving equipment in place
		as above				as above		9/7/23		No

		37160				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward		trolley 6		9/6/23		9/6/23		02:40						Mrs Sharron Boyce, Ms Claire Morris, Rebecca Davies		Patient admitted into a non-inpatient/day case area
Inappropriate transfer of patient from outlier hospital.  Patient accepted by Plastics team for transfer to our ED.  Bed managers made the decision to send patient straight into a trolley on the adjoining day area attached to plastics ward.  This area is not staffed overnight.  No beds available.  Only trolley's.  If a patient is admitted into this area it is nursed as a surge patient in a trolley.  The normal criteria for this level of patient is that they need to be well, mobile patients who have no cognitive challenges and can keep themselves safe due to the nature of where the trolleys are placed.  This patient has clear diagnosis of dementia and this has led to nursing challenges overnight as this patient had no additional staff to keep this patient safe. Patient admitted with a fall from home.  Patient not clerked by the team until 04:00 this morning no regular medication prescribed at this time.  Regular medication not prescribed until mid morning this morning by anaesthetic team.  		Staff from plastics ward used to nurse/safely monitored patient, on top of normal patient numbers overnight to ensure patient safety.  
Falls risk assessment completed 
Discussion with patient flow regarding the ability to managing following planned day surgery case load with an additional confused patient
		Transfer, Discharge		Transfer		Transfer inappropriate or unsafe		Low																No

		37598				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		A bay		9/11/23		9/6/23						Helen Davies		Helen Davies, Rebecca Davies		Breach of single sex area in A Bay on Ward J. 
6 Covid+ male patients in a bay with 2 empty beds.
2 Covid + females outside hospital unable to offload from WAST. 
Discussions had with Ward J and patients for all to consent.
No patients are deemed to be confused/wondersome and at this time all patients are deemed to have capacity.
No other COVID + capacity available on site.
No other plans to offload these patients into the hospital due to capacity.
		Discussed with patients via Bedmanager.
Conversations with Nurse in Charge on Ward J regarding suitability of patients. 		Access, Admission		In-patient stay		Extended stay / episode of care		Low				Low		although not best practice to mix genders within a section the overall situation within the hospital and wider demographic proved such that this was the only viable solution at this given time.		Although mixing of bays is not desirable it can sometimes occur due to pressures on available capacity				do not mix bays without good reason
try and have plans in place to resolve the situation promptly		9/18/23		Yes

		37269				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/7/23		9/6/23		22:00				Mrs Katrina Rees		Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland		broken area - probably grade 2 to R outer aspect of ankle 		padded dressing applied. 
skeletal chart updated 
for air wave mattress to be ordered with day staff 		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		None				None		On inspection of the area. It has been found that the patient has not got a Grade 2 to the area. It is fact a healing scabbed area. The scabbed area has now come off and area has healed.		No Grade 2 present. Healing area				closer observations on grading 		9/19/23		No

		37226				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/6/23		9/6/23		15:35				Mrs Helen Thomas		Bethan James		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed four doses of Ceftriaxone		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		patient was admitted on 4.8.23 with increased confusion and multiple falls at home. the patient has been diagnosed with infective endocarditis from the permanent pacemaker, after having positive blood cultures, and was commenced iv amoxicillin 2g qds after discussion with infectious diseases.
after further discussion with infectious diseases the patient was also started on iv ceftriazone bd on 1.9.23
the second antibiotic was given for 3 days and then stoped as per ark protocol
hepma team contacted the ward on 6.9.23 in regards to the antibiotic having been stopped and not reviewed 
iv ceftriazone was restarted on 6.9.23
		the need for further education for both the medical and nursing team 				the need for better access and education to the antibiotic report via signal
for nurses and doctors to liase regarding the reviewing of antibiotics prior to 72 hours 		9/19/23		No

		37137				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		emergency department 		9/6/23		9/6/23		05:44				Claire Herbert		Rachel Newton		patient was brought to ED by ambulance for collapse query cause. The patient is an below knee amputee and has a prosthetic leg. due to the recent weight loss this has become a little more loose and is rubbing against the patients leg while in use. Patient states that a sore has developed from this which he is solely attending to with cream and dressings, 		Patient was moved to red trolley bay for a pre alert - Handed over to team that swab is required due to the sloughyness of the area. The wound is a ?STDI nothing else just one small area on stump.		Equipment, Devices		Non-medical equipment		Other		Low		Low		Low		Pre-hospital wound not pressure related 		as above				as above		9/7/23		No

		37240				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)		Swansea Bay UHB / Hospitals / Singleton Hospital / Endoscopy Unit				9/6/23		9/6/23		14:00				Sandra John-Cox		Sandra John-Cox		Patient attended for OGD procedure. 
Found to be bradycardic & not fit for procedure		Assessed by medical registrar. Referred to Morriston AMAU for further assessment & investigation.
Ambulance booked at approximately 2pm to transfer patient to Morriston.
Ambulance control contacted at 5.30pm as department due to close- unable to provide a transfer time.
I was contacted by endoscopy & informed of the situation. I arranged for the patient to be transferred to the Enhanced Care Unit in Singleton, for further monitoring & to wait for transfer to Morriston. Medical Registrar informed of this.		Access, Admission		Unexpected admission / readmission or attendance		Unexpected admission / readmission to high dependency care		None		None		Low		Patient had a bradycardia
Endoscopy procedure cancelled 
Reviewed by on site medical Registrar 
Patient for transferred to Morriston hospital, ? heart block
Remained in endoscopy and then transferred to another ward area delay in Ambulance   		Safe Patient care Maintained 				as above 		9/7/23		No

		37263				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		B 3		9/7/23		9/6/23		23:00						Julius OBANA, Nerys Jones, Samantha Evans		Admitted from AMU.
On assessment noticed ,moisture lesion on Left Buttock and sacrum.
		Barrier cream applied.
Repositioned  at regular times 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low														No

		37257				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward				9/6/23		9/6/23		23:10				Miss Victoria Davies		Mrs Louise Limbert, Siobhan James		Whilst patient was transferring from wheelchair into bed, as patient sat back onto bed, breaks had failed and bed slide backwards away from patient, causing patient to fall to the ground, hitting head on wall. This was a witnessed fall by 1-1 healthcare who was assisting patient at the time. Appropriate footwear worn. The breaks on the bed were on and the bed was still moving, this was witnessed by two staff nurses and one healthcare. 		Observations, neuro obs, doctor made aware. Glasgow coma scale 15. Patient refused further obs and neuro obs. Patient refused blood sugar, ECG, and proper review by doctor. 		Accident, Injury		Slip, trip or fall		Transferring between the bed/chair/commode 		Low		Low		Low		Brakes failure on Bed
Correct fails procedure followed by staff. 
Patient did not allow nursing staff to monitor as per protocol due to individuals underlying mental health issues.  Staff monitored as best as able. 		Brakes failure on bed.  Patient hit head but was unharmed 				Regular bed and mattress checks carried out weekly on the ward already by nursing staff.  check to now include brakes.  Email sent to staff.		9/20/23		No

		37380				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/7/23		9/6/23						Mrs Helen Thomas		Bethan James, Marie Grace Aveo, Sheree Kowalski		A patient was fitted with an ambulatory monitor. they were then transferred between wards and the ward that the patient was admitted to, threw the ambulatory monitor in the bin.		Physiology chased the location of the ambulatory monitor and was told that a staff nurse had thrown the monitor in the bin		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Diagnosis delayed		Low		None		None		Patient named was fitted with an ambulatory Holter monitor by the outpatient team as requested by medical team on AMU during the time patient spent there from 4/9/2023 (14.28pm) to 6/9/2023 (03.19am) where they were transferred to Wd C MGH. 
6/9/2023- during daytime the OP dept called ward C to check the pt was transferred there and if the Holter monitor was available to be sent back to OP. I remember personally checking with patient and around her bed area where the monitor was as it was not physically on the pt at this point.  Dept informed it was not seen around the bedside and that I would ask staff if anyone had seen it and also check to see if pt knew where it had gone and phone them back.
Patient described a member of staff (HCSW) on duty from the previous night shift and gave a clear description of what they looked like. They stated that the HCSW didn't know what it was and threw it in the bin next to the bed area. 
Bin carefully checked but had been emptied. 
Spoke with OP dept later that day and apologised but that we were sure it had gone in the bin by a member of staff when pt had first arrived to the ward as the staff member didn't know what it was.
10/9/2023- Staff member has been asked what happened and they say that they weren't sure what it was and neither did the pt. It was put on the table while pt was put onto bedside cardiac leads and monitor. And then pt motioned that 'all that can go' referring to rubbish on their table and the HCSW says they 'scooped up' what was on the table, they thought they were referencing the monitor too and indeed put it in the bin with the other rubbish. Patient either did not notice at the time or did not say any different.  
 		Loss of pt cardiac data collection which could have held vital information to base medical decisions from. 
Holter monitor dept one piece of equipment short.
Financial loss for the monitor. 
Staff members lack of knowledge and unfamiliarity with this equipment meant they did not realise the importance of it.				Staff member has been reminded to ask for another opinion and question if they come across something unfamiliar again rather than make assumptions as to what it is or what not it is. 
Member of staff has been made fully aware of the implications of this incident. Loss of cardiac/medical information wanted by the medical team, financial loss. They have apologised for this happening and say they did not realise the importance. 		9/19/23		No

		37231				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Catheter Laboratory				9/6/23		9/6/23		15:00						Dr James Barry, Jade Stamate, Mr Richard Walters		Patient admitted for AF ablation
During attempted transeptal puncture staining of the perocardium/transverse sinus was seen.

Catheter not advanced and removed

at time of writing patient remains well but is admitted for close observation

		echo - no significant effusion

case abandoned and patient monitored on CCU		Treatment, Procedure		Treatment or procedure issues		Haemorrhage		Moderate		Moderate														No

		37163				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T				9/6/23		9/6/23		11:30						Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		E. coli has been identified from a blood culture sample obtained on 04/09/2023  00:00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.
		Referred to clinical team and ward to review and investigate
		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		37209				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward				9/6/23		9/6/23		15:00				Mrs Helen Thomas		Mrs klare Rogers		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses Doxycycline		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		Antibiotics not reviewed appropriately by the medical team.
		medical team reminded to review all of patients medications prescription.				doctors to review the medications		9/19/23		No

		37721				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		triage ED		9/12/23		9/6/23		21:30						Laura George Hennah, Ryan Lane, Dr Kirsty Dickson Jardine		77 lady with known ischaemic heart disease presents with cardiac chest pain at 21:30pm. Previous coronary stent and kidney transplant. No ECG performed until 01;30am diagnosing STEMI.
In hospital course complicted by VF and hypotension necessitating ITU outreach review.
Troponin > 3800

Datix to investigate triage, timing of ECG for chest pain. These figures (door to balloon are audited nationally by NICOR) and our perfermance benchmarked. Possible patient outcome implications		as above		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Delay in clinical assessment		Moderate		Moderate														No

		37217				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Minors 		9/6/23		9/6/23		15:14				Rachel Newton		Claire Herbert		Pt brought to the toilet for pass urine, on skin checked has been noticed a moisture damage on between buttocks, area been clean, pad applied and cream on the local  		after noticed the moisture damage, area been cleaning and cream applied, pressure ulcer/ moisture damage passport  been done, skin will be check more often 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None		None		?if some degree of Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				mil		9/7/23		No

		37243				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		bed area section 2 bed 6 		9/6/23		9/6/23		18:32						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		On examination when checking the patient's skin integrity, on removal of the patient's TED stocking to check patient's skin to right foot.
SDTI found on the tip of the patient's big right toe. 
Patient had just arrived back from surgery from main theatres after having a DHS of his left hip. 
		TED stockings pulled back to relieve pressure i.e. medical device and to alert all staff to check the patient's pressure areas at least every 3 hours.
Patient has been on an airwave mattress since admission, however, unsure of how this occurred, however this could have been pressure caused by the TED stockings. 
TED stockings removed and Flotron Pumps used due to pressure damage caused by TED stockings.   		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Patient was assessed to be at risk in line with purpose T on admission. Patient admitted to ward H on 28/08/2023, patient declined skin inspection initially due to increased pain. Pressure areas intact, red and blanching, heels noted as dry since. Has declined pressure area checks on the odd occasion, due to increased pain. Patient nursed on airwave mattress since 29/08/2023. Skin bundles maintained & patient repositioned 4-6 hourly. Evidence of early recognition of pressure damage. Condition of skin was documented on cardex daily. Documented on skin bundle that TEDS were removed on 03/09/2023 due to leg swelling. TEDS re applied on 04/09/2023, skin documented as intact. Documented on skin bundle 05/09/2023 @ 21.40pm SDTI on R foot on big toe identified. 
Patient had arrived back on ward following DHS on 06/09/2023 @ approx 18:30pm. Pressure areas checked on return to ward & SDTI noticed on R foot on big toe. However, from skin bundles SDTI was identified on 05/09/2023 @ 21.40pm, prior to theatre. Appears pressure damage was not handed over to day staff. 
Medical photography contacted & and photographs taken on 7/09/23. 		Patient was assessed to be at risk in line with purpose T on admission. Patient admitted to ward H on 28/08/2023, patient declined skin inspection initially due to increased pain. Pressure areas intact, red and blanching, heels noted as dry since. Has declined pressure area checks on the odd occasion, due to increased pain. Patient nursed on airwave mattress since 29/08/2023. Skin bundles maintained & patient repositioned 4-6 hourly. Evidence of early recognition of pressure damage. Condition of skin was documented on cardex daily. Documented on skin bundle that TEDS were removed on 03/09/2023 due to leg swelling. TEDS re applied on 04/09/2023, skin documented as intact. Documented on skin bundle 05/09/2023 @ 21.40pm SDTI on R foot on big toe identified. 
Patient had arrived back on ward following DHS on 06/09/2023 @ approx 18:30pm. Pressure areas checked on return to ward & SDTI noticed on R foot on big toe. However, from skin bundles SDTI was identified on 05/09/2023 @ 21.40pm, prior to theatre. Appears pressure damage was not handed over to day staff. 
Medical photography contacted & photographs obtained on 07/09/2023.				To remove / change TEDS & monitor pressure damage.  Ensure AES to be measured daily , stocking size may require changing , this is to be recorded . 
To handover pressure damage to next shift. 
Repositioning chart to be completed and skin damage is indicated on this if completed correctly- training is ongoing.				No

		37447				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 6				9/8/23		9/7/23		13:40						Sister Jan Lewis, Nicola Williams, Mr Stewart Dow, Mrs Nicola Dickens		I am writing that statement to report for inappropriate behaviour of one of theatre staff scrub nurse (CM) to me while doing theatre 6 list on 07/09/2023.
I was the T&O registrar allocated to theatre 6 on 07/09/2023, I was assisting My consultant doing complex elbow fracture fixation, the surgery has finished and the patient was on lateral position with arm and pelvic support. 
While I was removing the arm support of the operating table, I was trying to hand him the metal clamp of the arm support with my right hand while I am holing the patient arm with my left hand. He refused to help me and said “you can`t do fucking that to me”, I told him that I am holing the arm with my other hand, then kept silent. 
Sign out done in theatre then I left heading to recovery to print the operation notes, he followed me holding an arm sling then stopped me in front of the dining room and told me in aggressive way to put the sling to the patient, I replied “please hand it over to the recovery and I will do it there”, he kept saying no you have to do it then throw the sling it to my chest. I told him “you can`t do that to me”, he left me and said some words in English but I couldn`t understand. 
One of the theatre staff has witnessed all that, she advised me to speak to the nurse in charge. 
As the patient was still in theatre I went and put the arm sling for her, then waited in front of Nurses office. 
While waiting, he came again and asked the nurse who witnessed that “what you are looking for”, she told him we are looking for the Senior Member of staff to report what happened, and then he contacted you.  After that, He told me “you are rude to all theatre staff, you are not welcome to this theatre”. I kept silent again and while waiting, I called my consultant who came and discussed all that with the nurse in charge. 
I hereby requesting further investigation and response to that. 		I called my senior consultant who came and discussed all that with the nurse in charge. So, the nurse in charge transferred him to another theatre. 
entire incident has been reported in details to theatre nurse in charge. 		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		Moderate																No

		37381				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/7/23		9/7/23						Mrs Katrina Rees		Kate Lewis, Mrs Rachel Thomas		While checking the patient's skin staff identified that the patient has an intact blister in between her buttocks. Patient remains in fit to sit.              		Hygiene needs met with assistance, However patient remains in fit to sit on a recliner chair. there are currently no repose cushions available for patient. Sister in charge informed of the pressure damage. Skin bundle, skeletal chart complete and Pressure area passport in place.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		None		None		Low		While checking the patient's skin staff identified that the patient has an intact blister in between her buttocks. Patient had been and was sitting in the fit to sit area. Hygiene needs met with assistance, However patient remains in fit to sit on a recliner chair. there are currently no repose cushions available for patient. Sister in charge informed of the pressure damage. Skin bundle, skeletal chart complete and Pressure area passport in place.		Pressure ulcer developed or worsened during care in this clinical care area/caseload potentially due to short staff, yellow zone over capacity with patients, patient requiring support with personal needs. 				Pressure ulcer developed or worsened during care in this clinical care area/caseload potentially due to short staff, yellow zone over capacity with patients, patient requiring support with personal needs. 		9/19/23		No

		37421				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/8/23		9/7/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patents were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		None		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/9/23		No

		37401				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Car Park		Pathology Car Park. Car Park 4		9/7/23		9/7/23						Mrs Katrina Rees		Mrs Marites Colarina, Nathan Riddle		Member of staff arrived to work for a night shift. On walking through the car park a Nursing handover was found on the floor.
Member of staff spoke to Nurse in Charge of ward and informed them of this. Nurse in charge was asked to remind staff of using confidential waste for handover sheets at the end of each shift.		Handover removed from car park floor,
Charge nurse of ward spoken to and made aware of the issue immediately.		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information lost (electronic and paper)		Low		Low		Low		Handover removed from car park floor, no further issue reported.
		Hand over sheet was not discarded in the ward in confidential waste therefore accidentally found outside.				Discard handover sheet in the confidential waste prior to leaving the ward.
		10/3/23		No

		37464				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/8/23		9/7/23						Claire Herbert		Rachel Newton		Moisture damage noted to buttocks in A&E  documented no Datix completed due to workload		On Ward V patient moved to air mattress barrier creams utilised		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				all appropriate nursing care undertaken
all encouragement given to patient
All advice given regarding moisture damage				as above		10/5/23		No

		37547				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/10/23		9/7/23		13:00				Mrs Carys Walters		Mrs Carys Walters		only 2 qualified staff on the late shift as one member of staff in blood sugar training until 4:15 pm. At one point I had 18 patients to care for with a fellow agency nurse, patients safety compromised. 
 Throughout the whole of the shift we were
 unable to take a break due to the pressures and acuity one the ward. 3 x DOLS 11 high risk of fall, 1 x 1:1, 15 level, 8 level 3, 15 level 4, 4 enhanced observations, short of 2 x band 2 for the long day. Unable to provide appropriate care and offer appropriate fluid intake to patients in view of extreme temperature on the ward. Ward unsafe and staff felt vulnerable and unsupported. Unable to finish on time and fellow colleague had a blood sugar 3.1mmls so was unable to drive until she had eaten an her blood sugar had returned to a satisfactory level.		escalated to matrons several times and explained the situation on the ward. Asked if there was staff to support but no staff available		Communication		Communication issues		Communication issues within unit/ward/teams		Low				Low		On review of allocate - 2x RNs were on the ward for an hour whilst another RN went on blood glucose training. There was a band 4 on duty and 3 HCSW's. Unable to move HCSW's from other areas to provide 1:1 cover as all other areas were either red or amber. All shifts had been put out to bank/agency. 		On review of allocate - 2x RNs were on the ward for an hour whilst another RN went on blood glucose training. There was a band 4 on duty and 3 HCSW's. Unable to move HCSW's from other areas to provide 1:1 cover as all other areas were either red or amber. All shifts had been put out to bank/agency. Agency nurse initially booked a long day but changed her shift to an early. 				Blood glucose training could have been cancelled and re-arranged for another date. There was also an opportunity to utilise the band 4 and allocate her patients. 		9/18/23		No

		37387				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		dsa		9/7/23		9/7/23		12:00						Ceri White, Mrs Janine Sparkes, Sean Evans		Below knee procedure. Triaxial system – 5Fr sheath to popliteal, 90cm Navicross 0.035 with Cook CXI catheter (135cm length). 210cm followed by 300cm Command wire.

On removing the wire, there was a small thread of black, plastic material on my glove. 

Reviewed the wires, both had damaged hydrophilic strips, which were damaged further with simple manipulation. Both removed from table. No evidence of foreign body in patient. Further Command wire used with no adverse effect.

Damaged wires packaged for return to company.

Email sent to Equipment rep for collection of device and return of all lots/batches for formal assessment through Nursing Sister.
		Below knee procedure. Triaxial system – 5Fr sheath to popliteal, 90cm Navicross 0.035 with Cook CXI catheter (135cm length). 210cm followed by 300cm Command wire.

On removing the wire, there was a small thread of black, plastic material on my glove. 

Reviewed the wires, both had damaged hydrophilic strips, which were damaged further with simple manipulation. Both removed from table. No evidence of foreign body in patient. Further Command wire used with no adverse effect.

Damaged wires packaged for return to company.		Equipment, Devices		Medical devices		Failure of medical device		None																No

		37400				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery				9/7/23		9/7/23		20:40						Nicola Williams		When providing hygiene care to patient after using bed pan, pressure areas were checked. Multiple areas on sacrum of broken down skin that are between a grade 2 and grade 3 category.
Theatre team handed over no concerns with skin integrity, however it looks as if these areas have been there since before theatre. Theatre skin bundle documents sacrum as red and blanching.
On admission skin form (05/09/2023) it was documented there was a scabbed area to the sacrum, and from looking on WNCR last entry on the online skin bundle mentioned scab on lower limb.		As unsure of dressings to use on area, plan to take patient to ward, and apply dressing there with nursing staff. passport filled in to hand over to wards also.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low														No

		37420				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/8/23		9/7/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		None		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/9/23		No

		37397				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre Reception				9/7/23		9/7/23						Mrs Lynne Edmunds		Mrs Nerys Dunn		PATIENT ARRIVED AT THEATRE RECEPTION WITHOUT AN ID BAND IN SITU.
PATIENT WAS A CONSENT FORM 4.
HCSW ESCORTED PATIENT AND WAS UNABLE TO GIVE A PATIENT HANDOVER. THE NURSE RESPONSIBLE FOR LOOKING AFTER THE PATIENT WAS ASKED TO COME TO THEATRE. SHE WAS ALSO UNABLE TO PROVIDE A PATIENT HANDOVER.		ID BAND PRINTED AT THEATRE RECEPTION. DETAILS CHECKED AGAINST THE PATIENTS OTHER DOCUMENTATION. PATIENT ABLE TO CONFIRM NAME. DOB AND ADDRESS. 		Records, Information		Identification (ID)		Identification wristbands not on patient (adult)		Severe		Low		Low		Patient had in correct arm band in place on arrival in theatre
Patient was a transfer from another HB on 06/09/23 in the evening
Arm band applied as unable to print off correct arm band addressograph label was applied.
Staff education with regard to correct process when check listing patients to ensure patient safety.
Theatre printed off arm band whilst they also sent the HCSW that accompanied the patient back to the ward to print off arm band.
Patient had check list completed as guidelines and consent 4
Staff nurse who undertook the immediate check when patient collected for theatre was unable to accompany due to her workload and patient aquity. therefore HCSW escorted  concerns raised by Theatre and requested SN to attend Staff nurse that did go to theatre was unfortunately not allocated to that patient, 		As discussed				Incident will be discussed will all staff to raise practice awarness		9/15/23		No

		37646				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home				9/11/23		9/7/23								Claire Herbert, Mrs Della Llewellyn		Patient called through to DN service on the 7/9/23 to say a DN had not visited for 2 days which meant he had not had insulin. 
Patient was expecting and had been told the DN would call for insulin administration. 		Contacted the ward in which patient was discharged to ask if referral had been completed. 
Spoke to member of team who had looked at notes to say the referral was not completed despite written communication stating to refer to DN and verbal communication to patient of this. 
I had asked if a referral could be completed as DN did not receive this as had not been done. 
Member of the team said they do not refer to DN for insulin administration and that they had never done this, only for catheter care.
I explained that it is the same process as referring for DN to change catheters and that to ring through our spoa number. 
However, the individual I spoke to would not do this. 
Therefore no referral has been completed. 
Spoke to diabetic team - patient not known to them. 
spoke to patient own gp who reviewed discharge summary. 

No insulin was discharged with the patient meaning a delay in insulin administration. 
patient did not have insulin for 2 days and one morning. 		Transfer, Discharge		Discharge		Discharge planning failure - Service referral not made		Low																No

		37337				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit				9/7/23		9/7/23		12:10				Mr Richard Walters		Catherine Allen, Helen Davies, Rachael Brown		C. difficile has been identified from a faecal sample obtained on 05/09/2023  00:00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		Patient tested positive after discharge from our ward. Looking at the nursing notes, the patient did express he had semi loose stools on 28/8 but no further loose stools following that. The bowel chart was not completed daily therefore unsure of the type of faeces passed. No sample was sent as the patient did not express any further episodes. he was self caring to his needs. Documented in nursing notes that there was no issues with bowels. According to bowel chart patient had type 4 stools on the 31/08 & 2/09

There was a patient who also tested positive on 25/08 but she had no symptoms of loose stool on our unit. 		Patient had loose stools in ITU but tested negative on stool sample. Patient did have semi loose stool on the unit, asked for a sample but no further episodes of loose stool therefore no sample taken. Patient sent a sample 3 days post discharge which was positive to C-diff				Ward staff have been informed about the importance of completing the stool charts daily and act on any loose stools as soon as they are reported. They are aware of the option of rapid stool sampling.  Rapid stool samples are to be sent along with a lab sample.		9/25/23		No

		37382				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		Theatres Reception		9/7/23		9/7/23		08:30						Amanda Griffiths		First patient was sent for, for Theatre 7 at 8.30. Check in carried out. Healthcare highlighted that group and save had not been taken as phlebotomist had not been to the ward yet		Matron informed
Surgeon and anaesthetist informed
Surgeon happy to proceed and sample be taken in anaesthetic room and fast tracked		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Test not ordered or undertaken		Low				None		The phlebotomists had not yet been to the ward and none of the ward staff are phlebotomy trained at present. 		None of the nursing staff are phlebotomy trained as yet. 				The investigator feels that there are no lessons to be learnt from this incident. 				No

		37262				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)				9/7/23		9/7/23						Mrs Katrina Rees		Matt Searle, Mrs Natalie Dark-Harry		the patient in bed 4 area B was pulling out his cannula and was bleeding steadily so i attempted to hold pressure to reduce and stop the bleeding. he then was pulling off his oxygen mask, he was on 8 litres so was definitely needed. once he calmed down i then explained how we are going to check and change his pad as his bed sheets were wet and covered in blood, once the patient was rolled, he then went to punch me on the right side of my neck/shoulder area with some force, he then attempted to bite my right hand. 		i had to explain to the patient that i am trying to help him and what i am doing is in his best interest 		Behaviour (including violence and aggression)		Physical assault (physical contact)		Patient/service user to staff		Low				Low		Patient in question is a 96 year old gentleman who was admitted with confusion and a fall. 
on this occasion, patient was pulling out his cannula and was bleeding steadily so the staff member attempted to hold pressure to reduce and stop the bleeding. he then was pulling off his oxygen mask, he was on 8 litres so was definitely needed. once he calmed down she then explained how we are going to check and change his pad as his bed sheets were wet and covered in blood, once the patient was rolled, he then went to punch the nurse on the right side of her neck/shoulder area with some force, he then attempted to bite her right hand. patient has now been placed on a DOLS.
staff member has been spoken to and has suffered no adverse effects from the incident. 		Patient in question is a 96 year old gentleman who was admitted with confusion and a fall. 
on this occasion, patient was pulling out his cannula and was bleeding steadily so the staff member attempted to hold pressure to reduce and stop the bleeding. he then was pulling off his oxygen mask, he was on 8 litres so was definitely needed. once he calmed down she then explained how we are going to check and change his pad as his bed sheets were wet and covered in blood, once the patient was rolled, he then went to punch the nurse on the right side of her neck/shoulder area with some force, he then attempted to bite her right hand. patient has now been placed on a DOLS.
staff member has been spoken to and has suffered no adverse effects from the incident. 				nil		9/10/23		No

		37368				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward		30 Rockingham Terrace , Briton Ferry 		9/7/23		9/7/23		10:30				Mrs Gwennan Hall		Laura Scrine, Miss Emily Davies, Mrs Gwennan Hall, Mrs Helen Thomas, Mrs Louise Jenvey, Rachael Brown		Visit completed this am to the above patient - On completion of home assessment information given re the patients discharge home 
admitted to Morriston hospital on the 7/8/23 -with  the following  after fall at home 
-Fracture of rib(s), sternum, larynx and trachea
Discharged on the 25/8/23 (taken from PIMS) patient stated two weeks ago 
Sent home with husband -who is unwell also and they felt that they were "thrown out of hospital without any support or contacts"
rolator frame only issued piece of equipment , they had to purchase single bed and a commode as no accessible  W.C to ground floor of home
Struggled to support with hygiene needs
also noted that on the discharge summary it stated blanching to both buttocks , no pressure relief issued 
		  
Equipment now issued at home(perching stool for use in kitchen )to support with personal care  and skin check completed by HCSA  and repose cushion provided 
ECG also completed and under Virtual ward for therapies and medical support 
referral to Community  Physiotherapy service to be completed 		Transfer, Discharge		Discharge		Discharge planning failure - No home support		Moderate		Low		Low		This patient was admitted to Cyril Evans Ward on 07/08/23 following  a fall at home which resulted in a Haemopneumothorax to the right with flail segment, displaced ribs right side 3-1 and displaced fractures to T3 -T10. The patient was treated with a chest drain, pain management and had a rib fixation on 17/08/23. 

When the patient was ready for discharge the patient was very keen to do the stairs assessment to be able to go home as documented in the physiotherapy notes. In these notes it also states that the family had brought a bed downstairs for the patient if needed and that the son would be at home for discharge. After investigating further with ward staff and Occupational Therapy it has been expressed that the patient refused input from Occupational Therapy and that her husband and son would be supporting her on discharge, email attached. 

Regarding the patients pressure areas, her final skin check assessment demonstrates that the patients pressure areas were all normal skin. Unable to locate any discharge documentation stating that the patients pressure areas were "blanching to buttocks". 

Unfortunately the patients representation of events does not match the documented evidence.  		This patient was admitted to Cyril Evans Ward on 07/08/23 following  a fall at home which resulted in a Haemopneumothorax to the right with flail segment, displaced ribs right side 3-1 and displaced fractures to T3 -T10. The patient was treated with a chest drain, pain management and had a rib fixation on 17/08/23. 

When the patient was ready for discharge the patient was very keen to do the stairs assessment to be able to go home as documented in the physiotherapy notes. In these notes it also states that the family had brought a bed downstairs for the patient if needed and that the son would be at home for discharge. After investigating further with ward staff and Occupational Therapy it has been expressed that the patient refused input from Occupational Therapy and that her husband and son would be supporting her on discharge, email attached. 

Regarding the patients pressure areas, her final skin check assessment demonstrates that the patients pressure areas were all normal skin. Unable to locate any discharge documentation stating that the patients pressure areas were "blanching to buttocks". 

Unfortunately the patients representation of events does not match the documented evidence.  				Unfortunately the patients representation of events does not match the documented evidence.  		10/9/23		No

		37268				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/7/23		9/7/23		06:37				Claire Herbert		Rachel Newton		Patient brought in by ambulance to react - boils to groin and sinus to natal cleft.
In a lot of pain. 
Boils weeping and skin breaking down. 		Pressure relief given
IR1 completed
skin bundle and skeletal commenced
Documentation updated		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		pre existing wounds/boils prior to admission  ~ pre hospital long standing wounds		as above				as above		9/7/23		No

		37394				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		Bay C bed 3		9/7/23		9/7/23		09:00						Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland, Mr John Williams		Upon washing this morning moisture lesion was noticed on the sacral area.		Washed and cleaned the area pat dry and applied barrier cream.
Transferred patient to air mattress.
Informed ward manager.
Documentation done.
Datix done.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None														No

		37290				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		D2		9/7/23		9/7/23		09:00						Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas		Patient sitting on the toilet found with a small skin tear to her right arm. 		Patient sitting on the toilet found with a small skin tear to her right arm. Patient walked back to her bed by the physio. Patient states she did not hit her head and has not injured any other body part.  Observations taken and recorded. Blood sugars monitored. Falls alert protocol followed and completed. Doctor informed and awaiting review. Next of kin informed. Asked patient to not mobilise unless she has assistance with a member of staff as she is a risk of falls. 		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low														No

		37422				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/8/23		9/7/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/9/23		No

		37396				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/7/23		9/7/23						Mrs Helen Thomas		Ceri Lewis-Freeman, Laura Scrine, Rachael Brown		patient transferred to the ward from another hospital. During the initial nursing  assessment found redness and moisture lesion in sacral region. 		Barrier cream applied and informed to line manager.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Patient transferred to Cyril Evans ward on 08/09/2023 from Glangwilli hospital following Chest Pain. During the patients assessment  onto the ward, moisture damage was found to the buttocks. Area will be monitored closely. All documentation completed. 		Patient transferred to Cyril Evans ward on 08/09/2023 from Glangwilli hospital following Chest Pain. During the patients assessment  onto the ward, moisture damage was found to the buttocks. Area will be monitored closely. All documentation completed. 				Ensure all preventative measures are in place to prevent and skin damage. 		9/11/23		No

		37419				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 2				9/8/23		9/7/23		14:30						Dr Susan Williams, Lucy Stacey, Tanya Bowen		Patient went down to main theatre for ROP laser surgery. 
When the patient returned to NICU, noted on the Anaesthetic assessment sheet patient temperature during surgery was 35.9 degrees C at approximately 14.30 and again at approximately 15.00 temp recorded at 35.8 degrees C. On return from surgery temp taken and 36.1.		On return to the unit dressed patient and recommenced the incubator as had previously been in a open cot. Within an hour and a half temp back up to 36.5 degrees C has remained stable since.   		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		Low																No

		37267				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		Cubicle 4 		9/7/23		9/7/23		06:15				Mrs Sophie Evans		Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		At 06:15, personal care needed to be performed on pt, C-DIFF positive pt had opened bowels and needed pad changed and pressure areas checked. Whilst performing personal care pt was verbally abusive towards myself and became physically abusive towards myself. 
 Pt dug nails into the Right forearm and left markings to the arm. Pt also reached forward with the same hand and grabbed my face/chin area. No marking left on face or chin area. Pt hygiene needs were still performed and taken care of and pt was made comfortable in the bed. Pt was shouting abuse towards members of staff and once personal care was performed and pt was cleaned and comfortable we left the cubicle.  		Informed the nursing staff, and clean the area with sterile wipe and rinse under water. 		Accident, Injury		Manual Handling - Patient/service user handling		Injured during a manual handling manoeuvre		Moderate				Low		Staff member was physically hurt by a patient while staff member was trying to help complete hygiene needs. Patient was very confused and quite often would be aggressive to staff members and own family members. Staff member was very upset and had a small mark to her arm and felt very overwhelmed with the actions that the patient made. Patient did admit to this aggressive behaviour and admitted to scratching staff member and grabbing staff members face. Senior management approached patient and discussed with patient that this behaviour is unacceptable and patients husband was present as he has witnessed patient being verbally and physically aggressive towards himself and staff members too. 
		Patient was informed of this inappropriate behaviour and did apologise. Patient was still rude at staff members at times as patient was confused, but we handled the situation very sensitively and reassured our staff to not tolerate the behaviour and to leave the scene if safe to do so and attempt to check on patient again with support from staff if staff feel comfortable to. 				To be mindful that patients can be unaware of own actions due to confusion, although to be cautious that patients can act out of character and to deal with the  situation appropriately and professionally as the member of staff had done.    		9/20/23		No

		37436				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		Patients bed 4.5		9/8/23		9/7/23		09:05						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		Wet broken area of skin noted to behind L leg from rubbing on cast. Top of cast quite sharp. 
Patient waiting for ORIF of L ankle. Cast was applied on 23/08/2023. Theatre has been cancelled 3x times. 
Patient has had a stroke in the past & has L sided weakness. When chatting to him, he does not have feeling in that leg & was unable to tell staff it was rubbing, for early identification. 
Looking through patients doctors notes, its documented in ED that patient was admitted with G2 to the heel. Skeletal chart completed in ED & its documented that datix was completed, number unknown & no passport. 		Nurse in charge informed immediately. 
Gauze applied at top of cast to prevent it from rubbing & catching skin. 
Barrier spray applied. 
Skeletal chart completed.
Medical illustrations contacted on 08/09/2023, currently waiting for them to photograph area. 
T&O team are aware. If theatre cancelled again today, back slab cast to be changed. 
Nursed on airwave mattress from 27/08/23.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Patient was admitted on 23/08/2023 following a fall at home. Patient had fractured dislocated left ankle. Back slab cast was applied in ED on the 23/08/2023. Appears that broken skin (G2) was identified on the back of L leg from back slab cast rubbing patients skin.  Cast appears quite sharp on the top. Staff had applied gauze to the top of cast to help prevent cast from rubbing skin. 
Patient has been waiting to go to theatre for ORIF of L ankle, which has been cancelled 3x times. 
Patient has been nursed on airwave mattress since 27/08/2023. Skin bundles completed 4-6hrly. Skin documented daily on cardex. Patient was identified as at risk on admission in line with the purpose T. However, purpose T not completed everyday. 
Medical photography contacted and voicemail left on 08/09/2023, waiting for them to photograph area. When checking area today, area is scabbed over rather than wet. 		Patient was admitted on 23/08/2023 following a fall at home. Patient had fractured dislocated left ankle. Back slab cast was applied in ED on the 23/08/2023. Appears that broken skin (G2) was identified on the back of L leg from back slab cast rubbing patients skin.  Cast appears quite sharp on the top. Staff had applied gauze to the top of cast to help prevent cast from rubbing skin. 
Patient has been waiting to go to theatre for ORIF of L ankle, which has been cancelled 3x times. 
Patient has been nursed on airwave mattress since 27/08/2023. Skin bundles completed 4-6hrly. Skin documented daily on cardex. Patient was identified as at risk on admission in line with the purpose T. However, purpose T not completed everyday. 
Medical photography contacted and voicemail left on 08/09/2023, waiting for them to photograph area. When checking area today, area is scabbed over rather than wet. 				To contact plaster techs, re: any concerns about back slab. 
To check patients skin regularly around back slabs & casts to ensure no friction.				No

		37740				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/12/23		9/7/23		12:00						Carys Wilkins		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed misfiled 'Front Door Therapies Assessments' and refiled in the correct patients case notes.  As both patients were admitted to AMU in Morriston at the same time and the misfiled documentation is dated the same, this is most likely where the error occurred.		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		None		None		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes				Reminder to staff to file patients notes in the right file appropriately. 				No

		37385				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Blue 1		9/7/23		9/7/23		09:30				Mrs Katrina Rees		Mrs Sara Morgan		Patient has been urinating in the pads overnight, not incontinent as he knows he is going, patient is also mobile to bathroom with frame for elimination needs.
Noted on bathroom visit patient has moisture damage in-between buttock, 		area cleaned and barrier cream applied.  informed patient to try and keep mobile in the bed and for barrier cream to be applied after bathroom visits.
pressure ulcer/ moisture damage passport completed, skin bundle updated. Datix completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		Patient has been urinating in the pads overnight, not incontinent as he knows he is going, patient is also mobile to bathroom with frame for elimination needs.
Noted on bathroom visit patient has moisture damage in-between buttock, 		all appropriate action taken				all appropriate action taken		9/10/23		No

		37260				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/7/23		9/7/23		00:30				Mrs Katrina Rees		Maria Briones		the patient was admitted from home  with moisture damage  on the sacral area ,buttocks and in between the buttocks		the area was cleaned and dried
barrier cream applied ,skin bundle in place
repositioning done and patient nursed on his side
patient  needs air mattress to be arranged and needs  a normal bed as currently nursed on the trolley
l will inform the nurse incharge  regarding the above and l will hand over to the day staff  regarding the above 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		Low		Patient admitted with generally unwell , bradycardia and low hb
Past medical History: MI, CABG,CVA. Spinal Stenosis, HTN, Type 2 DM and AF
Diagnosis: Bradycardia for PPM
                    Low HB
Plan: Bloods 
           Blood Transfusion
          Cardio review 
           ? PPM
         
		Clean and regular skin checks and appropriate barrier cream to be applied.
Ensure proper cleaning and drying of skin,				Continue current plan.		9/19/23		No

		37947				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V				9/14/23		9/7/23						Mrs Caroline Riseley		Mrs Carol Brock, Mrs Nerys Dunn		The patient is being fed through a feeding tube. He was admitted on 7/9/23 but not referred to dietitians until 10/9/23 (Sunday). As a result patient was not fed for 4 days.		We saw the patient on 11/9/23 and started the feed, but feeding regime needed to be amended due to the patient missing feed the previous days.		Access, Admission		Access to services or admission delayed		Access to services delayed		Low		Low		Low		Patient is established independent NJ feeding at home due to diagnosis of  Cyclic Vomiting Syndrome. Known to community dietician
Admitted due to flare up.
Documentation from SDMU nutritional assessment completed risk identified dietician referral sent from SDMU.
Patient was transfer to Ward V on 08/09/23 ( Friday )  Identified again that patient required dietician support and that they will refer to dietician.
09/09/23 Saturday - Nurses discussed with doctors nutritional needs, advised to assess for out of hours feeding regime.  documented they decided against feeding regime and happy with oral intake to take fluids over the weekend and await dietitian on Monday. Bloods requested to monitor hydration and electrolytes.
Food chart in place patient administered anti emetics and pain management to support  with tolerance to oral diet.
10/09/23 Sunday another referral sent to Dietician .
11/09/23 Had dietician review and feed re commenced		as discussed above				as discussed		10/3/23		No

		37389				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		Toilet		9/7/23		9/7/23		14:00				Mrs Katrina Rees		Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland		Patient mobilised to bathroom using ZF and supervision of HCSW who stood outside door while patient used toilet, patient had unwitnessed fall whilst inside at 14.00 hrs, staff attended immediately and witnessed patient in a sitting position on floor against shower chair, Doctor on ward informed and assessed patient who was alert and orientated stated he used toilet, washed hands turned to ZF and lost his balance, no obvious bony injuries, graze sustained to right side of back where he went down against the chair - no bleeding.		Observations recorded on site NEWS 1 - HR 94, BM recorded 7.7, patient assessed by Doctor - imp no concerns at present, no bony injuries. Patient was assisted onto commode and wheeled back to bed, neuro obs performed GCS 15/15, obs including lying and standing Bp and neuro obs repeated approx 14.50, patient able to mobilise with ZF and supervision with no obvious concerns, wife called at 14.40 -no reply, wife informed approx 16.30. Fall alert and skeletal chart completed, fall risk assessment updated.		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low		Low		Patient mobilising to the bathroom with staff member, while he was in the bathroom lost his balance and went backward onto the floor. Hitting his back on the chair causing a grazed area to his back 		No server injury to patient small grazed area to his back				closer monitoring while patient in bathroom		9/19/23		No

		37375				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit				9/7/23		9/7/23						Mrs Helen Thomas		Rachael Brown		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Contacted the ward & informed the nurse that the patient's antibiotics needed to be reviewed by the doctor & either resumed or discontinued if no longer clinically indicated.		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		Low		None		Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 		Medical team did not review antibiotics after 72 hours. Discussion has been had with medical team regarding ensuring antibiotics are reviewed. 				Ensure antibiotics are reviewed on time. 		9/19/23		No

		37392				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/7/23		9/7/23		15:00				Mrs Helen Thomas		Bethan James, Marie Grace Aveo, Mrs Melanie Brooker, Sheree Kowalski		Patient required hospital transport home upon discharge - the staff nurse called and organised ambulance transport for 3pm for the patient. 
Due to requiring the bed on the ward the patient was due to go to the discharge lounge. The staff nurse called the discharge lounge and spoke to someone to arrange the patient going down - the person they spoke to regarding this stated they would call the ward back to confirm however, they did not follow up on this phone call. The nurse in charge tried to contact the discharge lounge multiple times but was not able to get through. At 3:15pm the staff nurse contacted the transport team regarding the status of the ambulance transport booked, which stated they were awaiting an available crew. Around 15:45pm the transport team called back to state that the ambulance crew had gone to the discharge lounge who "knew nothing about the patient" and so the ambulance crew left and transport was therefore cancelled. Unfortunately no-one tried to contact the ward prior to the ambulance crew leaving (though they must have been aware that the patient was on our ward due to communications back and fore over the phone with a member of the transport team).		Due to the miscommunication the patients discharge was delayed and the staff nurse had to organise taxi transport to get the patient home, which will be charged to the ward		Transfer, Discharge		Discharge		Discharge delay other		None		None		None		Patient was for discharge and supposed to go the Discharge Lounge. Ward C staff nurse called the discharge lounge and spoke to someone to arrange the patient going down - the person they spoke to regarding this stated they would call the ward back to confirm however, they did not follow up on this phone call. The nurse in charge tried to contact the discharge lounge multiple times but was not able to get through. At 3:15pm the staff nurse contacted the transport team regarding the status of the ambulance transport booked, which stated they were awaiting an available crew. Around 15:45 the transport team called back to state that the ambulance crew had gone to the discharge lounge who "knew nothing about the patient" and so the ambulance crew left and transport was therefore cancelled. 

The problem was the delay of the Discharge Lounge staff picking up the patient and not communicating or updating the ward regarding patient. The other issue was that transport was cancelled without checking with ward staff resulting in delayed discharge. 

Ward C staff booked transport again via Taxi at 16:50 and patient was finally discharged home.		The problem was the delay of the Discharge Lounge staff picking up the patient and not communicating or updating the ward regarding patient. The other issue was that transport was cancelled without checking with ward staff resulting in delayed discharge. 

There might have been staffing issues in the Discharge Lounge but the ward was not updated. Ward tried to phone Discharge Lounge but no answer.

Ward C staff booked transport again via Taxi at 16:50 and patient was finally discharged home.				From the ward, the lesson is to make sure transport is informed if the patient is still in the ward or left to go to Discharge Lounge to avoid cancellation.

For Discharge Lounge, the lesson is for them to have better communication, working with the wards for better patient flow and not cancelling any transport without checking with the ward.

No harm as Ward C staff booked transport again via Taxi at 16:50 and patient was finally discharged home.		10/10/23		No

		37410				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/8/23		9/8/23						Rachel Newton		Claire Herbert		Moisture damage noted to patient genitals/labia		Catheterised, incontinent of stool. Barrier cream applied. Currently on repose mattress. For regular continence care checks. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				nil		9/8/23		No

		37473				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		/ Ward H		9/8/23		9/8/23		18:35						Francesco Bonifacio, Mrs Julie Andrews, Miss Claire Topliss		Patient admitted on 23/08/2023 following a fall at home. Has fractured dislocated ankle on left side. Patient has been cancelled for 4th time awaiting for L ORIF to ankle. This has been chased for days. Patient being cancelled for theatre late in the day, approx 18.00pm each day. Wife has raised concerns and has written a formal complaint to PALS. Patient is a previous stroke patient & is de conditioning. 
As a ward, we have escalated this on morning huddles and have rung T&O team frequently. 
Spoke to T&O SHO this morning, who said patient was on the list. He also spoke to patients wife over the phone this morning. When staff rung again in the afternoon, she was told patient was still on the list. I have rung on call SHO this evening, to be told they don't know the patient & don't know anything about the theatre lists, & that the on call reg wouldn't either as they have been together today. I then spoke to theatre co ordinator, who advised me to ring anaesthetist. I rung anaesthetist, who said it was apparently discussed in MDT this morning, that patient wasn't going to theatre today and that he would be golden patient for tomorrow. Patient has been kept NBM all day & no one had informed ward that he wasn't going today, despite staff phoning T&O team, no one had said. 
On call SHO then phoned me back, & said that a major trauma call had come in, so patient definitely wouldn't be going tonight. I asked if would be going tomorrow & they said they would discuss him tonight & let the night staff on the ward know. I then mentioned that he had developed a G2 to the back of his leg from his back slab cast, and that it had been documented in notes if he didnt go to theatre, it would need to be changed, to which they said they would come up tonight to do it. 
		I have escalated this to professional lead on 30716, they advised me to do this datix & to phone them back if T&O do not come to ward to do back slab cast. I have handed this over to nurse in charge to chase overnight. 
Staff nurse has updated patient & NOK, & apologised on hospitals behalf. Patient has got IV fluids insitu. 
		Transfer, Discharge		Transfer		Delay - lack of resources due to demand / escalation		None		Low		None		It appears that patient was admitted to ED on 23/08/2023 & transferred to ward H, following a fall at home and was waiting for a L ORIF of his ankle, which had been cancelled 4 times. 
Its documented daily that patient was cancelled for theatre on numerous occasions. Its documented on 29/08/2023 that theatre was cancelled the first time, as apixaban had been given the day before. Its also documented on 31/08/2023 that theatre was cancelled & on 01/09/2023 patient was kept NBM for ?theate & theatre cancelled again. 
On 05/09/2023 its documented that patient was to remain NBM until 8 am, and patient would be discussed in morning MDT if he was going to theatre or not. Patient also cancelled for theatre on 06/09/2023 & 07/09/2023. From nursing documentation, patient was cancelled late in the day on some occasions. Its also documented in cardex that there was poor communication between T&O and ward staff, that patient had been discussed in morning MDT and that he wasn't for theatre. However, ward was not informed of this & patient remained NBM late in the day. 
Nurse in charge was aware and had escalated the cancellations on morning huddles & site team were aware. This situation was escalated daily. 
Staff had given patients wife PALS information, to which she had emailed a complaint to the PALS team to express her concerns. 
Ward sister did email trauma co ordinator, T&O matron & surgical matrons on 11/09/2023 to escalate this further.
Patient did receive IV fluids & regular medications during this time.
I can see that patient did go for ORIF of L ankle on 12/09/2023 and was transferred to ward A post operatively. 
		In conclusion, patient was admitted to ED on 23/08/2023 following a fall at home and was waiting for a L ORIF of his ankle, which had been cancelled 4 times. 
Its documented daily that patient was cancelled for theatre on numerous occasions. On 28/08/2023 NBM for theatre. Its documented on 29/08/2023 that theatre was cancelled the first time, as apixaban had been given the day before. Its also documented on 31/08/2023 that theatre was cancelled & on 01/09/2023 patient was kept NBM for ?theate & theatre cancelled again. 
On 05/09/2023 its documented that patient was to remain NBM until 8 am, and patient would be discussed in morning MDT if he was going to theatre or not. Patient also cancelled for theatre on 06/09/2023 & 07/09/2023. From nursing documentation, patient was cancelled late in the day on some occasions. 
Nurse in charge was aware and had escalated this daily on morning huddles & site team were aware.
Patients wife emailed a complaint to express her concerns.
Ward sister did email trauma co ordinator, T&O matron & surgical matrons on 11/09/2023 to escalate this further.
Patient did receive IV fluids & regular medications during this time.
I can see that patient did go for ORIF of L ankle on 12/09/2023 and was transferred to ward A post operatively. 				To review apixaban daily when patient is for theatre and prescribe an alternative prophylaxis if needed.
To ensure effective communication between teams, to ensure patient isn't kept NBM for long periods.				No

		37424				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T				9/8/23		9/8/23		08:00				Mrs Sophie Evans		Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		small open area to right elbow area noted 
patient states she has rubbed on the bed since she has been in 		area cleansed 
covered with allevyn dressing 
documented skeletal completed
datix completed		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		patient has an open area to her elbow 
patient states that she has felt it rubbing on the bed sheets since she has been in hospital
area was observed and treated accordingly then covered to prevent further damage occuring 		patient had rubbed the area on hospital bedsheets.
Patent was a small lady and at risk of pressure damage occurring 
area was identified and treated appropriately
area did not deteriorate during her admission  				possibly elbows may have been protected to prevent damage occurring 		10/1/23		No

		37461				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/8/23		9/8/23						Mrs Katrina Rees		Carys Wilkins		Patient brought in from ambulance to green zone with fall long lie 
when pat sliding patient onto bed did a skin check and noticed a open wound on her right upper inner thigh close to her vagina 		cleaned area applied derma s 
Sister in charge informed 
patient already on airflow mattress 
Will continue to perform personal hygiene and apply barrier cream 
patient has once a day package of care in place - paramedics have put a safeguarding in to do with her hygiene levels 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Moderate		Low		None		Patient brought in from ambulance to green zone with fall long lie 
when pat sliding patient onto bed did a skin check and noticed a open wound on her right upper inner thigh close to her vagina 		Patient brought in from ambulance to green zone with fall long lie 
when pat sliding patient onto bed did a skin check and noticed a open wound on her right upper inner thigh close to her vagina 				Ensure moisture areas are washed, dried and creamed appropriately. 		10/5/23		No

		37487				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home				9/9/23		9/8/23						Mrs Katrina Rees		Maria Briones		Patient admitted from home, when skin checked on ambulance, moisture damage noted to sacrum, groin, scrotum and mild moisture to apron.		Patient incontinent of urine, hygiene needs met, skin bundle updated, passport completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Patient admitted with SOB treated for CAP.
Patient lives with wife has POC.		Regular pressure areas check and clean and apply barrier cream as required,
Pressure relieving mattress  in situ
ensure pressure areas are properly wash clean and dried.				nil		9/19/23		No

		37470				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		surge		9/8/23		9/8/23		09:40				Karen Thomas		Rachel Newton		while checking the patient's pressure areas, my colleague and I discovered a small area of moisture damage on the left side of the patient's apron, and around the rectal region		upon finding this, I made sure that the areas were clean and dry. I then documented my findings on both the skeletal chart and the skin bundle.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None				Patient attended dept with moisture damage which occurred pre-hospital
All appropriate nursing care undertaken				as above		9/10/23		No

		37407				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		ED		9/8/23		9/8/23		03:00						Rebecca Davies, Ms Claire Morris, Mr Mark Poulden, Ms Shirley Hoskins		Extremely busy and on times unsafe shift, resus full of resus patients not just in there for space, making it difficult when we have pre-alerts or sick patients from Walk in Triage
Between 112-131 patients in Dept, no ring fenced
Minors busy with multiple patients referred sitting in chairs for over 12hrs, very busy area, with high acuity of patients.  
+ patients in most area over night
Between 10-17 ambulance with no offload, longest at time of writing 23hrs!
Over 20 P3's in the queue all night with waits from 9-13 hours 
Large number of complaints from patients who have been referred and don't have a bed, some don't even have a trolley, are in EWA on a chair
		NIC/DIC aware
Site team aware
Apologies given
Water offered to all patients due to heat
Patients prioritised by age, acuity 		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		Moderate																No

		37862				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		AMU		9/13/23		9/8/23						Sean Evans		Dr Rhodri Edwards, Sean Evans		Patient attended for CT TAP on above date. CT performed - report given at time by ST3 + checked by consultant. 
Then assessed on 10/09/2023 due to raised inflammatory markers and abdominal distension / tenderness. 
Following abdominal XR, decision made to perform CT Abdo / Pelvis to assess for toxic megacolon / intra-abdominal source of infection / bowel obstruction. 

Whilst discussing scan request with on-call radiologist, comment made by radiology registrar that there appeared to be a grossly abnormal area present on the previously reported CT scan, which had not been mentioned. On repeat CT report, note made of right ileo-psoas abscess by radiology registrar.

Patient did not come to harm through this, however potentially was exposed to unnecessary radiation due to missed finding on previous scan.		Microbiology and surgical teams were involved following the finding on the repeat scan.		Assessment, Investigation, Diagnosis		Diagnostic testing - Radiology		Reporting errors		Moderate		Low		Low		Relevant imaging has been reviewed.
It is agreed that the findings of an Ileopsoas abscess was present on the initial CT but was not reported. It was appropriately reported on the subsequent CT 48 hrs later.		Initital CT request contained non-specific or neurologically centred symptoms. No mention of abdominal pain which may have allowed the Radiologist to scutinise the specific region in more detail.
The findings in isolation without associated clinical information would make the detection more difficult, The subsequent scan mentiones abdominal pain and increasing inflammatory markers, making the subsequent detection more straightforward.
Overall this is a relatively subtle miss, which we will feedback to the reporters and discuss at our monthly discrepancy meeting.				Importance of careful interrogation of important review areas in patients with non-specific symptoms in order to increase detection of potentially subtle findings.		9/26/23		No

		37471				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward		day room 		9/8/23		9/8/23		18:00						Mr Jason Preece, Mrs Sharron Boyce		 patient normally mobile - patient looking for book on book shelf - staff un aware. 
Patient reported she had bent down on her knees to look at books on the bottom shelf, patient reports she had 'slipped' onto her buttocks from her knees 
patient reports dressing to her forearm/hand made it difficult to push herself up 
patient found sat on floor 
		assessed patient
observations stable 
reported no pain and told staff she had just slipped from being on her knees 
reported she did not hit head 
phoned SHO who said they would come and review when available 
		Accident, Injury		Slip, trip or fall		Found on the floor		None				Low		Incident not a fall.  Patient had lowered herself to her knees to look at books on bottom shelf of bookcase and was unable to get back up unable to grip with her dressed arm.  Lowered herself to floor and was then unable to get up.  Assisted by staff to return to her feet with no further issues.  Seen by Dr-no issues.  patient continued to be mobile and independent thereon in.  Falls risk done prior-deemed not a falls risk.  Advised to call nurse if further assistance needed						For patient-to be aware of her limitations in such tasks				No

		37477				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)				9/8/23		9/8/23		20:45						Matt Searle, Mrs Natalie Dark-Harry		noted non blanching red area/grade one on patient's sacrum		nursed on an airflow bed mattress, skin bundle chart maintained, passport done, skeletal chart updated		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37408				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		Entry to AB bay		9/8/23		9/8/23		02:40				Holly Robinson		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Patient had climbed out of bed and attempted to take herself to the toilet without her zimmer frame.  Patient fell, bumped her head on the bin and cut - a skin tear to the palm of her R hand.		Patient was helped up from the floor by nurse and a HCSW using the steddy.  Patient was checked for any injuries.  A cut , skin tear was evident to the patient's right hand palm.  The cut was cleansed with sterile water and an allevyn dressing applied.  Patient was helped to the toilet and then returned to bed, where her observations were recorded , GCS 15 and BM measured.  Patient soon settled.		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Low		None		Patient attempted to get out of bed and reported that she hit her head.
This was an unwitnessed fall due to the fact that the nurse who was stationed in the assessment bay went to turn off an IV pump in another section during the other staff members break. 
Patient also reported that she hurt her hip.
Doctor was informed and came to see patient, they requested an urgent CT head and hip Xray to which she has gone for.
Radiologist has reported the CT as no bleed or fracture 
Hip xray not yet reported
Neuro obs were commenced and ongoing.
Appears to have no serious injuries.
Protocol was adhered too.
ECG and lying and standing blood pressures were done.		Patient was informed that she is a stedy to mobilise but  zimmer and 1 to transfer, and encouraged to ask for assistance
Protocol was adhered too.
Staffing was inadequate.
No serious injuries were sustained				n/a		9/8/23		No

		37431				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow assessment toilet		9/8/23		9/8/23		10:10				Mrs Katrina Rees		Codi Pallidina		daughter called staff as patient lost footing in toilet and she guided him down to the floor, small skin tear to right arm, after assessing patient, myself and band with daughter aided in assisting patient of the floor and into chair. 		Assessed patient whilst on floor GCS 15, patient was alert and orientated, assess for injuries small skin tear on right arm skeletal chart commenced and wound cleaned and dressed, falls protocol commenced, Vitals observations taken and recorded on NEWs chart score 0, BMs 10.8 mmol/l doctor informed to continue vital observations 30 minutes as no head injury but patient is on rivaroxaban, patient is for head CT as query stroke. Datix completed. 
Co-ordinator Sister Rachel inform 		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		Low		Low		Low		Patient had witnessed fall whilst being in bathroom with daughter - no head injury sustained. 
		Patient was already being assisted by daughter during time of fall. 
Patient's identified as presenting a falls risk due to unsteadiness should be accompanied by staff wherever possible. In this incident, the patient was assisted by his daughter - unclear if this was because there was not a staff member available to assist the patient.
Physio review to be requested at earliest identification of falls risk, as well as medication review. 
Where patient's are being identified as presenting falls risk, staff should complete formal falls risk assessment with completion of the 'Risk Assessment Booklet'.

				Patient was already being assisted by daughter during time of fall. 
Patient's identified as presenting a falls risk due to unsteadiness should be accompanied by staff wherever possible. In this incident, the patient was assisted by his daughter - unclear if this was because there was not a staff member available to assist the patient.
Physio review to be requested at earliest identification of falls risk, as well as medication review. 
Where patient's are being identified as presenting falls risk, staff should complete formal falls risk assessment with completion of the 'Risk Assessment Booklet'.
		9/10/23		No

		37674				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Minor Injury Unit (MIU) - NPTH (from 5.12.22)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Minor Injury Unit - NPTH				9/11/23		9/8/23		20:20						Mrs Susan Jones, Mr Kevin Randall, Miss Claire Topliss		Timings are approximate:

20:20 The Patient was brought to MIU by the parent with a traumatic wound to the posterior chest wall
20:21 WAST contacted via 999 call, call allocated as amber 1 priority.
20:35 EMRTS contacted by MIU staff for assistance and higher priority.
20:40 EMRTS agreed to attend the MIU at NPTH helicopter dispatched.
21:00 Ambulance arrived at MIU.
21:25 EMRTS helicopter was seen landing at St. Joseph's School by MIU staff, crew was unable to exit the school grounds due to gates being locked and high-security fencing.  Crew contacted the fire service for assistance, fire service attended and cut the fencing.
21:55 EMRTS arrived at MIU, NPTH		As above.		Access, Admission		Access to services or admission delayed		Delay accessing patient - scene safety issue		Low		Low														No

		37460				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		BED 3 		9/8/23		9/8/23		10:00						Matt Searle, Mrs Natalie Dark-Harry		during the morning check noticed that patient has grade 2 on his sacrum. Skin is red due to continuous pressure on the back. Patient is been sitting on the chair for a  long time and is being refusing the skin checks . 		Advised the patient about the need of regular skin check and position changing. Skeletal chart updated and barrier applied on the area. Maintaining pressure sore care plan 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37457				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Day Surgery Unit ward		day surgery checking in room 		9/8/23		9/8/23		13:58				Mrs Kim Stephens		Mrs andrea francis		Whilst checking the patients details against patients hospital documentation and identification wrist band, the patients response was different to the patients  identification stick notes which were present on each hospital documentation. All details were correct apart from the surname (spelt incorrectly)		All documentation was rechecked to acknowledge any other errors, however, all were correct apart from theatre documentation (consent form, theatre check list and patient hospital folder). The nurse in charge was informed as well as the surgical team.		Records, Information		Identification (ID)		Patient/service user incorrectly identified		Low		None		Low		On investigation it was discovered that it was a spelling error on patient identification stickers		No harm caused as patient confirmed their details with the staff				As above		10/10/23		No

		37606				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/11/23		9/8/23		17:12				Beverley Guy		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/11/23		No

		37463				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)				9/8/23		9/8/23		15:00				Mrs Katrina Rees		Miss Cleo Purchase, Morag O'gorman		08/09/23 15:00 Patient stood up from the chair without using his walking aide, and fell on the floor.		Assessed patient for level of consciousness.
Assessed for physical injury.
Assisted to get up and sit back on his chair.
Seen by ward doctor on war.
Neurological observations done as per protocol.
Checked blood glucose level.
Fall risk assessment updated.
Falls sticker attached on patient's medical notes.
Tried to ring next of kin twice, but there's no answer.
Kept on close monitoring and on one to one nursing care.		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low		Low		Patient has has fluctuating confusion, with aggressive episodes 
initially nursed with 1:1 but settled well 
patient has become increasingly more agitated posing himself at risk of falls 
1:1 is now back in place 		fluctuating confusion 
high risk of falls 
1:1 nursing in place 				no lessons learned 		9/13/23		No

		37440				Awaiting Closure		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward		Powys Ward		9/8/23		9/8/23		13:00						Dean Boyce, Mrs Sara Williams		Ward round not undertaken for plastic surgery trauma patients at time of this datix submission (13:00).  Normal time for ward round between around 8.30.9.00 am. MTC patients seen promptly this morning however.  Discussed with registrar who was operating at time of ward round but initially felt that she could come down shortly after conversation.  Prompt review of patients needed as DNACPR form needed to enable ambulance discharge of patient to another hospital as bed available.  Also as dressings removed for review by trauma team so patients left for a prolonged time waiting and further patient awaiting confirmation of discharge and plan.  Consultant contacted who once he was aware no ward round had occurred came straight to ward.  Arrangement had been made for review of patients but no ward round had taken place. Discussed with plastics matron as  MTC team had advised to escalate to due to urgency of ambulance booking.  Confusion regarding who was meant to undertake ward round.		Unit matron informed who advised Datix
Registrar contacted to sort DNACPR-currently being undertaken
Ward round belatedly undertaken by consultant		Communication		Communication issues		Communication issues within unit/ward/teams		Low				None		Escalated to consultant who arrived and ward round undertaken
Issue resolved at that point on day in question		Appears to be communication issue with Dr's team.

Moving forward:-
Prompt ward round needed as best as able to facilitate early discharges for patient flow.  
Prompt plan of treatment for those remaining patients needed for nurses and others to act upon for more efficient care planning for day. 				As per recommendations above				No

		37478				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		Section 1 bed 1		9/9/23		9/8/23		20:00				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		While providing hygiene needs to the patient, I noted a small moisture lesion to his natal clef. Patient usually mobile and independent, however, was having a major haemorrhage at time of assistance. 		Nurse in charge made aware
passport completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		Patient usually mobile independently. 
Patient had a major haemorrhage and moisture damage noted. 
Area treated with topicals. 
Patient discharged home. 		Moisture damage caused by melena. 
Patient usually mobile and self caring 
Correct procedure followed when area identified. 
Area treated with topicals 
Passport completed. 
Patient discharged home. 				None. 		9/29/23		No

		37468				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Blue zone bed 8		9/8/23		9/8/23		16:00				Mrs Katrina Rees		Carys Wilkins		ML noted under apron, inguinal area, scrotum, and in between buttocks during skin checked as patient came in from ambulance.		pads changed, barrier cream applied, hygiene needs met		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Moderate		Low		Low		ML noted under apron, inguinal area, scrotum, and in between buttocks during skin checked as patient came in from ambulance.		ML noted under apron, inguinal area, scrotum, and in between buttocks during skin checked as patient came in from ambulance.				Ensure areas are washed, dried and creamed effectively. 		9/19/23		No

		37459				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		REACT		9/8/23		9/8/23		17:00				Karen Thomas		Rachel Newton		Attended emergency department via ambulance. On arrival, patient sacrum noted to have incontinence associated skin damage (moisture lesions).
		Skin cleansed. Barrier cream applied.
Pressure passport implemented.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None				Patient admitted with pre hospital moisture damage 
All appropriate nursing care undertaken 				as above		9/10/23		No

		37645				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H				9/11/23		9/8/23								Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		C.difficile has been identified from a faeces sample obtained on 10/09/2023. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to ward staff and clinical team to manage and investigate.
16/09/23 incident investigated and await scrutiny panel with IPC team and site managers. 		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		Lab Results of C-Diff diagnosis was uploaded onto WCP on 8/9/23 however staff were not aware until 9/9/23 therefore patient was still not isolated in remains in the Red bay on ward T for almost 24hrs before being isolated into a side-room. Through investigating this incident, nil documented on WNCR or in medical notes stating if the ward was informed of the C-Diff result from Microbiology team, therefore reason for late isolation is due to obtaining the results online day after diagnosis and no available side-rooms at the time of diagnosis. 
Patient transferred to Ward H at night on 9/9/23 into cubicle 1, patient remains isolated, and on oral vancomycin as per guideline. 
Patient is reviewed on a daily basis by the upper gi team and the stool chart is up to date on a daily basis. 
Staff on ward T were advised to complete a Datix incident as unable to isolate immediately as awaiting a side-room to be available to transfer to ward H. 
Staff were advised to 3D clean the bedside area when the patient was transferred out.


		On admission Sepsis screen and bloods were taken, treated for biliary sepsis and stones found in the CBD as confirmed on CT and AXR.
Bloods and cultures were taken on the day of admission and noted raised WCC and CRP above 200, to treat conservatively with IV ABX treatment as per microbial guidance and possible USS guided drainage of PTC, reason for drainage due to perforation of gallbladder.
Patient reviewed on the 21/08/23 by consultant radiologist and CT reviewed again for a second opinion and noted that Gallbladder not necessarily perforated therefore would not require drainage and would most probably benefit for a cholecystectomy. 
Commenced on Intravenous Antibiotics as per guidelines and patient reviewed daily and bloods taken. 
Stool chart not completed until transferred to Ward T from SDMU. 
Stool sample not sent when developed type 5. 
Sample sent days later when patient developed type 6. 
Confirmed lab  diagnosis of C-Diff Positive on 8/9/23.
Ward not aware of C-Diff Positive stool until 9/9/23. 
Patient reviewed immediately on the day of staff confirmed C-Diff. 
All documentation and medication reviewed within 2 hours and new Oral ABX treatment prescribed. 
Staff in charge informed site team of confirmed C-Diff and no side-room available on the ward or in medicine.
Side-room available on Ward H and transferred at end of day shift. 
Family and patient aware of C-Diff diagnosis and C-Diff leaflet given to family.
Family and staff made aware that PPE is mandatory at all times when entering the side-room or attending the patient's personal care needs, to use Alginate bags to apply dirty linen and to keep gloves and aprons to hand outside the side-room. 
Enhanced cleaning to continue on ward T due to Ward remaining in PII, Ward H to continue with enhanced cleaning as still in a PII till September 20th 2023 				Staff must check the WCP  daily for lab results.
Stool samples when type 5 or above must be sent and if patient can be isolated then do so until results return. 
				No

		37605				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/11/23		9/8/23		00:00				Beverley Guy		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/11/23		No

		37496				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3				9/9/23		9/8/23		10:00						Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Dean Williams		Patient on IV clindamycin 600mg and Intravenous Ciprofloxacin 400mg. Intravenous clindamycin given as prescribed approximately 06:00am on 8/9/21. Intravenous ciprofloxacin given approximately 22:00pm on 7/9/23 and therefore was not due in till 10am on 8/9/23. This handed over to day staff. 
Informed by day staff that patient had gone to theatre approximately 09:45 prior to Ciprofloxacin dose after staff had prepared, checked and the checker had signed the chart. The checker of the intravenous antibiotic had reportedly crossed her signature off the drug chart prior to patient leaving for theatre as intravenous antibiotic Ciprofloxacin not given. 
The Clindamycin Intravenous medication was signed for as it was given to patient earlier that morning by night staff. 
Reported by day ward staff that when patient went to theatre, theatre staff had challenged ward staff to why Ciprofloxacin was not given. Staff explained it was due at 10am. Ward sister then contacted theatre staff to discuss the matter.
Informed by ward sister that patient reportedly told theatre staff that patient had not had any antibiotics earlier that morning. When patient returned from theatre with drug chart the signatures for the 06:30am intravenous Clindamycin which had been given by night staff were crossed off reportedly by theatre staff, and theatre staff had administered another Intravenous antibiotic Cefuroxime 1.5g. 
		Reported to Junior sister of ward. Doctor on call informed by day ward staff. Day ward staff reported they had been advised not to administer intravenous Clindamycin 600mg at midday by Doctor and to observe for any changes to patients condition. Doctor advised day ward staff to administer Intravenous Clindamycin 600mg and Ciprofloxacin 400mg at bedtime. 		Medication, IV Fluids		Medication documentation errors		Inappropriate record retention/destruction		Moderate																No

		37438				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 18				9/8/23		9/8/23		11:00						Sister Jan Lewis		Patient catherised in the anaesthetic room by surgeon
The pt is apparently latex allergy has not been tested just gets slight skin irritation from gloves
The patient is latex allergy , size 16 catheter given, surgeon changed mind to 14, anaeathetist reminded surgeon to check packet.
Surgeon looked as if he was checking the packet, but only looked at the date.
Whilst the procedure was underway, on checking, the speciality manager noted that the 14 gauge cather inserted was not "Latex free" .
Remedial action followed as can be read in the section below.		informed the surgeon and anaesthetist both confirmed present risk is minimal and a retrospective change at the end of the procedure would surfice, .
visual inspection by speciality manager revealed that the pt looked  asymptomatic of any reactive issues.
The anaestheatist also confirmed the pt was not showing any signs of being reactive to the insertion of this catheter
It is intended that a non latex suitable catheter would be inserted at the end of the procedure		Treatment, Procedure		Treatment or procedure issues		Care not as directed / clinical practice guidelines not followed		Low		Low														No

		37429				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/8/23		9/8/23		10:45						Karen Thomas, Claire Herbert, Mrs Della Llewellyn		C. difficile has been identified from a faecal sample obtained on 06/09/2023  08:00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.


		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		37409				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Red TB		9/8/23		9/8/23		04:00						Claire Herbert, Karen Thomas, Michelle Furlong, Rachel Newton		Patient came in 05/09 after a collapse, had high blood sugars whilst in ED, T2DM.
Had BM checked at 2006 tonight and found to be 23.2, but ketones not checked and nil else done.
Went to the Ward at 0330, where they questioned why no more BM's or actions taken, but the nurse could not answer.
		BM checked on the ward, greater than 27.8, Medical Dr informed and Actrapid prescribed.
NIC Ed made aware
Datix complete
Nurse's in area spoken to, other nurse not aware of BM as area had been split		Monitoring, Observations		Assessing and recognising patient/service user deterioration		Delay in assessing and recognising patient deterioration		Moderate		Low														No

		37466				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward		Bed 8		9/8/23		9/8/23		11:00						Mrs Melanie Davies		Catheter removed and Patient skin checked during morning routine checks - red non blanching area to Right buttock noticed and red moisture damage noticed in between buttocks.
		Area cleaned and Barrier cream applied, patient mobilised out of bed into chair and walked to bathroom to go toilet.
Air mattress ordered, and cushion placed to right check to alleviate pressure and patient advised to mobilise and reposition regularly. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low				Patient cut the line using his own scissors, Nursing staff followed the correct procedure when patient found, pressure applied and peri arrest call made when patient saturation dropped and bleeding from site. 				Difficult to determine.				No

		37516				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/9/23		9/9/23		09:07						Rachel Newton		Patient booked in under his brother's details as this was the information given to the paramedics by the patient's friends when they asked who he was.  Patient had reduced level of consciousness and unable to provide or confirm his own details.  He arrived without anyone with him in ambulance so ED reception had nobody to confirm details with.		ITU (where patient was admitted), haematology, biochemistry and radiology all informed.		Records, Information		Identification (ID)		Patient/service user incorrectly identified		None		Low														No

		37825				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/13/23		9/9/23								Dr Rhodri Edwards		Senior SPR rota gap filled in by SHO. No senior support for new IMT3 overnight. 		Escalated to on-call consultant in the night.
Escalated again in the morning to Dr Chinnappa, Dr Burberry and Dr Edwards		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of appropriate supervision of staff		Moderate																No

		37796				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V				9/13/23		9/9/23								Mrs Nerys Dunn		Klebsiella sp. ] has been identified from a blood culture sample obtained on 09/09/2023. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to clinical team and ward to review and investigate		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		Patient that has a history of alcohol abuse  and pancreatitis previous admissions under Gastro.
Had sepsis screen as per NEWS and medical review and appropriate management.
Cannula  insertion bundle not completed maintenance bundle completed daily
Catheterised by medical team as part of sepsis screen 09/09/23 no insertion bundle completed TWOC 10/09/23.
Delay with ERCP due to previous history and requiring GA.
Rapid review started 13/09/23 surgical team asked to support with review and attend scrutiny meeting and informed an invitee will be  sent to them



		Will be discussed as part of Tier 1 infection scrutiny to ascertain avoidable or unavoidable				as above				No

		37536				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		AMU		9/10/23		9/9/23		22:00				Mrs Katrina Rees		Kate Lewis, Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		Grade 2 on the Left Buttocks 		Pressure damage noted while repositioning the patient 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Grade 2 on the Left Buttocks. Pressure damage noted while repositioning the patient. 		Poor mobility due to deterioration, patient usually mobile and independent. Patient double incontinence. Had been previously sitting on chair in yellow zone waiting area.  				Pressure ulcer developed or worsened during care in this clinical care area/caseload due to poor mobility due to deterioration, patient usually mobile and independent. Patient double incontinence. Had been previously sitting on chair in yellow zone waiting area.  		9/19/23		No

		37822				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU				9/13/23		9/9/23		02:50				Mrs Rhiannon Jones		Mrs Rhiannon Jones		Patient had cardiac arrest on early 9th of September.
Patient noted to have severe AKI on morning bloods, was admitted with hyperkalaemia and received one round of treatment for this. Baseline creatinine was normal . Unclear from notes if AKI was acted upon. No documented discussion with renal regarding this patient. 		Patient received CPR and treatment for hyperkalaemia during cardiac arrest.
Discussed case with Dr Edwards in the morning and advised for datix.		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Failure to clinically assess		Severe		Low		None		Noted incident this patient was admitted to ED on the 09/09/23 at 2am via 999 police called to patients home to wake him up as GP had advised the patient needed to go to hospital due to deranged bloods taken on the 08/09/23 by GP.
Patient was treated in ED for AKI and catheterized as found to be in retention.
Patient was not brought to SDMU under the care of the urology team until 180hrs on the 09/09/23.
Patient was mobilising to the bathroom by himself and NEWS score was 2 at 21:30hrs.
Arrest call was put out at 02:30am after patient  collapsed on the toilet  and cardiac arrest put out.
Patient unfortunately passed away following failed attempts to resuscitate patient.
		Presented with acute urinary retention. Catheterised.
AKI noted and treated. Raised serum potassium noted and treated appropriately – responded well and result returned to normal level – contrary to initial Datix report.
Patient was progressing well – there was no indication for escalation of treatment, nor indication to involve renal team.
BP occasionally decreased – managed with appropriate changes to IVI to supplement oral intake.
Collapse and death was unexpected, and cannot be explained by urological presentation.
NOTE: patient had cardiac surgery June 2023: aortic valve replacement and coronary artery bypass grafting x3.
Conclusion:
Improving urologically, expected to be discharged home.
Sudden death and recent cardiac surgery suggests possible cardiac event as cause for collapse/death.
				Nothing to note at this time case reviewed by consultant urologist.		9/14/23		No

		37513				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit				9/9/23		9/9/23		14:00						Bethan James, Mrs Melanie Phillips		In trying to correct an error that had occurred with regard to the above patient I e-mailed point of contact not point of care. The friends had given this gentleman as the name of the patient we had received from A&E, when his mum arrived it was not the correct son, they had given the name of his brother. We had contacted A&E to alter the details on the clinical portal, but we could not ring point of care as they are not here today, so I decided to e-mail, however, i mis-took the wrong e mail address, had included the patient details within the content of the e mail, in order for the error to be corrected. 		I have re- e-mailed point of contact to apologise and asked them to dis-regard my last e mail to them. I have e-mailed point of care correctly instead to ensure his blood results can be aligned with the correct patient. We have also telephoned x ray departement 		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information inappropriately divulged		None		None														No

		37526				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward		Cube A		9/9/23		9/9/23						Mrs Gwennan Hall		Ceri Lewis-Freeman, Rachael Brown		Patient got moisture lesion in sacrum and in between buttocks. Its red and sore.		Barrier cream applied. Cushion given as she is sitting for long time in the chair.
Changed her position every 4 hourly.
Ordered Airflow mattress.

		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		None		Low		This patient was admitted following a fall in the community on 04/09/23 with fractured ribs. On the 09/09/23 the patient was discovered to have moisture damage on her sacrum and in between the buttocks. Poor documentation regarding patient being repositioned. Passport completed. 		This patient was admitted following a fall in the community on 04/09/23 with fractured ribs. On the 09/09/23 the patient was discovered to have moisture damage on her sacrum and in between the buttocks. Poor documentation regarding patient being repositioned. Passport completed. 				Ensure all documentation is completed. 		9/14/23		No

		37609				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/11/23		9/9/23		07:30				Beverley Guy		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/11/23		No

		37531				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		Outside section A 		9/10/23		9/9/23		23:00						Samantha Evans, Nerys Jones, Julius OBANA		I was sitting outside Section A. Patient was in the toilet. Patient aggressively opened the door. Patient tried going into the women's section. I was trying to stop the patient. The patient grabbed my wrist and twisted it. I managed to free myself. As doing so the patient then tried to bite me. As i tried to move away from the patient, the patient kicked me in the shin. I fell to the floor. Other members of staff came over to help me. I was on the floor for about 5 mins in pain. The patient was kept back from me by other members of staff. Another member of staff was also kicked but no injury was obtained. The doctors and Security was called. Security attended the ward and They advised me to get checked over down A&E		I managed to get up and walked over to the nearest chair for comfort and support		Accident, Injury		Slip, trip or fall		Fall from height		Moderate																No

		37488				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone		9/9/23		9/9/23		05:49				Mrs Katrina Rees		Kate Lewis, Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		patient came with a fall ,reduced mobility 
she has grade 2 in between sacrum 
her buttocks and heels were red and blanching 		barrier cream applied
 changed position every 4th hrly
air mattress provided		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		patient came with a fall ,reduced mobility 
she has grade 2 in between sacrum 
her buttocks and heels were red and blanching. 		Pressure ulcer present before admission to this clinical care area/caseload due to reduced mobility and falls. All appropriate actions taken on admission and during addmission, pressure area appears to have healed. 				By following a pressure area care plan, placing patient on air mattress and applying barrier cream as appropriate it is evident that old pressure damage can heal. 		9/19/23		No

		37491				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/9/23		9/9/23						Mrs Katrina Rees		Maria Briones		Previous to admission and in current admission on AMU patient having loose stool. Helped onto commode and moisture noted to sacrum and in-between buttocks.		Hygiene needs met, barrier cream applied, skin bundle updated, passport completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Patient admitted with Diarrhoea and vomiting
Past Medical History: Diverticulosis of the colon, haemorrhoids , RA, popliteal artery embolism in 2023, hip replacement 2022, Stage 2 CKD
Diagnosis; ? inflammatory diarrhoea
Plan: IVI
         loperamide 
         Stool/Calprotectin
         MRI [ ]
Social History: Lives with daughter and son in law
                          Normally mobile with ZF and wheelchair when out
     		Regular pressure areas checked.
pressure areas washed and dried as needed. Barrier cream applied regularly.				Nil		9/19/23		No

		37497				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		Bedside		9/9/23		9/9/23		06:30				Mrs Katrina Rees		Katy Holwill, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland		Patient found sat on the floor this morning. Had an unwitnessed fall. No signs of head injury
Assisted onto the bed by staff		ECG done, Blood sugars done, Falls protocol followed, Neuro obs commenced. Falls alert completed
Doctor informed and patient reviewed. If GCS drop for CT head
Family informed- husband. 
Oxygen increased to meet target sats		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low		Low		Patient trying to get up from the bed and felt her legs go from underneath her and went to the ground. Patient currently nursed in the cubicle due to infection door had to remain shut. Buzzer to hand but patient did not call for assistance at the time. 
patient sustained no injury, observations remained stable and no further input required.		Due to patient currently nursed in a cubicle whereby the door must be kept shut it was difficult to have a continued close observation on the patient.  Protocol was followed correctly however. As nursing staff we must be aware of updating the falls risk assessment when a patient falls and also weekly falls assessment must be completed  				It is difficult to keep a close observation on patient when they are barrier nursed. However we must ensure regular checks are carried out on the patient in the cubicles		9/19/23		No

		37494				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		cubical 3		9/9/23		9/9/23		06:45						Alison Williams, Mrs Tanya Fuller, Miss Melissa Rogers		While providing patient care, a small moisture lesion to left sacrum was spotted by HCSW.		Nurse in charge made aware
Passport completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		37814				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU				9/13/23		9/9/23						Mrs Rhiannon Jones		Mr David Steel, Mrs Rhiannon Jones		Patient unfortunately suffered cardiac arrest on the Saturday night shift. She was noted to have had an AKI on her admission bloods on the 7th but no follow up bloods taken. She then went on to have a CT scan with contrast on the 9th. This showed widespread metastatic cancer. 
Patient was hyperkalaemic on the blood gas during the arrest. 		CPR initiated and carried out, treated for hyperkalaemia. Achieved ROSC. Family updated and agreed that if re-arrested would not be for further CPR. 
I discussed the case with Dr Edwards in the morning who advised that I filled out a datix.		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Failure to clinically assess		Moderate		None		None		Noted incident and timeline of patients  admission to sdmu from ED to  arrest:
Patient arrived in ED on the 07/09/23 at 21:00hrs 

Reviewed by urology consultant see below outcome 
 During recent admission and discussed with SpR managing her since admission.
June 2023 – distal ureterectomy for mass. Histology indicated gynaecological origin tumour, invading urinary system.
Presented recently with gradual deterioration, on admission – her only localising symptom was LEFT leg swelling suggestive of DVT (likely also due to pelvic malignancy).
Normal serum potassium on admission.
USS confirmed DVT – treatment started.
Continued lethargy, general weakness – CT organised. Demonstrated widespread metastatic disease, due to be discussed with family face to face the following day. For palliative care.
Cardiac arrest overnight, RIP. Hyperkalaemia during arrest likely secondary to arrest, not causative. Cause possibly PE secondary to known DVT.
Conclusion:
Elderly patient with widespread metastatic disease, for palliative care.
No further investigation indicated.

		Elderly patient with widespread metastatic disease admitted with a DVT cause of arrest possibly a PE.
there was a normal serum potassium on admission.				None at this time.		9/14/23		No

		37539				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		Red 4		9/10/23		9/9/23		20:00						Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		When the patient had been transferred from ward T to ward H a skin inspection was carried out by me, the receiving nurse and a healthcare worker. A sore red area was noted between the buttocks in the folded area. 		Informed ward H a datix will be completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		37834				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit				9/13/23		9/9/23		20:45						Mygnon Buendia		Klebsiella sp. has been identified from a blood culture sample obtained on 09/09/2023 at 20:45. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		37608				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/11/23		9/9/23		00:00				Beverley Guy		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/11/23		No

		37541				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/10/23		9/9/23		20:00						Mrs Rebecca Bowers		Came into shift to yellow zone having 28 patients in the department. 61 total in the dept.
People still haven’t been clerked for over 12 hours. 
13 in sitting this morning. 
Longest wait in a chair is 35 hours. 
Longest wait in a trolley is 37 hours. 
2 cons room in use. No room available for clerking/post take and nursing interventions.
Only x1 doctor for amu cover who was also clerking so delayed reviewing patients for discharge. 
Fire risk as patients sitting in front of doors. 
No ambulance nurse. 
X2 ambulance outside. 
One perri arrest overnight. 
Two falls. 
Staffing to patient ratio not appropriate.
Short stay 33 in dept. 1 bariatric needing 4 to roll who is news’ing a 12. Another three high risk of falls and one DOLLS all in blue bay. 
		•	Escalation process 
•	Liaise with bed manager and site
•	OT put out to our staff 
•	Bank and agency also asked to cover 
		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		Low																No

		37529				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Bay 3		9/9/23		9/9/23		21:00						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Confused patient in bay 3 tried to stab the health support with a scissor around 21:00. Fortunately, HCA was able to get the scissor from her and no one was hurt with the incident.		Phoned security, they came to talk to her. Site matron informed - advised to have 1-1 for her moving forwards. Doctor aware of her behaviour, she was prescribed stat Lorazepam earlier with the day staff. She was closely supervised overnight.		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Moderate																No

		37535				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Assessment Unit		AMU		9/10/23		9/9/23		22:40						Maria Briones, Miss Nicola Caley, Miss Rhyanne Aston, Mrs Rachel Thomas, Mrs Sara Morgan, Marietta Tunay		while repositioning the patient, pressure damage noted on the sacrum and the natal cleft 		Cleaned and dressed		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37521				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital		Bed area		9/9/23		9/9/23		16:00						Debra Clee, Mrs Catherine Beynon-Howells, Nia Daniel		When attending to the patients continence needs, moisture lesion was noted to the natal cleft		Cream applied to area - repose mattress in situ on bed - ensured it was inflated		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		37993				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/15/23		9/9/23		20:00						Mrs Rebecca Bowers		ame into shift to yellow zone having 28 patients in the department. 61 total in the dept.

People still haven’t been clerked for over 12 hours.

13 in sitting this morning.

Longest wait in a chair is 35 hours.

Longest wait in a trolley is 37 hours.

2 cons room in use. No room available for clerking/post take and nursing interventions.

Only x1 doctor for amu cover who was also clerking so delayed reviewing patients for discharge.

Fire risk as patients sitting in front of doors.

No ambulance nurse.

X2 ambulance outside.

One perri arrest overnight.

Two falls.

Staffing to patient ratio not appropriate.

Short stay 33 in dept. 1 bariatric needing 4 to roll who is news’ing a 12. Another three high risk of falls and one DOLLS all in blue bay.		Escalation process

· Liaise with bed manager and site

· OT put out to our staff

· Bank and agency also asked to cover		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		None																No

		37573				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		patients Home		9/10/23		9/10/23						Bethan James		Mrs Melanie Phillips, Steven Hughes		Events unclear regarding circumstances of injury. However, Neighbour called 999 after hearing suspected domestic violence and screaming (for approx 90 minutes). 		Ambulance attended and patient found unconscious at scene with multiple injuries, signs of head injury and strangulation (suspected assault). Patient brought to A&E and transferred to ITU due to deterioration.
currently intubated and ventilated.
partner in police custody		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Member of public to member of public		Severe		None		Severe		safeguarding completed, marac forms unable to complete while patient is sedated, intubated and ventilated		Marac and VDash forms now been completed, her partner has been charged, CID to interview her tomorrow with support from her social team.				none, patient safe at present and there is police involvement		9/25/23		No

		37553				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		CORONARY CARE UNIT 		9/10/23		9/10/23		10:30				Mrs Helen Thomas		Amy Payne, Cerys Evans, Mrs Dayana Francis, Mrs Judy Terry, Resmi Michael, Robert Zaiz, Toni Davies		Whilst attending to patients hygiene needs, on checking skin integrity, buttocks red and blanching  and small moisture lesion noted to inner left buttock. Previous risk assessment on 9/9/23 identified no pressure ulcer but at risk		Barrier cream applied. Patient repositioned to be nursed on right side in bed. Purpose T Pressure Ulcer Risk Assessments updated,  . Air mattress ordered. Pressure ulcer/ Moisture damage passport commenced.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient has had several episodes of loose stool, bowel chart reports 7 episodes between 5th AND 8th of September, some of these were incontinence while some were while sitting out on the commode. Nursing documentation reports skin was cleaned after each episode.  
WNCR reports that patient had been repositioned regularly however Purpose T pressure Ulcer risk assessment has not been done daily. 
Nursing documentation states that an air mattress was ordered on the 8th and 9th of September (day shift).
Air mattress received on the 10th and patient transferred.  
ML Passport added to patients notes 
		Ensure skin is checked more frequently due to loose stool and incontinence
Ensure all risk assessments are completed daily (bowel, Purpose T) and Skin inspection updated as necessary.
Ensure air mattress' are ordered and utilised in a timely manner    				Ensure skin is checked more frequently due to loose stool and incontinence
Ensure all risk assessments are completed daily (bowel, Purpose T) and Skin inspection updated as necessary.
Ensure air mattress' are ordered and utilised in a timely manner    		10/10/23		No

		37564				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/10/23		9/10/23						Mrs Katrina Rees		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Patient has a DVD player on the ward, patient relative was looking for DVD player during lunchtime visiting and found DVD player under patients mattress. Screen to patients DVD player was cracked and no longer works as a result of being stored under patients mattress. 		Relative present at visiting time therefore, relative is aware of broken DVD player. Nurse in charge informed. Staff apologised  to patients relative, relative stated that patient might have another DVD player at home that patient might be able to  have as patient uses DVD often. 		Equipment, Devices		Non-medical equipment		Accidental damage / loss		None		None		None		dvd player was on charge behind bed head rest, head rest moved back and damaged the dvd player		relative stated that patient might have another DVD player at home that patient might be able to  have as patient uses DVD often. 				be careful and check environment before moving bed		9/13/23		No

		37730				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/12/23		9/10/23		00:00						Miss Louise Horton, Mrs Phylippa Thomas-Dyer		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 

		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		37544				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit		cardiac high dependency unit		9/10/23		9/10/23		08:00				Mrs Helen Thomas		Carly Mcneil		Whilst using hepma system to administer oral medication, accidentally gave the medication for the person  next door to the wrong patient, fortunately, the oral medication was identical to that prescribed for both patients. I performed a set of observations and informed the surgical registrar immediately, who examined the patient and documented the incident in the patient notes. I then informed and reassured the patient who was understanding. I then informed the coordinator.
the medication administered was as follows Carbocystine 750mg, amiodarone 200mg, clexane 40 mg and frusemide 40mg.

the nurse who was responsible for the aforementioned incident was Michael Roberts. he was unable to log into the datix system.		as above I will write a reflective account of the aforementioned incident, update my hepma training and ensure that lessons are learned regarding my clinical practice.		Medication, IV Fluids		Administration errors		Incorrect patient/service user		None		None		Low		nurse gave wrong medication to wrong patient using the HEPMA system. patient was reviewed by medical team promptly and patient informed. patient monitored closely for two hours.  		wrong medication given to a patient via HEPMA system. quick review of patient by medical team. patient closely monitored. patient informed
nurse is going to undertake a reflective account on the situation.
re educate themselves with HEPMA e learning 
lessons learnt regarding the five R's				nurse re educated on the importance of checking and double checking they have the right medication for the right patient 
nurse re-educates themselves with HEPMA training video		10/10/23		No

		37556				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		section c		9/10/23		9/10/23		12:15				Mrs Katrina Rees		Katy Holwill, Mr John Williams, Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland		the staff the health care is attending another patient in that same bay with curtains closed , we heard a sound which is made by patient . staff nurse came from behind the curtains and found the patient lying on her side on the floor. before patient was sitting on the chair. fall was unwitnessed		call for assistance from health care checked patient for injury and assisted the patient back to chair, spoke to nurse incharge ,checked patient news , blood sugar , neuro observation ,called doctor and informed patient incident .
doctor attended and advised hourly neuro observation . and regular monitoring .
informed the son during the visiting time .		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low		Low		Both staff members within the section were behind curtains at the time of the fall. 
Patient had been confused the morning of the fall. 
At the time of the fall, there were no members of staff watching the patients in the bay.  
		Patient had confusion at time of incident
No staff delegated to watch patients in section at time of incident
				Remind staff that patients in section need to be observed at all times, especially if patient is confused. 
Remind staff to delegate to other able staff if they are unable to watch their section while seeing to another task.  		9/19/23		No

		37593				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/11/23		9/10/23		20:00								Patient how showed ischemic changes on ECG preformed, and also a hugely raised Trop t and rising, on call Dr had spoken to cardiology over in Morriston , and has told us no need to treat, continue with plan to monitor and echo in morning, wouldn't accept him over in Morristion despite the risk , we have no cardiac cover here, no icu etc, so thus putting the patient at risk if something was to happen.		regular observations
medics and ortho dr aware
all in agree of above 		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Other		Low				Low		Patient how showed ischemic changes on ECG preformed, raised Trop t 1555 first sample and 1677 on second sample Dr discussed with cardiology Morriston, initially advised to give ACS treatment however this was reviewed and held in light of patient AKI and past PE Morriston cardiology requested increase patient apixiban from 2.5mg BD to 5mg BD. AKI to be treated with IVI. Echo and CTPA to be requested. Echo carried out 11/09/2023 - EF 55-60%, ward doctor discussed with Morriston Cardiology and despite original suspicion of NSTEMI, still not happy to accept and cardiology requests CTPA to be completed to rule out PE. Due to AKI radiology declined CT request due to AKI. .This was discussed again with Morriston by the ward doctor but Morriston unable to accept, Cardiology Morriston requested patient be commenced on 75mg Clopidogrel. At this point ward manager escalated to Deputy head of Nursing to query patient suitability for the ward given he was optimised from a orthopaedic perspective, but clinically unwell from medical/cardiology perspective. 
DHN escalated to patient flow in Morriston Hospital who were unable to facilitate swap of patient due to wards green pathway. Patient moved to higher level care of ward. During discussion with DHN, NPTH flow informed ward of patient had bed available in Cardiothoracic HDU. Telephone number provided by patient flow to ward sister to book NEPTS ambulance for transfer to Morriston as no emergency ambulances available, this was deemed an appropriate transfer as patient stable.
Patient family telephoned and informed of patient transfer to Morriston, and happy with the plan.		Appropriate Escalation at a ward level
Pressures of other SBU site meant patient transfer delayed 				Appropriate Escalation at a ward level
Pressures of other SBU site meant patient transfer delayed 				No

		37584				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/10/23		9/10/23		00:05				Mrs Katrina Rees		Codi Pallidina		Patient had unwitnessed fall @ 00:05, 10/09/2023 whilst being nursed in Consultation Room 3. Patient recalls having mobilised to commode (being isolated in consultation due to occupied cubicles, and ?infection associated with loose stool). When mobilising  from commode to trolley, patient recalls having lost her footing, falling backwards and hitting the back of her head against the wall. Patient did not appear to have footwear on during this incident. Staff heard this fall. It should be noted that whilst patient was not confused, she did not have access to a call bell to request assistance. She stated post-fall that she did not want to shout for assistance. 
Staffing levels were not appropriate for the acuity or number of patients on this shift. 2 staff nurses and 1 HCSW responsible for nursing 4 acutely confused trollies (requiring constant supervision as wondersome throughout shift/attempting to climb out of trollies unaided), 2 consultation rooms which are situated far away from the confused patients in the trollies, as well as 12 patients in the seating area. Of these 12 patient, half required minimum assistance of one to assist with toileting. Triage nurse attempted to help nurse these patients, but was triaging throughout start and end of shift. Patients being clerked throughout the night, so nursing staff continuously giving treatment as per updated medical plans. 
		Immediately doctor review requested @ 00:10, reviewed by 00:15. NEWS done - 3 for tachypnoea 21, HR of 94 bpm. Blood glucose stable, BM 6.5mmol/L. CT head requested as patient is on Edoxaban - nil acute findings. 
Unable to tolerate lying-standing blood pressure check as patient felt unable to weight bear - no obvious sign of bony deformity/injury so assisted back into bed by staff using passive hoist. 
Falls sticker + falls diary implemented - next of kin NOT informed due to late time of night and ?if they are happy with 24 hour contact - not documented anywhere in triaging notes for 24 hr NOK contact permission. No harm come to patient, so deemed suitable to ask day team to inform next of kin. 
Staff to escalate to Estates the need for call bell in consultation room. 
Patient requested that door be left open as no call bell - ensures staff can hear if patient requests help. Neurological observations carried out as per medical plan and falls guidance. 
Unable to move patient out of consultation as was ?infection diarrhoea at the time. 
Fall risk assessment to be completed on WNCR. 
Physiotherapy referral pending. Patient had been requiring assistance of one in consultation room due to unsteadiness on feet - 1 RN & band 3 on break, the HCSW on escort for scans and other RN and triage nurse attending to patient care in seating area/trollies. 		Accident, Injury		Slip, trip or fall		Fall from commode		Low		Low		Low		Patient suffered unwitnessed fall @ midnight. Patient was heard falling in Consultation Room 3. 
Staffing levels were not appropriate for the acuity or number of patients on this shift. 2 staff nurses and 1 HCSW responsible for nursing 4 acutely confused trollies (requiring constant supervision as wondersome throughout shift/attempting to climb out of trollies unaided), 2 consultation rooms which are situated far away from the confused patients in the trollies, as well as 12 patients in the seating area. Of these 12 patient, half required minimum assistance of one to assist with toileting. Triage nurse attempted to help nurse these patients, but was triaging throughout start and end of shift. Patients being clerked throughout the night, so nursing staff continuously giving treatment as per updated medical plans. 
Appropriate review and follow-up provided; clinical observations via NEWs +neurological observations - unable to check lying-standing blood pressure due to patient non-weightbearing. 
CT head appropriately requested and completed. 
Next of kin informed during day shift following day. 
		Unwitnessed fall - patient in unsuitable location - fall more unlikely to have happened had a call bell been available, staffing levels not appropriate for acuity level and number of patients.
Appropriate post-fall observations carried out as per medical review and post-falls guidance.
Next of kin informed during appropriate hours. 
Falls risk assessment to be completed on WNCR. 
				Unwitnessed fall - patient in unsuitable location, staffing levels not appropriate for acuity level and number of patients.
Need for call bell to be escalated to site manager/estates.
Appropriate post-fall observations carried out as per medical review and post-falls guidance.
Next of kin informed during appropriate hours. 
Falls risk assessment to be completed on WNCR. 
		9/13/23		Yes

		37826				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/13/23		9/10/23								Dr Rhodri Edwards		Weekend nights SpR rota gap covered with SHO. In addition, one SHO sickness leaving 1 SHO for AMU, one for wards, one for A&E and one IMT3 covering the hospital. Additional workload delayed patient care and had the potential to cause patient harm. I attempted to enrol the help of the renal SHO on an few occasions however they were unable to assist.		Attempted to enrol the renal SHO
Informed the oncall consultant
Informed Dr Edwards and Dr Burberry prior to the shift		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of appropriate supervision of staff		Moderate																No

		37580				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Cubicle 1		9/10/23		9/10/23		20:20						Maria Briones, Marietta Tunay, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		Patient normally mobile with aid of Zimmer frame. Patient fell in the Cubicle 1 red toilet. Unwitnessed fall. Found patient sat upright in the toilet floor. Patient buzzed. I have asked patient to wait in the toilet as I was still seeing to another patient in Cubicle 2. Patient couldnt wait and ? might have started walking off.  		No observable injuries noted. 
Hoisted patient safely back to bed with 3 nurses present in hoisting patient back in bed. 
Observations done news of 1 for BP 107/62.  Neuro observations done also - all ok. Falls Alert document completed in the notes. 
Patient declined any analgesia when offered as prescribed. 
Doctor informed; assessed patient and ordered CT head scan as patient is on Apixaban 5mg po BD.  Sister in charge of the unit informed. 
Husband informed of the fall. 
Datix done. 
		Accident, Injury		Slip, trip or fall		Found on the floor		None		Low														No

		37574				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		Section A, Bed 5		9/10/23		9/10/23		17:35						Matt Searle, Mrs Natalie Dark-Harry		Patient's morning wash given at around 09:50 am and pressure areas checked, upon assessment, I noted, together with the hcsw that there was a catheter lock on the posterior(back) left thigh of the patient which is a hard plastic, the skin around the catheter lock was noted to have a red-purplish discoloration, hence, I decided to remove that hard plastic catheter lock to relieve discomfort. Skin was checked at 12:05noon. However when I did a skin check as well at around 15:00, I noted that the patient has a bruise/hematoma on both inner and back thigh of the patient. 		I have updated the skeletal chart and documented the findings. Catheter lock was removed immediately at 09:50am. Frequent skin check done. I have escalated to the doctor as well as she was around at 15:15, to review blood thinners. For frequent skin check. NOK was informed and reassured regarding the incident. Air mattress requested from the porters. 		Pressure Damage, Moisture Damage		Device-related pressure ulcer category 1 (d)		Pressure from medical device developed or worsened during care in this clinical care area/caseload		Moderate																No

		37560				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/10/23		9/10/23		10:00						Mrs Marites Colarina, Nathan Riddle, June Quiambao		Patient asked me to look at rash. On looking, patient had non blanching redness in fold of left thigh. shiny in appearance, in mirror image on leg and groin.		Derma S applied and skin through cleansed and dried. Patient mobile to bathroom, have asked patient to call us to assist with washing and applying skin. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		37577				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		red 7		9/10/23		9/10/23		19:00				Mrs Katrina Rees		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Noticed moisture lesions and split on natal cleft , sacrum and in between buttocks. Patient mobilised with zimmer frame with assistance to the toilet. Continence of urine and bowel.		Cleaned and applied cream.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None		Low		skeletal from ed states moisture lesion apparent on admission		continue to cream and monitor				continue to cream and monitor		9/13/23		No

		38370				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Children's Emergency Unit		9/20/23		9/10/23								Nicola Dunn		In the nurse's office in Children's Emergency Unit I was handed a urine sample from a parent. I was unaware at the time that there were two patients in the red area of Children's Emergency Unit requiring urine samples. I took this sample to the sluice and grabbed what I thought was the correct patient sticker. I then processed the sample, however when walking back down the corridor I saw another patient in one of the rooms with the parent that handed me the sample. I urgently then asked the Nurse in Charge of Children's Emergency Unit whether the presumed patient required a urine sample and they did. I informed her that I had accidentally put the wrong NHS number on the sample. 		I informed the Nurse in Charge of CEU, who then escalated it to the Nurse In Charge of ED, who has asked me to complete this datix. After realising my error, I then processed the urine sample under the correct NHS number.		Records, Information		Identification (ID)		Patient/service user incorrectly identified		None																No

		37551				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		BLUE 8 		9/10/23		9/10/23		10:00				Mrs Katrina Rees		Mrs Sara Morgan		PT has had large type 7 BM but unable to retrieve a sample nurse in charge informed of need for isolation but no bed available at this time.

		Personal care needs met for PT Nurse in charge informed. 		Infection Prevention and Control		Infection diagnosis		Delay in diagnosis of infection		Moderate		Low		None		PT has had large type 7 BM but unable to retrieve a sample nurse in charge informed of need for isolation but no bed available at this time.
		unfortunately there were no isolation rooms available for the patient. 
patients stool has since come back negative				All appropriate action taken - if a cubicle would have been available the NIC would have moved patient until results came back		9/19/23		No

		37588				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		Sink in cubicle 1		9/11/23		9/10/23		23:30						Samantha Evans, Nerys Jones, Julius OBANA		Around 23:00 patient tried to closed the door and he's banging it. He also does not allow any staff to come inside. He was really agitated. We called the security to help us control the situation. Meanwhile, patient's bed was located near the window which is close also the sink. Patient managed to raise the bed enough to jammed with the sink. Security forces arrived, they immediately open the door and went inside patient's room. Patient was still very aggressive and security personnel tried to hold the patient and/or take control the patient in a safe way. Patient was resistive towards the security personnel. So the bed was already jammed with the sink and when the staff adjusted the bed lower the sink was already broken. 
		Patient's and staff safety was first priority. And then staff called the estate personnel to fix the pipe which was leaking with water. 		Equipment, Devices		Non-medical equipment		Accidental damage / loss		None																No

		37548				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		ED Morriston Hospital		9/10/23		9/10/23		00:31						Dr Kirsty Dickson Jardine, Mr Mark Poulden		Patient attended A&E at 00:31 am on the advice of 111 service having had chest pain which had been radiating to the back since about 10am
ECG done at 2:07 am showed a barn door antero-apical infarct which was not recognised.
A repeat ECG was done at 2:16am and the infarct again not recognised.
Cardiology team were called at 9:20am after a more senior A&E doctor became aware of the patient.
On call team called by Cardiology SpR 09:39
Patient given Aspirin 300mg at 9:34am and Ticagrelor 180mg at 9:54 am
We advised Heparin 5000Units bolus but no heparin available in A&E.
Transferred to Cath lab, arrived 10:37.
Vessel (LAD) closed and reopened 10:52		This is a duplicate of the question above		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Failure to diagnose (missed diagnosis)		Severe		Moderate														No

		37602				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		Yellow bay bed 4.		9/11/23		9/10/23		12:30						Mrs Rachel  Helen Lang		Stool sample sent by staff following episodes of loose stool; type 5. Informed yesterday that patient is c-diff positive.		Team informed. Treating as mild c-diff with oral Vancomycin.
Unable to make a cubicle available on the ward as they are occupied by  infected patients. I rang the bedmanagers to make them aware and to ask if there was a possibility of a cubicle elsewhere in the hospital that  we could transfer/ swap patient. I was told there was nothing available.  They asked was the patient near a door and near a wash basin; I said the patient was.  They said that was good for now and to "...leave it ..." with them. Patient remains in a 4 bedded bay at time of entry. Patient will be transferred into a cubicle at the earliest opportunity, provisions are being made now.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - probable		Low		Low		Low		Appropriate action taken by staff .
Prompt treatment.
Escalation to bedmanagers in the absence of a cubicle.		The medication patient is / was on could be a contributory factor.
Appropriate action taken by staff.
Appropriate treatment commenced.
Patient transferred into a cubicle and bay 3D cleaned.
Stool samples were not taken and sent on the first episode of loose stool. 
Inconsistencies on the stool chart (days with no documentation - this has been fed back to staff).
Incident deemed as unavoidable.				Appropriate action taken by staff in relation to isolation. 
Education needed in relation to stool chart compliance and taking samples. 				No

		37533				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Blue Resus 		9/10/23		9/10/23		02:00				Karen Thomas		Rachel Newton		Patient admitted with rash/ moisture damage under breasts, groin, abdominal folds and upper inner thigh
Patient chair bound and have occasional incontinence due to poor mobility and exertional dyspnoea
Patient aware of rash/ moisture damage - recurrent skin problem 		Patient transferred to hospital bed with autologic mattress
Catheterised for continence care 
Completed waterlow score, skeletal chart, skin bundle chart, moisture damage passport 
To discuss with medical team re: treatment of rash/ moisture damage 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None				Patient attended dept with pre existing moisture damage
Patient aware of issue advised staff of same
				as above		9/10/23		No

		37542				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Consultation room 1 		9/10/23		9/10/23		05:50				Mrs Katrina Rees		Codi Pallidina		Patient had unwitnessed ?fall - found by myself when I entered Consultation Room 1 to administered intravenous fluids. Patient found flat on back, alert.
Patient very poor historian with a background of Alzheimer's. He was unable to recall how the slip/fall happened - this confusion was evident prior to fall, on admission.  Patient deemed to have taken self off trolley, sliding onto floor (did not have footwear on).
Should be noted that staffing levels not appropriate for number and acuity of patients, with 1 HCSW and 2 nurses in responsible for nursing 18 patients and 2 ambulances. 3 of these patients are acutely confused, requiring near constant supervision. The triage nurse has also been included in the numbers for patient care, but has had to triage patients between providing nursing care. 
		Immediate medical review requested and done @ 06:00. Dr requested neurological observations carried out as per falls protocol (commenced), but stated no need for CT head as not on anticoagulants.
NEWS 2 (blood pressure 99/62). PERL. GCS 14/15 (not new).
BM 6.5mmol/L.
Assessed as having no visibly bony deformity or obvious head injury so safe to attempt to mobilise.
Patient felt too weak to be assisted to stand, so hoist transferred back onto the trolley with 3 staff members - lying-standing blood pressure therefore unable to be completed at present. 
Unable to move patient into a more visible location as patient being isolated in Consultation Room for loose stool. 
For physio review on day shift.
Falls sticker + falls diary completed. 
Next of kin not informed due to time when fall occurred - I will ask that day team update the nest of kin of the fall during daylight hours.		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low		Low		Staffing levels not appropriate for number and acuity of patients, with 1 HCSW and 2 nurses in responsible for nursing 18 patients and 2 ambulances. 3 of these patients are acutely confused, requiring near constant supervision. The triage nurse has also been included in the numbers for patient care, but has had to triage patients between providing nursing care. The patient was also not in a visible area - isolated from the seating area and other trollies where staff were based. This meant that the risk of the patient falling was arguably greater. 

Appropriate follow-up / response taken to fall, including observations (neurological + clinical), blood sugar monitoring + rapid request of medical review. 

Next of kin was informed by day shift, as handed over by day team to myself. 		Patient had unwitnessed fall - more likely to happen due to the following factors:
Staffing level inappropriately low considering the level of high acuity and excessive number of patients in the Yellow section. 
Poor visibility of the patient, who had dementia - they had access to call bell but given level of confusion, perhaps wasn't aware of need to call for assistance prior to mobilising. 
All appropriate action taken; appropriate follow-up / response taken to fall, including observations (neurological + clinical), blood sugar monitoring + rapid request of medical review. Next of kin informed by day team. No obvious sign of injury. 				Additional staffing to be requested when acuity is assessed as being high - pull from other clinical areas within AMU where possible. 
Patient unable to be moved to a more visible location because they are being isolated due to infection associated with loose stool. 
Staff reaffirmed to patient importance to using buzzer to request assistance. 
Risk assessment done regarding situation - door left open to improve visibility of patient. 
Neurological observations continued as per medical plan, falls diary implemented. Staff pulled from short stay unit green zone to assist with nursing care needs. 
Staff to query suitability of admitting patients into consultation rooms when there is a history of confusion/risk of falls - risk assessments to be carried out and documented on admission in nursing notes and on Risk Assessment Booklet.  In instances where there is no other option but to isolate patients with high and they are unable or unlikely to request assistance from staff - falls risk in consultation rooms, ?suitability of utilising a falls matt so staff can be alerted when patient attempts to mobilise.
		9/13/23		No

		37559				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		BED 1 SOUTH		9/10/23		9/10/23								Mrs Melanie Phillips		Patient initially had moisture damage to sacrum but now there are 4 small areas that have broken down and become grade 1 pressure sores. Patient has been having their bowels open regularly type 7 stool which initially caused the moisture damage and continues to have their bowels open.		Patient is now nursed side to side and not on their back. Hydromol cream is being applied to the area on each reposition. Patient is being repositioned every 3 hours to provide adequate pressure relief and to prevent further breakdown. If the patient continues to have type 7 stools then an internal feacal management system will be the next step. 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37565				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		ward D		9/10/23		9/10/23		13:45						Miss Louise Horton, Mrs Phylippa Thomas-Dyer		Patient had a partially witnessed fall in the Toilet according to HCSW but could not fully confirm that patient didn't hit her head on the door of the toilet. Head  to toe observation done , Resp:27cpm, Bp-191/92,Pulse -76bpm, Temp-36.7,BM -13.4,  O2 sats -95% on room Air. patient was then assisted +AO2 to sit in the chair. No injuries Observed, denies pain.
 Later stedy back to the bed with side rails insitu. Observation rechecked whilst in bed  was BP-167/84, Resp-19cpm, Pulse-63bpm,Temp-36.6, O2 sats-95% on room air. Patient was conscious and alert  but confused (not new). Dr called and informed . family also informed about incident. Neuro observation commenced , GCS -13. Reviewed by Doctor and line manager informed
Falls alert and hot debrief done. 
Plan: to continue Neuro OBS ,if patient deteriorates, call Doctor
Mobilize as tolerated
Monitoring ongoing		Patient had a partially witnessed fall in the Toilet according to HCSW but could not fully confirm that patient didn't hit her head on the door of the toilet. Head  to toe observation done , Resp:27cpm, Bp-191/92,Pulse -76bpm, Temp-36.7,BM -13.4, O2 sats -95% on room Air. patient was then assisted +AO2 to sit in the chair. No injuries Observed, denies pain
 Later stedy back to the bed with side side rails insitu. Observation rechecked whilst in bed  was BP-167/84, Resp-19cpm, Pulse-63bpm,Temp-36.6, O2 sats -95% on room Air. Patient was conscious and alert  but confused (not new). Dr called and informed . family also informed about incident. Neuro observation commenced , GCS -13. Reviewed by Doctor and line manager informed
Falls alert and hot debrief done. 
Plan: to continue Neuro OBS ,if patient deteriorates, call Doctor
Mobilize as tolerated
Monitoring Ongoing		Accident, Injury		Slip, trip or fall		Fall from commode		Low		Low														Yes

		37728				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward		Tempest Ward, Morriston Hospital		9/12/23		9/10/23		08:52				Miss Victoria Davies		Laura Servello		Four units of FFP were requested. Two units were taken by porter at 10/09/23 at 08:21. Clinical area decided they no longer wanted the FFP and returned it at 10/09/23 at 08:52. As the units had been out of the laboratory greater than 30 minutes, they had to be wasted.		Units returned and wasted		Treatment, Procedure		Blood / plasma products transfusion		Waste - unavoidable		Low		None		None		Staff in the clinical area called for the FFP unfortunately, once it was delivered change in patient management took place after a conversation with the family and all treatment was withdrawn. The staff attempted to return the units as quick as possible, however they returned back in the lab just out of cold chain requirements of 30 minutes. 		Occasionally units are wasted due to decisions withdrawing treatment. 				Change in patient condition always drives appropriate patient care 		9/20/23		No

		37568				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		YELLOW ZONE F2		9/10/23		9/10/23		15:38				Mrs Katrina Rees		Carys Wilkins		patient received from the ambulance, skin checked and PU G2 detected between buttocks.		barrier applied
needs an air mattress
datix and passport done
nursing notes detected
skeletal chart done		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Moderate		Low		None		patient received from the ambulance, skin checked and PU G2 detected between buttocks.		patient received from the ambulance, skin checked and PU G2 detected between buttocks. Area is graded incorrectly and is a moisture legion instead as there is no boy prominence between the buttocks. All further actions taken appropriately e.g. washing, drying and creaming areas affected. 				Area is graded incorrectly and is a moisture legion instead as there is no boy prominence between the buttocks. Ensure if staff unaware to check with senior nurse. All further actions taken appropriately e.g. washing, drying and creaming areas affected. 		9/19/23		No

		37725				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/12/23		9/10/23		01:41				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance. 

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
 regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/12/23		No

		37727				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/12/23		9/10/23		02:45				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/14/23		No

		37724				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/12/23		9/10/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/14/23		No

		37561				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 5				9/10/23		9/10/23		14:30						Dr Lewys Richmond		Extravasation of anaesthetic agents used in total intravenous anaesthesia. Propofol, remifentanil and hartmanns noticed at the end of surgery.
Small lump on left arm		Cannula removed and aspirated
Arm elevated and cold compress applied
Plastic surgical review requested after discussion with plastic surgery registrar on call		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low																No

		37552				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		At patients bedside		9/10/23		9/10/23		10:00				Mrs Caroline Riseley		Mrs Rachel  Helen Lang		Unwitnessed fall.  Account given by patient. Patient stated the brake had not been applied to his wheelchair correctly. He stated  he had transferred himself into his wheelchair and a phlebotomist had applied the brake . He stated he reached over and fell.  He was found in the sitting position at the bedside by staff. He stated he had not hit his head but had mild pain on his left rib area. Assisted back to bed. Dr. informed. Vital signs stable. Falls sticker placed in patients notes. Seen and examined by Dr.  Slight bruise noted over left rib area. Neuro obs requested. Nil else. GCS 15/15. At time of entry patient has left the ward in his wheelchair. He leaves the ward frequently. No ill effects from fall apparent.		Circumstances acertained. Patient assisted to bed.  He stated he did not hit his head.  Vital signs taken, same satisfactory. Dr informed. Seen and examined- Bruised area noted over left ribs. Neuro obs requested. Same satisfactory. GCS 15/15. Falls sticker placed in patients medical notes. At time of entry patient has left the ward in his wheelchair. He leaves the ward frequently therefor no further neuro obs repeated at presant.		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		Low		Low		Low		Appropriate action taken by staff.
Patient reviewed in a timely manner.
No ill effects from fall.
Phlebotomist to be identified.		Unfortunate oversight re the application of the wheelchair brake.				Appropriate action taken by staff.
		9/14/23		No

		37612				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/11/23		9/10/23		00:00				Beverley Guy		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/11/23		No

		37569				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward		Cube 2		9/10/23		9/10/23		09:00						Mr Jason Preece, Mrs Sharron Boyce		When assisting patient to meet hygiene needs it was noted that the previously red and blanching area to the L outer ankle has turned into a SDTI. The area is red on the boney area with a purple colour circle in the very centre. Patient is paralysed and is currently nursed on his L side. Patient has been using pillow under both feet but stated that when moving in the bed his feet often fall off the pillows.		Charge nurse informed and area reviewed by him. Patient advised to keep ankle floating, pillow placed under patient's knees to keep foot floating. 
Plastics SHO informed and reviewed patient, requested we keep a close eye on this area to ensure no deterioration. Patient informed staff he has had reactions to allevyn dressings. Urgo start applied to area to ensure area is padded. To be handed over that medical photography needs to be done on area.		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low																No

		37532				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/10/23		9/10/23						Mrs Katrina Rees		Maria Briones		Patient cared for by my colleague who was handed over tat skin was intact. On inspection moisture legion visible in natal cleft. 		Ensure areas are washed, dried and creamed thoroughly. Passport insitu. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient admitted with  generally unwell and confusion
Past Medical History: HF, HTN, AF, Vit B 12 def, Osteoporosis, Lymphoedema, Asthma, Chronic Back Pain
Diagnosis: AKI
                    confusion ? cause
Plan; Daily U and E's
          IV Antibiotic/ IV
          Stop Nephrotoxic
          Daily Intake and output
 Social History:  Lives alone		Regular pressure areas checked and documentation completed.
Pressure areas checked washed and dried regularly, Barrier cream applied.				Nil		9/19/23		No

		37670				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		bed 4.5		9/11/23		9/11/23		16:30				Mrs Caroline Riseley		Francesco Bonifacio, Miss Claire Topliss, Mrs Julie Andrews, Samantha Beamond		Patient admitted on 23/08/2023 following a fall at home. Has fractured dislocated ankle on left side. Patient has been cancelled for 6th time awaiting for L ORIF to ankle. This has been chased for days. Patient being cancelled for theatre late in the day, cancelled at 16.30pm. Wife has raised concerns and has written a formal complaint to PALS. Patient is a previous stroke patient & is de conditioning. As a ward, we have escalated this on morning huddles and have rung T&O team frequently. Site team also aware. Datix admitted previously. Spoke to T&O team this morning, who said patient was on the list. Spoke to T&O team, who was in operating theatres at the time, (approx 12.00pm), who said that he was still on the list.
T&O dr stated that he had another patient with a dislocated shoulder that needed operating on, & staff were finishing at 5pm. He also stated that he had a fractured NOF, elderly patient who was a priority. 		T&O dr has just informed patient & apologies given. 
Ward staff tried to contact NOK, no answer. Have given NOK number to T&O doctor, for him to contact them. 
Escalated to site. 		Transfer, Discharge		Transfer		Transfer to a unit / ward in a secondary care provider		Low		Low		Low		Delays escalated appropriately and daily communication undertaken with medical team, patient and his wife.  Nursing staff escalated daily the need for I V fluids to compensate for NBM status.  Diet offered immediately following notification of theatre cancellation.  Physio team worked with patient to ensure minimum deconditioning due to ongoing delay.  Daily concerns raised at the surgical huddle regarding the challenges around the patient being an outlier on the ward.		There is clear documentation that correct communication and escalation were undertaken at ward level to ensure patient was reviewed regularly, that hydration and dietary needs were assessed and met and that the patient and family were kept up to date with any delay.  Reassurance was given as able, that the issue was being escalated.  Appropriate nursing care was carried out whilst waiting for surgical intervention.				appropriate action taken to escalate 		9/28/23		No

		37899				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/11/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance. 

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37690				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home				9/12/23		9/11/23		23:30				Karen Thomas		Rachel Newton		moisture damage over buttocks
?old scar just above anal region
		cleaned and kept the area dry
datix done
		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				Patient attended dept with pre existing moisture damage
Clear documentation to support same
all appropriate nursing intervention undertaken 				as above		9/13/23		No

		37647				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/11/23		9/11/23		12:16				Mrs Katrina Rees		Mrs Marites Colarina		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 4 doses PO Co-Trimoxazole		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		Antibiotic was not reviewed after 72 hours as per heath board's  ARK protocol  which was intended to be given for 5 days therefore missed last 4 doses. Patient medically stable and no further harm caused.
		Patient missed 4 doses of antibiotic, no harm caused, patient is medically stable.				Medical and nursing team to review antibiotic within 72 hours as per protocol.		9/13/23		No

		37639				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/11/23		9/11/23		11:45				Mrs Katrina Rees		Marietta Tunay, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses IV Tazocin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		Low		None		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses IV Tazocin		 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 				 Will inform the consultants 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		9/19/23		No

		37673				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home		Bridgend 		9/11/23		9/11/23		17:00						Mrs Lynne Edmunds		patient admitted to sdmu on the 11/09/23. when checking patients pressure areas on admission, patient has a grade 2 to her left lower buttock area which was covered with a dressing. patient states she has been having wound dressed with community wound clinic. she has old pressure areas scaring to her buttock area. patient is independent in wheelchair and has no carers at home. 		patient skeletal chart updated. nurse in charge informed. skin bundle completed. awaiting to place patient on airwave mattress. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low																No

		37587				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home				9/11/23		9/11/23						Mrs Katrina Rees		Mrs Sara Morgan		Moisture damage identified between patient's buttocks in natal cleft and right buttock.
Also non-blanching grade 1s to both heels. 
Patient has been nursed on ambulance, no offload - on ambulance outside department since 16:16 10/06.
Patient reports that this damage was present prior to arrival.
Patient had been incontinent of urine and sweating on back of ambulance, therefore increasing risk of moisture-associated pressure damage. 		Skin bundle + skeletal chart completed.
Barrier cream applied to groin and buttocks once areas thoroughly cleaned and dried during skin inspection. 
Offloaded from ambulance, to F7 trolley, then to airflow mattress in Green bay to reduced risk of further pressure damage.
Heels elevated using rolled up blankets - no pillows or repose booties available on unit. 
Passport to be completed to account for pressure damage. 
Care plan for pressure damage and moisture damage completed and placed in patient's notes. 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		None		Moisture damage identified between patient's buttocks in natal cleft and right buttock.
Also non-blanching grade 1s to both heels. 
Patient has been nursed on ambulance, no offload - on ambulance outside department since 16:16 10/06.
Patient reports that this damage was present prior to arrival.
Patient had been incontinent of urine and sweating on back of ambulance, therefore increasing risk of moisture-associated pressure damage. 		all appropriate action taken				all appropriate action taken 		9/19/23		No

		37856				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Diabetic Centre or Clinic				9/13/23		9/11/23						Greeshma Sibi		Dr Richard Chudleigh, Greeshma Sibi		Patient came in Diabetes clinic on 11/09/2023. Her vital signs were satisfactory prior to clinic. She felt sick when came out of consultation room and she felt fainted and fell into the floor immediately. She vomited as well. I and the doctors checked her and she responded in few minutes. She is obese, hence I called the bed manager as porters were unable to help for the transfer. I attempted for taking vital signs. But were not successful.  Patient started talking and the bed manager came and we transferred her into the wheelchair. Bed management and the porters taken her to AMAU.  		She is obese, hence I called the bed manager as porters were unable to help for the transfer. I attempted for taking vital signs. But were not successful.  Patient started talking and the bed manager came and we transferred her into the wheelchair. Bed management and the porters taken her to AMAU.  		Accident, Injury		Slip, trip or fall		Faint/collapse		Low		Low		Low		Patient was safely transferred and admitted into AMU for assessment. No injury occurred. Diagnosed of gastroenteritis. Safely discharged in second day.		Patient safely transferred to AMU for admission and discharged in two days.				We will ensure the safely of the patient. 		9/29/23		No

		37902				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/11/23		14:15				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37682				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		morriston ae radiology		9/11/23		9/11/23		19:20						Mrs Tracey Roberts		Patient with CPO has been sent for xrays without prior warning from AE in a wheelchair , was not transferrable and had to be sent back. The xray room had to be locked out of action until it has been 4D cleaned. 		4D clean requested to the room effected, AE consultant informed about it, patient sent back to be reassessed		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Moderate																No

		37596				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		F8		9/11/23		9/11/23		08:00				Mrs Katrina Rees		Carys Wilkins		Patient is currently being nursed on a trolley on a pressure relieving topper. He will need to be transferred to a bed when available and nursed on an air mattress. He will be for regular skin check. His heels are currently elevated. An updated pressure ulcer passport will be placed in his notes. There is a hot debrief in his notes. The skeletal chart has been updated. A pressure ulcer risk assessment will also be completed on WNCR. 		Patient is currently being nursed on a trolley on a pressure relieving topper. He will need to be transferred to a bed when available and nursed on an air mattress. He will be for regular skin check. His heels are currently elevated. An updated pressure ulcer passport will be placed in his notes. There is a hot debrief in his notes. The skeletal chart has been updated. A pressure ulcer risk assessment will also be completed on WNCR. 		Pressure Damage, Moisture Damage		Pressure ulcer category 3		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		None		Patient is currently being nursed on a trolley on a pressure relieving topper. He will need to be transferred to a bed when available and nursed on an air mattress. He will be for regular skin check. His heels are currently elevated. An updated pressure ulcer passport will be placed in his notes. There is a hot debrief in his notes. The skeletal chart has been updated. A pressure ulcer risk assessment will also be completed on WNCR. 		Patient is currently being nursed on a trolley on a pressure relieving topper. He will need to be transferred to a bed when available and nursed on an air mattress. He will be for regular skin check. His heels are currently elevated. An updated pressure ulcer passport will be placed in his notes. There is a hot debrief in his notes. The skeletal chart has been updated. A pressure ulcer risk assessment will also be completed on WNCR. 				This did not attribute to our staff as it did not happen here. All further actions taken appropriately. 		9/19/23		No

		37696				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		Morriston Hospital, Ward E , bed 11		9/12/23		9/11/23		22:35						Matt Searle, Mrs Natalie Dark-Harry		Reporter details removed (see progress notes)

Patient G. normally walks using zimmer frame. Last night he decided to use crutch and start walking towards Nurses station, soon after we managed to acknowledged the mistake, patient lost footing and literally fell onto rt side of his body and rt arm. No obvious injury noted, he did not hit the head.		Patient was restless and agitated most of the night, few times even aggressive towards staff. He absconded earlier that evening and was brought by 2x security officers. Patient remained restless and agitated throughout the night and in constant risk of falls, requiring 1:1 close observation. 
Vital signs observation obtained-EWS=1, Neuro obs performed, GCS= 14-15/15. , Ward cover Dr informed and patient has been r/v. Site practitioner informed about this patient. 
Patient had then another 2-3 near misses falls and was physically aggressive toward staff members. 		Accident, Injury		Slip, trip or fall		Trip or fall over an object or obstacle		Moderate		Low														No

		37699				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest ICU				9/12/23		9/11/23		22:00				Edward Lyn Hopkin		Louise Ball, Mr Martin Nicholls		Noticed NG tube taped very close to nares wall. Removed the tape and cleaned it, noticed cut made by the pressure of the tube. 		NG taped so it does not touch the nares' wall. Pressure ulcer passport started. Tapes to be changed daily and area monitored regularly.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low		Low		Junior members of staff and high use of agency staff not checking tapes for securing NGT to nares regularly. Grade 1 Pressure ulcer developed to nares		Staff to be aware of need to monitor at risk areas regularly.
Staff to be educated on how to change NG tapes and how frequent they should be changed.
Documentation to be modified to allow staff to sign for changing the tapes and to sign for checking the nare for pressure damage.				Staff to be aware of need to monitor at risk areas regularly.
Staff to be educated on how to change NG tapes and how frequent they should be changed.
Documentation to be modified to allow staff to sign for changing the tapes and to sign for checking the nare for pressure damage.
Staff to support agency staff and explain local policy to them.		9/27/23		No

		37817				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/13/23		9/11/23		21:30				Sister Claire Williams		Laura Haynes		Patient under the age of 18 years admitted to the ward.  Patient admitted into 6 bedded area with 5 other male patients some of the patients confused.		Patents given open access to visiting.  Patient then transferred to a cubicle 12/9 when one became available.		Access, Admission		Admission of a minor to an adult setting		Acute services		Low		None		None		Patient admitted to an adult ward aged 17. Patient originally admitted into 6 bedded area with 5 other male patients some of the patients confused.
Patient had spinal injuries and at the time of admission was log roll and awaiting spinal input.
Due to the nature of his injuries it was deemed that this ward was the most appropriate ward to admit him to		Risk assessment form completed 				Appropriate measures taken to accommodate patient and the family 
Due to injury was admitted to the Ward for spinal input 		9/29/23		No

		37680				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone F4		9/11/23		9/11/23		09:00				Mrs Katrina Rees		Maria Briones		PATIENT Moisture lesion detected on the left abdominal apron fold		cream applied
datix and passport done
needs an air mattress
skin bundle updated
skeletal chart  updated		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Moderate		Low		Low		Patient admitted with generally unwell and confusion
Pas Medical History: AF. HF. HTN. Osteoporosis, Asthma, chronic back pain
Diagnosis: AKI
                    Confusion ? cause
Plan: IVI 
          hold nephrotoxics
           Ct TAP-NAD
            daily u and E's 
Social History; Walk with stick
                           Lives with daughter and son in law		Routine pressure areas check, proper drying and washing of pressure areas.
Routine barrier cream to be applied				nil		9/13/23		No

		37657				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac theatre 1		operating theatre		9/11/23		9/11/23		11:00				Mr Dean Packman		Mr Dean Packman, Mrs Gwennan Hall, Mrs Helen Thomas		I was scrubbed as a second assistant for a coronary artery bypass graft procedure. I was holding the heart for the surgeon to perform a distal anastamosis. while the surgeon was taking the blade from the scrub nurse, he managed to stab me in the outer aspect of my left forearm. The blade was immediately returned to the scrub nurse. My arm bled from the stab wound but was completely contained within my down as it is has waterproof reinforcement on the arms. I immediately left the table and performed first aid to my arm		I immediately left the table and performed first aid to my arm, encouraging it to bleed initially under a running tap but because the bleeding was slightly excessive, a compression bandage was applied. The theatre manager was present during this time and arranged for me to attend plastics trauma clinic, where the wound was examined and treated by the plastics team. I then informed my line manager and added occupational health clinic.		Accident, Injury		Contact with needles or medical sharps		During clinical application - contaminated/used		Moderate				Low				Theatre Team have discussed to see if there is anything that can be done to prevent it happening again.

Agreed to pick up as part of internal discussion within the theatre team.				Theatre Team have discussed to see if there is anything that can be done to prevent it happening again.

Agreed to pick up as part of internal discussion within the theatre team.		10/5/23		No

		37626				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/11/23		9/11/23		10:00				Mrs Katrina Rees		Kate Lewis, Maria Briones, Marietta Tunay, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		When washing patient this morning, we have noticed two grade 2 pressure sore on both Left an Right ears, this seems to be from the oxygen mask that the patient is required to wear.		Barrier cream applied to affected areas and then gauze place under oxygen mask straps to relieve pressure. Spoken to doctor looking after patient an they has said that patient still requires the oxygen. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		When washing patient this morning, we have noticed two grade 2 pressure sore on both Left an Right ears, this seems to be from the oxygen mask that the patient is required to wear. Barrier cream applied to affected areas and then gauze place under oxygen mask straps to relieve pressure. Spoken to doctor looking after patient an they has said that patient still requires the oxygen. 		Pressure ulcer developed or worsened during care in this clinical care area/caseload due to oxygen mask. Patient requiring 02 therapy with no alternative to mask. Appropriate pressure care provided. 				Nil significant. Patient requiring ongoing treatment. Pressure ulcer developed or worsened during care in this clinical care area/caseload due to oxygen mask		9/19/23		No

		37669				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 1				9/11/23		9/11/23						Janette Pua		Janette Pua		Needle lost by surgeon when operating. 		Checked Swabs, Needles and instruments. All correct except for missing needle. The needle was 5.0 prolene. Called X-ray to come and X-ray patient. Checked all swab bags, bins, drapes, shoes and floor. Needle could not be found. X-ray stated no needle found in patient. Surgeons closed after another check of swabs needles and instruments and we rechecked theatre. No needle found.		Equipment, Devices		Medical devices		Accidental damage / loss		None		None		None		SOP -37 was followed upon awareness that a suture needle was missing before closing the wound. Needle cannot be found. Surgeons closed the wound.
Re-checked theatre again, needle was found on the floor after the completion of the Datix. 		No further action				Importance of implementing the Policy
Re-checked the theatre surroundings		9/13/23		No

		37901				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/11/23		14:15				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37770				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		A6		9/12/23		9/11/23						Mrs Katrina Rees		Julius OBANA, Nerys Jones, Samantha Evans		Patient has an STDI to left buttock 		Repositioned patient 2-3 hourly. Dressing applied as it was requested by relatives. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Having reviewed the patient's skin repositioning and inspection charts from admission up until now it appears that the area is moisture associated. On admission to the ward, the patient was identified to have moisture damage to right and left buttock and sacrum. From four days after admission the area is now open, which has been identified as SDTI, but the skin inspection charts alternate with  moisture and cat2. 
The area is on her left buttock, it is not near a bony prominence. 		This appears to be open moisture damage, rather than pressure associated, as it is not above any bony prominence.  				Contact medical photography for a photo of the area, and also to ask a senior to assess alongside. 		10/3/23		No

		37754				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/12/23		9/11/23		10:30						Alison Williams, Miss Melissa Rogers, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller, Olivia Rees		patient has clinical history of adrenal insufficiency and takes oral hydrocortisone 20mg TDS. 
Stock was ordered on 08/09/23 and assumed delivered to ward, HEPMA records state medication unavailable for 2 doses on 08/06/23 and 1 dose as unable to be given. 09/09/23 - 10/09/23 6 doses reported as medication unavailable on HEPMA and night dose on 10/09/23 is noted as patient refused. 
Box of mediation located in patient locker dispensed on 10/09/23.
As a result the patient missed a total of 9 doses and fell into Addisonian crisis becoming clinically unwell and requiring IVI and IV antibiotic treatment.  		Medics notified of change in clinical presentation and NOK confirmed symptoms of Addisonian crisis 
Box of mediation located in patient locker dispensed on 10/09/23, unable to locate medication dispensed on 08/09/23
duty of candour enacted and discussion held with family 
repeat bloods taken 
patient on hourly observations 
discussion held with pharmacy 
additional warning of critical medication added to HEPMA and handover sheet 
		Medication, IV Fluids		Administration errors		Delayed administration		Moderate		Severe														No

		37642				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/11/23		9/11/23		11:58				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 2 doses PO Doxycycline. 		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 2 doses PO Doxycycline. 		patient missed 2 doses of oral antibiotic which were reviewed on Monday and carried on, she was provided 2 additional doses on discharge  				doctors to review prescriptions prior to weekend 		9/13/23		No

		37676				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/11/23		9/11/23								Amy Payne, Cerys Evans, Mrs Dayana Francis, Mrs Judy Terry, Resmi Michael, Robert Zaiz, Toni Davies		Upon checking patient pressure areas after giving him a wash, there is an open area noted on the sacrum area (looks like grade2 pressure ulcer)		I cleanse the area and kept it dry, regular skin check and repositioning done. Skin bundle updated online. patient is already on pressure relieving mattress (autologic).  Nurse in charge informed.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low				-Admitted on the 1st of September to ED with Left sided weakness, Chest pain and D&V. 
02.09.23 - Transferred to SMDU on the 2nd of September under Vascular team for ?occlusion to left femoral artery. 
Nursing documentation describes patient's buttocks as intact, but red and blanching. Skin bundle states patient is mobile and self caring. 
03.09.23 - Loose stool documented on bowel chart. No evidence skin bundle updated or patient being repositioned. 
04.09.23 - Patient repositioned twice at 11:05 and 19:37. Skin bundles state sacrum and buttocks as 'blanchable redness that persists.'
05.09.23 - Incontinence of loose stool documented. Patient skin bundle updated seven times (00:50, 02:07, 03:38, 07:12, 09:30, 16:15, 22:30), however patient position unchanged (sat up in bed). 
Moisture damage to scrotum noted ( No evidence of DATIX or passport in place).
06.09.23 - Further episode of loose stool. Skin bundle updated five times (02:30, 08:10, 13:40, 18:38 and 21:30), however patient position unchanged (sat up in bed). 
07.09.23 - Skin bundle updated at 04:24, 09;41, both state patient remains sat up in bed. 
08.09.23 - Nursing documentation stating skin has been seen however no skin bundle to support this. 
09.09.23 - Transferred to CCU - Skin bundle updated on arrival states that buttocks red and blanching. 
10.09.23 - Transferred on to an air mattress - no skin bundle updated throughout the day. Patient declined barrier cream. 
11.09.23 - Reported G2 to sacrum (DATIX 37676) 
12.09.23 - Skin bundle updated regularly - Allevyn dressing applied. 
13.09.23 - Patients clinical condition improved considerably and patient now mobile, able to transfer to chair and reposition himself as required   
14.09.23 - Skin bundle and nursing documentation updated - Pressure ulcer now healed. 

PMH : CVA (2022),  T2DM (Poorly controlled) Recent HbA1c 151, Diabetic Retinopathy, Right below knee amputation, Heart Failure (EF 35%), CKD stage 4 ( Non compliant to fluid restriction set by renal team), IDA.

Patient has multiple core morbidities which could affect skin integrity. Patient has T2DM which is poorly controlled, medical notes state that blood glucose is always >15mmols. This is reflected on blood glucose monitoring during admission and patient requiring variable rate insulin infusion for 24-36 hours.  Right lower leg amputated due to poor management of Diabetes. 
Patient is known Heart failure, admission to CCU was for treatment of acute pulmonary oedema, patient continuously sat upright in bed due to low Sp02 and severe shortness of breath. Medical documentation notes patient oedematous to lower limb.

 
  
										No

		37651				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Assessment Unit		Room 1		9/11/23		9/11/23		09:00				Mrs Katrina Rees		Carys Wilkins		G2 found on sacrum 1cm x 2mm on checking skin.		 patient encouraged to walk about or lay on her side, is fully compliant. Patient stated she was laying on a hard recliner in Morriston Hospital for several hours yesterday. Cream applied. Ward sister informed. Documented in WNCR.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		None		G2 found on sacrum 1cm x 2mm on checking skin.		G2 found on sacrum 1cm x 2mm on checking skin.				This did not attribute to our staff as it did not happen here. All further actions taken appropriately. 		9/19/23		No

		38026				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU				9/15/23		9/11/23		14:50						Joanne Noble, Mr Edward Brown, Mr Kamran Mohiuddin, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Vaughan Davies		Patient attended wound clinic after discharged from Hospital09/09/23, under vascular.  the patient stated he was discharged with antibiotics and was given the option of amputation but declined. The patients wound has deteriorated further and no communication from Vascular, nothing documented on the discharge summary on welsh clinical portal regarding patient plan going forward. This has caused a risk to the patient
the patient is in risk of:
- delay in treatment 
- patient not being escalated for senior review 
- not receiving appropriate care
- not receiving medical review in a timely manner
- Increased risk of duplication of work
- potential harm as delay in treatment. 		Escalated to clinical lead
Escalated back vascular		Communication		Communication issues		Inadequate handover of care		Low		Low		Moderate		Timeline of patient:
28/07/23-Patient discharged after successful angioplasty under the vascular team.
03/08- Emergency admission due to leg pain and angioplasty wound has de-hissed. Tx IV abx.
04/08-Drs state angioplasty has now failed-5th toe amputated.
07/08- Dr explained to patient that he has three options - 1. reattempt angioplasty; 2. illeoprost ivi; 3. below knee amputation.  It was agreed by the patient and doctors to try illeoprost infusion in order to save the leg.  This continued until 18/08.
18/08-  Although some improvements were seen to the leg, Dr advises amputation.  Wound monitored until 21/08.
21/08- Pt chooses to go home.  Doctors arrange follow up in clinic in two weeks time.  District nurse to monitor and dress the wound in the meantime.  This was arranged by discharging nurse.
08/09- Patient readmitted acutely with pain and non healing wound.
09/09- Patient given option of amputation but refused.  Dr prescribed 7/7 fluclox orally as a take home medication.  District nurse to continue daily dressings.  Vascular team to review in clinic 10 days.  Doctors have documented that patient is at risk of losing a limb. Patient still chose to go home and was given worsening advice.

		Patient has full mental capacity and made the decision to be discharged on antibiotics rather than amputate the leg.  The patient did receive two further forms of treatment when in hospital and was referred to a wound clinic for a follow up.  Also discharged with antibiotics and follow up by district nurse had been arranged.  Vascular team also arranged to see patient in clinic 10/7.
Await further input from vascular clinician on medical advice and dals.				From a nursing perspective they had carried out all their duties for this patient.  Await vascular input.				No

		37654				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/11/23		9/11/23						Rachel Newton		Claire Herbert		Both the night and day allocation books for the time period between 20th July and 3rd September are missing. 

This effects traceability of staff working in clinical areas. 

Answering complaints and tracing members of staff to provide written accounts of incidents will now not be possible. This also effects tracing staff that have come in to contact with patients that pose an infection control risk. 		Escalated to the department matron. 

Search of the department completed. 

Allocate and patients notes used to track patients for infection control purposes. 		Records, Information		Healthcare record		Documentation missing		None				Low		Books are used in multiple areas of the department.
Searches undertaken and books unable to be located.
New books used - all staff remined of importance of keeping books in central area and returning to nic once used.
NIc to ensure that books are handed over at the end of their shift to the next shift in charge nurse  		Books are used in multiple areas of the department.
Searches undertaken and books unable to be located.
New books used - all staff remined of importance of keeping books in central area and returning to nic once used.
NIC to ensure that books are handed over at the end of their shift to the next shift in charge nurse  				nil		10/2/23		No

		37900				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/11/23		23:09				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37695				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		Y 3		9/12/23		9/11/23		20:00						Natasha Pearson, Niamh Parry, Mrs Sallyanne Greenfield		On skin check - moisture lesion to natal cleft (around anus) was observed. 
measured 2x3cm 
Patient incontinent of both faecal and urine.
patient been having type 7 stool
skin very vulnerable to breakdown
		Dermex barrier film applied 
regular skin checks 
nursed on air mattress 
stool sample sent - awaiting result 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		37761				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/12/23		9/11/23		12:00				Holly Robinson		Bessy Howell, Ms Sarah Yeap		decision made to admit 3 female patients into the male bay due to stroke patients requiring stroke specific beds.		Consent gained from female patients before being admitted into male bay		Access, Admission		Access to services or admission delayed		Access to admission delayed		Low		None		Low		Only male beds available on ward and only female stroke patients needing beds		Decision was taken to allow a mixed bay as the patients all required stroke specific care. The next day 2 of the 3 patients discharged and the third absorbed into a female section.				To ensure adequate patient flow through the ward when possible.		9/19/23		No

		37675				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 3		breast surgery		9/11/23		9/11/23		11:10						Miss Pamela Olsen Vetland, Ms Rita Chohan, Sarah Cole, Sister Rhian Medwell		Patient was undergoing Left mastectomy with implant, consultant surgeon preparing implant with Braxon on separate sterile field meanwhile the registrar was preparing the left skin flap and asked for irrigation the consultant said chlorhexidine, I the scrub nurse questioned asking do you want antiseptic betadine and the reply from the consultant was "same chlorhexidine we used for prep", which was 2% alcohol. The registrar poured this into the left breast cavity and used 9x9 swabs to dry the area and proceeded to cautery to stem bleeding points. 
At this point I heard the registrar say it's getting warm and quickly removed the left hand side drape, when this was removed caused flames and smoke. This was extinguished immediately.
Cold water was poured on the affected area and the consultant and registrar from plastics were requested to see the patient immediately and the scrub team were instructed to pour sterile cold water for 20 minutes nonstop.		As per instruction from plastic team first aid sterile cold water for 20 minutes and cover with double jelonet dressing at the end of procedure.		Accident, Injury		Burns or scalds		Contact with cold surface/liquid		Moderate		Moderate														No

		37629				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		By front doors of ward. 		9/11/23		9/11/23		07:45								Patient entered ward to have a complex right TKR. On arrival all patients require weighing pre surgery. I offered to help the patient but she stated that she did not need any assistance to get onto weighing scale. Patient stood on scale and began shouting out. She had attempted to steady herself on the wall and did not realise that she had put x2 fingers on her right hand into the kitchen door frame. Previous to this a porter had entered the kitchen and the door was closing as she put her fingers in the frame causing x2 of her fingers to jam, one finger had slight bruising around the nail bed, the other was bleeding from the nail bed and also had slight bruising. Patient said that although it hurt when they jammed she did not have pain afterwards. Was able to move fingers with no issues. Requested a dressing was put on the finger that was bleeding. 		Patient assisted down from weighing scale and mobilised to bed side. Patient said that they did not hurt after the accident and requested a dressing for the bleeding finger. 		Accident, Injury		Contact with object or animal		Fixtures and fittings		Low				Low		Patient stood on scales and used door frame to steady themselves, as a result fingers became trapped when door operational.
Small haematoma to two fingers of right hand		Poor positioning of weighing scales within the department, no grab/stabilising rails in situ in the location of the scales Weighing scales moved to opposite side of corridor to allow patients to use hand rail to steady themselves when stepping on to scales.				Weighing scales moved to opposite side of corridor to allow patients to use hand rail to steady themselves when stepping on to scales.				No

		37592				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Blue 1		9/11/23		9/11/23		05:55				Mrs Katrina Rees		Carys Wilkins		Patient has a skin split moisture damage on the sacrum, has been documented on skeletal chart but no passport in place, unsure if datix has been submitted.		Hygiene needs met, pads changed as needed, applied barrier cream, already on air mattress. Patient is mobile, encouraged to turn side to side to alleviate pressure on the area.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None		Patient has a skin split moisture damage on the sacrum, has been documented on skeletal chart but no passport in place, unsure if datix has been submitted.		Patient has a skin split moisture damage on the sacrum, has been documented on skeletal chart but no passport in place, unsure if datix has been submitted.				Ensure areas are washed, dried and creamed appropriately. 		9/19/23		No

		37641				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/11/23		9/11/23		11:52				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses IV Flucloxacillin. 		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses IV Flucloxacillin. 		therapy was to be discontinued but not stopped prior to suspension 				review of medications prior to weekend 		9/13/23		No

		37715				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/12/23		9/11/23								Mrs Tracey Roberts		Patient 2 bloods taken at approx 1am; haematology results suggest acute leukaemia and film referred to haematology consultant. Patient 1 bloods taken at approx 4am, lab rejected due to failed delta check and possible wrong blood in tube. Repeat samples taken on patient 1 at approx 8am, biochemistry results all released but haematology results suggest blood in tube was from patient 2 (FBC suggested acute leukaemia). Noted that high troponin (900+) released on patient 1. A&E informed at approx 9.30am and repeat bloods requested. Noted that patient 2 taken for CT angiogram at 11am, ? based on troponin result and clinical presentation.		Clinical scientist spoke with doctor in charge in A&E to explain issue at approx 1.45-2pm. Repeat bloods arrived at approx 2.30 - 3pm. Revealed bloods from patient 2 correct (acute leukaemia) and bloods from patient 1 were from patient 2. All results from morning samples rejected by laboratory and amended report sent out. Patient 2 diagnosed with likely acute leukaemia but also noted that troponin must be high in this patient, not patient 1. Repeat troponin on patient 2 was high (borderline normal in patient 1, not high). D-dimer taken on patient 2 at 5.30pm was >20,000.		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Diagnosis issues		Low		Low														No

		37707				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/12/23		9/11/23		16:30				Beverley Guy		Beverley Guy		Patient waited in excess of 1 HOUR to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
 regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/12/23		No

		37684				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		Bed Area		9/11/23		9/11/23		21:10						Mrs Caroline Morton, Mrs Hilary Thorne		On checking patient pressure areas noticed intact blister on left heel.

		Patient's foam mattress changed with nimbus mattress. Both heels off loaded on a pillow.
		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37719				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		6 bedded section		9/12/23		9/12/23		10:00						Miss Louise Horton, Mrs Phylippa Thomas-Dyer		Phone call to say that patient is clostridium difficile positive is nursed in 6 bedded bay where other patients are also covid positive 
Unable to move patient in to a cubicle as there are patients in there who also require to be isolated 		This has been highlighted to matron and site manager no available cubicles within the hospital 
Advice taken from infection control datix completed and 6 bedded ward isolated all barrier nursing precautions taken 		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low														No

		38051				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Unknown		9/15/23		9/12/23								Karen Thomas		15/09/23 - Corporate Safeguarding Team received email from Neath Port Talbot Adult Safeguarding Team. Adult at risk referral submitted by ED staff.  When NPT LA contacted patient, he stated he had not attended hospital recently and did not live alone.  NPT contacted ED and were advised patient had attended and was discharged on 13/09/23.  NPT asking to check patient details.
Checked WPAS & ABMU Portal - can see previous Datix been submitted for wrong patient details (ID 37878).  Safeguarding referral was not mentioned on this record.
In summary, incorrect patient details submitted on an adult at risk referral.  Local Authority have contacted this person who has said they have not attended hospital and denied details in form.		Checked WPAS - can see correct patient is on AMU, Morriston.  Called and spoke with Nurse in Charge - confirmed is correct patient.  Informed her of concerns and advised that staff need to liaise with local authority prior to discharge.
Called ED NIC - aware of mix up but unaware of safeguarding referral not being corrected.  She will speak to reception staff in case any calls about this.
Spoke to ED Matron - as above, unaware of safeguarding referral.
Email sent to NPT Safeguarding Team - gave correct patient details and advised of location, contact details for ward.		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information inappropriately divulged		Low																No

		37908				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		03:52				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		38188				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		section 4 bed 6		9/18/23		9/12/23		11:00						Mrs Caroline Morton, Mrs Hilary Thorne, Eloise Slee, Alison Williams		Written in retrospect, patient informed nursing staff that he mislaid his glasses that was purchased 14/9/23.
Despite looking in all areas spectacles not found		Family aware of loss and advised to bring in copy of receipt to reimburse spectacles. The patient relies on the glasses to enable him to be independent		Infrastructure (including staffing, facilities, environment)		Security - Property		Theft/Missing/Loss of patient/service user's property/money		Low		Low														No

		37733				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		toilet		9/12/23		9/12/23		13:15				Mrs Carys Walters		Miss Louise Horton, Mrs Phylippa Thomas-Dyer		walked to toilet using zimmer frame unsupervised
Found laying on floor
Patient stated that he "hit " head on frame of toilet same not witnessed
Floor dry suitable footwear worn		Checked for any injuries nil apparent returned to bed neurological observations recorded pupils equal and reacting to light other observations within normal limits 
Blood sugar 6.1 mmols 
Moving all limbs
ECG performed 
Dr informed seen and examined by Dr no apparent injuries noted 
Record observations 15 minutes for one hour then if same within normal limits may discontinue
Wife has been informed 		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		None		Low		None		Patient admitted to ward with intermittent psychotic episodes with hallucinations and paranoia. Known parkinson on critically timed medication. Patient is mobile with a frame with supervision however, the patient will often try to mobilise without a frame and unsupervised.
Patient had walked on this occasion without the supervision of staff to the bathroom where they had fallen. On speaking to the patient, it is documented that the patient had attempted to open the toilet door whilst holding a frame and lost balance. This resulted in a fall. Patient had stated that they had hit their head on the door frame.
 Staff examined patient for evidence of harm and no injury was noted. Patient assisted onto feet and supervised back into bed. Falls policy followed and neuro observations were completed. Medical team reviewed and documented that there was no need for a CT scan and for neuro observations to be discontinued. Patients' next of kin informed. Risk assessments updated and patient reminded not to mobilise without assistance.		Falls policy followed. No injury to named patient however, the need for continuous supervision for this patient has been highlighted and shared with staff.				Importance of falls risk assessment and the risks for those patients whom are mobile but unsteady on their feet.
importance of the falls policy and re assessing patients' following a fall		10/9/23		No

		37756				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/12/23		9/12/23		17:13				Karen Thomas		Rachel Newton		when  checking patients pressure areas moisture damage was found to sacrum, apron and under breasts. 		washed and dried areas.
skin bundle and skeletal completed.
Advice on how best to manage.
ir1 & passport completed.
		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None				Moisture damage pre hospital patient attended with same 
All appropriate nursing care undertaken 
Patient nursed on pressure relieving equipment 				as above		9/13/23		No

		37779				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Negative Pressure Room		9/13/23		9/12/23		20:00						Dr James Barry, Dr Kirsty Dickson Jardine, Dr Rhodri Edwards, Mr Mark Poulden		Patient pre-alerted by WAST. WAST initially contacted CCU - verbal report from crew of "it's not a STEMI, but ischaemic changes, so go to A&E". Patient arrived approximately 2000. Obvious diaphoresis and significant distress. Initially, and continued, to be mostly managed by ED ST3. Reporting registrar offering senior/logistic support. No resus space initially available. Suspicion from senior registrar of acute LVF (he just looked like it), clinical observation of pitting oedema to knees. General appearance of peri-arrest. Urgent space sought, only available was negative pressure room (NPR hereonin). Portable USS ready to establish if fluid in lungs to confirm suspicion of acute LVF. NPR was available quicker than USS, so patient moved. Once transferred onto trolley in NPR, bedside pulmonary USS revealed florid pulmonary oedema with effusions bilaterally (more than 10 A-lines per anterior pulmonary window); no blatant pneumothorax observed. Defib pads on monitoring showed notable ST depression on lead 1. Senior registrar was aware of no CPAP delivery masks in department as was already used by Red Resus bay 1. Stat decision to use Waters circuit with APL valve shut to deliver equivalent of positive airways pressure. Stat delivery of 80mg furosemide IV. Unable to cycle BP cuff to get BP but bounding pulse - decision made by EM Staff Grade and EM ST3 to draw up GTN infusion, shortly after supported by duty ED consultant. Patient appeared to be tolerating Waters circuit mask delivery. Sats on 15L non-rebreathe of 60%. Slow climb with Waters circuit. Portable CXR, with EM ST3 lead-gowned, confirmed florid pulmonary oedema. Eventually reached 78% at 2045 hours, and became less clammy to facilitate 12-lead ECG. Electrodes required taping on. x2 EM Staff Nurses present until ECG done. Staff Grade and ST3 agreed - Sgarbossa's criteria met - authorised STEMI call. Sats 85% (15L, APL valve locked shut i.e. 60cm3 water pressure), BP ~175/95, patient moving air better in respiration. 
2055: Day shift Cardiology Registrar ?ST6 arrived. Did not examine patient, history given by EM ST3 - contemperaneous and concise in opinion of Staff Grade. Non-committal noise made by ?ST6, voiced "this isn't a STEMI, this is more LVF, I'm going to handover, he needs Anaesthetic Cover to come to us, I'll send the night person down". Staff Grade left at this point to update duty Consultant of possible failure in process of care, on return to NPR, was told by remaining ED Staff Nurse "she's told me to take a photo of the ECG, WhatsApp it to her phone, but told me that she couldn't do it, because her phone was dead. She also said the STEMI on the table is going to take 90 minutes anyway". When Staff Grade questioning what was the point, Staff Nurse replied, "she told me she's going to find a charger on the way upstairs, but unless magic is involved her phone still won't be on". Nurse in Charge made aware - advised Staff Nurse with Staff Grade present of Clinical Governance breach - recommended Datix.
2140: no specialists returned, day or night, EM ST3 still holding Waters circuit clamped to patient's face. Suggested by EM ST3 "whilst my hand is fine, this isn't a long-term solution, and he can't stay here forever". Call by Staff Grade to ITU 3rd on: explained that the patient's case was not just a question of capacity, but also because the EM Staff Grade felt that an opinion from "a heavy weight like Intensive Care might carry more weight than the apparently-unqualified opinions of 2 EM registrars". ITU reviewed. ITU 3rd oncall spoke to Cardiac Anaesthetist - no referral made from Cardiology. Details given to Cardiac Anaesthetist by ITU.
2152: call made to night Cardiology Reg ?grade asking if she was aware of patient. Was told to Staff Grade via telephone "she's just here now, she's desperate to get home, she's just handed him over". Asked night Cardiology Reg what was to be done, I overheard day Cardiology Reg say something, [personal opinion] sounded condescending/derogatory, was told by night Cardiology Registrar "did you hear that?" Staff Grade told night Cardiologist "obviously not because it wasn't said down the line". Night Cardiology Registrar replied "the interventional consultant has said we'll put him on the table, but he needs Anaesthetic Cover". I asked the Cardiology registrar exactly what she means by 'Anaesthetic cover'. Told by Cardiology registrar "I'll come down".
Updated EM duty Consultant, was told by EM Consultant "since when does handover take precedence of an acutely unwell patient?" Staff Grade voiced agreement.		Staff Grade returned to NPR ?update ~2230. EM ST3 STILL holding Waters circuit, ODP seen leaving NPR, x3 Anaesthetists in with EM ST3. Cardiology registrar seen outside NPR by computer in Red Resus.
Later discussion with EM ST3, after he'd been holding a Waters circuit for over 2 hours: rapid sequence induction and intubation in NPR. Left department at ~2255 to 2300 to go to Cath Lab.
Heard over Cisco phones "Cardiac Arrest  - Cath Lab" approximately 2300-2340. Informed by EM Staff Nurse (present throughout patient's journey) that call was for patient for whom this Datix is. 

Multiple sources of concern: delay in access to appropriate specialty, perceived obstructiveness of receiving specialty, delay in handover from day specialty to night specialty, delay in involving additional specialties by initially referred specialty, delay in definitive care to patient, violation of clinical governance by using WhatsApp to send patient details (why wasn't the ECG taken by the specialty/photocopied/transmitted using a secure app like FastECG?), delay in definitive care possibly leading to sub-optimal outcome/poor patient experience from patient journey.		Access, Admission		Access to services or admission delayed		Delay - Inappropriate allocation of resources		Severe		Severe														No

		37859				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Fracture or Orthopaedic Clinic				9/13/23		9/12/23		10:30								Patient   attended  OPA in fracture clinic area in NPTH from ward D NPTH, notes sent with her for OPA. Notes not returned with patient.		Ward area checked and searched. I went to fracture clinic and asked for notes. They had been returned to medical records despite patient currently an in patient on ward D NPTH. Contacted medical records one set on notes there and delivered to ward D.  On reviewing notes number 2 brought to ward not current notes. medical records contacted and they are currently working through 14 trollies of medical notes to find current one for patient		Records, Information		Healthcare record		Documentation missing		Low																No

		37702		166674		Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		WARD D  Section 7 bed side		9/12/23		9/12/23		05:00						Miss Louise Horton, Mrs Phylippa Thomas-Dyer		At 05.am patient was found on floor by sitting on floor .Patient had unwitnessed fall noticed .Patient   have no pain noticed .Patient told that  she had rolled  to the side of the bed.		Checked all over the patient.Observations done.Neuro observations taken,No bruises noticed.No redmarks not seen.Oncall doctor informed.Transefered safely to bed by 2 staff assistance.No pain noticed.GCS15/15.
Both hands and Legs are moving well.
Seen by oncall doctor at 05.15am.
Advised to do ECG.,CONTINUE Neuro observations hourly.
ECG done ,R/v BY  oncall doctor.No changes from old ECG 		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		Low																No

		37775				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward				9/12/23		9/12/23						Mrs Caroline Riseley		Emma Walsh, Mr David Steel, Mrs Melanie Davies		Patient presented to ward in preparation for surgery tomorrow (13.9.23). Considerably dry eschar areas noted on both heels and patient's big toe on right foot (related to PVD). Wounds are being dressed by district nurses in community.
Previous healed moisture lesion to buttocks (11/8/23)
		Skeletal bundle completed
Heels offloaded with pillows
		Pressure Damage, Moisture Damage		Unstageable pressure ulcer		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		None		Patient admitted to the ward area with this and usually under the care of the district nurses.		No further harm cause to patient pressure areas, patient discharged home and  back to community care the following day post surgery.				appropriate action taken and referred back to DN team		9/28/23		No

		37755				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)		section 1 bed 2		9/12/23		9/12/23		09:00						Miss Cleo Purchase, Morag O'gorman		When changing his sacral and buttocks dressing, superficial broken area noted on the back of R thigh.		dressing applied, positioned on his side and advised to stay in bed to offload his bottom. Has been staying in chair day and night due to shortness of breath. Pressure relieving mattress and cushion in place.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low														No

		37709				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Green Bay		9/12/23		9/12/23		09:25						Claire Herbert, Rachel Newton		When performing skin check noticed grade 2 skin loss to circular area below sacrum		Nurse in charge made aware, moved to chair with foam pad. Emergency department is way over capacity so no trolley available yet but will move to trolley as soon as possible. Patient encouraged to move and change position regularly. Skeletal chart completed and skin bundle commenced.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		37692				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home				9/12/23		9/12/23						Karen Thomas		Rachel Newton		patient no offload patient has moisture damage to sacrum area 		pressure relieved barrier cream applied patient warm and comfortable 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low				patient attended dept with pre existing moisture damage
All appropriate advice given to patient and encouraged regarding same
All nursing care given 				as above		9/13/23		No

		37752				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Plastics Outpatients				9/12/23		9/12/23		15:00				Miss Victoria Davies		Delyth Levi, Mr Ian Malin		Patient attended consultant led OPA via ambulance transport (stretcher) accompanied by daughter.
Consultant requested re-dressing of left lower leg following out patient procedure. 
On examination, query pressure damage identified to outer aspect of left lower leg. Intact discoloured skin. 
Patient and daughter unaware of any concerns and states first time in identifying this area of concern.
At rest patients leg naturally falling to left side with obvious pressure to this area of the leg. 
 		Query pressure damage identified.
Medical illustration requested and consented to.
SpR reviewed and impression pressure damage
Pressure area care discussed,  patient requires assistance with all care needs and is hoisted. Has carers 3 times daily with twice a week district nurse input. Pressure relieving equipment in place. States pressure areas checked regularly with no concerns identified.
District nurse team informed - district nurse team to review and assess tomorrow. District nurse to assess all pressure areas.  
Datix completed
 
 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Low		None		Low		Unexplained pressure damage to left lower leg.		Difficult to determine how skin damage was caused.
Patient and relatives were not aware of damage to skin.  Skin damage concealed under leg dressing.
Patient is hoisted at home and arrived on an ambulance stretcher.				Appropriate action taken in department during appointment		9/20/23		No

		37898				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3		During operation in theatre 3		9/14/23		9/12/23								Allison Powell, Carl Jenkins, Mrs Deborah Fountain, Ms Lori Bissmire		Patient came to theatre for a split thickness skin graft on plastics trauma list. 
Electric Dermatome malfunctioned and caused a full thickness thigh wound which was washed and stitched with a 4-0 Vicryl suture and dressed appropriately. Another dermatome was opened and surgeons proceeded with the operation as planned. 
Dermatome reported to HSDU and request for it to be fixed and removed from circulation. 		Would washed and sutured using a 4-0 Vicryl. 
Dermatome reported and request made for it to be fixed and removed from circulation. 
Morriston hospital electric dermatome zimmer phase 4 80045052333000794		Accident, Injury		Contact with needles or medical sharps		During clinical application -  clean/unused		Moderate						MH Electric Dermatome - Zimmer Phase 4 (1007286) was introduced on the 1st October 2008. This particular dermatome was removed from circulation on the 15th September23 and sent for repair on the 18th September 23. 
HSDU are not directly responsible for the periodic servicing and maintenance of these devices.
										No

		37909				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		02:45				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37766				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 4		Theatre 4 Neath Port Talbot Hospital		9/12/23		9/12/23		11:30						Miss Cherri Douglas, Miss Mollie Kearns, Mr Jonathan Mark Lewis-Russell, Mrs Julie Rees		Elective procedure for transurethral resection of bladder tumour for suspected cancer. Due to patient body habitus, it was difficult to reach the bladder tumour with a regular resectoscope. Long resectoscope required but not available at Neath Port Talbot Hospital. The bladder tumour started to bleed, unable to stop it with a regular resectoscope. Operation converted to laparotomy and open cystotomy to stop the bladder bleeding. If a long resectoscope was available, a laparotomy would have likely been avoided.		As above.
Patient informed that long resectoscope not available.
Datix completed.
Case will be reviewed at Morbidity and Mortality meeting.		Equipment, Devices		Medical devices		Lack of availability of medical device		Moderate		Moderate														No

		37694				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		bay C2		9/12/23		9/12/23		04:30						Julius OBANA, Nerys Jones, Samantha Evans		Brian had an unwitnessed fall
According to him he was using bottle, and when he finished using bottle he didn't sit properly on the bed
he slipped and fell down.
		Brought him back to bed, no obvious injury noted
He said he didn't hit his head but he hit his shoulder and back
Neuro observation has been commenced
Blood sugar monitored
Dr has been informed		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		Low		Low														No

		37912				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		01:17				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available,		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/14/23		No

		37763				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Green Bay		9/12/23		9/12/23		16:00				Karen Thomas		Rachel Newton		Patient was assisted with personal hygiene and repositioining. Found to have severe moisture lesions to both groin areas. 
		Skin bundle in situ and regualr repositioning completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				Moisture damage present on admission 
all appropriate nursing care undertaken
All advice given to patient 
Patient nursed on pressure relieving equipment 

				as above		9/13/23		No

		37691				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		ITU - SOUTH BED 1		9/12/23		9/12/23		02:00						Coca Sewell		Actrapid infusion discontinued. Aspirated and flushed. After few minutes noticed blood flows out of octopus port. Approximately 100mls blood loss.		Blood pressure and heart rate was stable. Doctor's informed. Urgent ABG, FBC and group and save blood sample taken and sent.		Equipment, Devices		Medical devices		Failure of medical device		Low		Low		Low		Octupus line failure which caused blood loss to patient.		Octupus failure caused the patient to bleed out. 				Always clamp the octupus if not in use. 
We will treat the bionectors the same way - clamp CVC if not in use. 				No

		37906				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		12:55				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37903				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37820				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Pathology Department		9/13/23		9/12/23		07:00				Mrs Katrina Rees		Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Rebecca Bowers, Mrs Sara Morgan		Patient samples repeatedly being sent via the POD system from this location without the use of the carriers and causing the system failure for the entire hospital for long periods of time. Engineers have been called multiple times to determine where the specimens and request forms are in the system. Some of these specimens were too damaged for the laboratories to process and are a biological hazard to all users when they leak in the system and cause unnecessary delays to patient test requests.
The system downtime has a significant impact on the entire hospital including the Emergency departments whilst the system has to undergo decontamination procedures. 

 		Specimen was collected on the ward at 4am and placed in the system without a pod carrier shortly after. System fault occurred at 7am 12/09/2023. Engineer located sample 13/09/2023 at 11.40pm, system operational again at 12:40pm.
Previous occurrences were 05/01/2023 and 12/05/2023, both specimens sent without a carrier.		Equipment, Devices		Non-medical equipment		Equipment use error		Low				Low		failures to send biological samples in appropriate carrier to laboratory. delays in processing, patients treatments etc		not all staff fully aware of operational use. 				delays in samples being processed, resulting in delay in potential treatments of patients within hospital		9/26/23		No

		37731				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Same Day Emergency Care (SDEC)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home		40 Gwalia Crescent Gorseinon		9/12/23		9/12/23		09:11						Dr Rhodri Edwards, Dr Stephen Greenfield, Mrs Rebecca Bowers		Pt has been experiencing chest pain for 1 week. 
Attended Acute GP Unit in Morriston hospital yesterday (11/09/23). Discharged home 
Recent investigations in the department for ?PE demonstrate raised troponin (100>). No further PE investigations and no repeat troponin. (Welsh Clinical Portal)
This AM pt experienced worsening chest pain and had a cardiac arrest at home. 
Successfully resuscitated by WAST & EMRTS and transferred to Primary Percutaneous Coronary Intervention for ST-Elevation Myocardial Infarction treatment (circumflex occlusion). 		Resuscitated > PPCI 		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Failure to diagnose (missed diagnosis)		Catastrophic / Death		Severe				A Significant Case Review meeting was held on 19/09/2023. It was agreed that the reported incident reached the trigger for both a National Serious incident notification and a Duty of Candour.										No

		37905				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		09:19				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		 The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37911				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		00:13				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/14/23		No

		37808				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Burns OPD		room 3		9/13/23		9/12/23		10:30						Mrs Louise Scannell		Patient needed a forehead laceration head glued. 
Covered the eye below the laceration and glued head.
Patient very mobile and glue somehow managed to go into opposite eye which made the eye difficult to open.
Soaked glue off with warm water.
Medical review of eye - nil evidence of glue in eye		medical review		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure wrong or inappropriate		None																No

		38335				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre Stores		CSSD		9/20/23		9/12/23		08:42						Mrs Deborah Fountain, Carl Jenkins, Allison Powell, Ms Lori Bissmire		Upon unloading the 1st delivery today  I found holes un this tray its gone through the 3 layers.

NEATH NEXGEN FEMERAL INSTRUMENTS AND TRIALSSET 2      (10)     1039529.		Informed HSDU at SH and tray sent back on next delivery.		Equipment, Devices		Medical devices		Damaged Packaging		None																No

		37787				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / West Renal Unit		Renal West		9/13/23		9/12/23								Sister Debbie Hopkins		Patient admitted to ward from home. Has intact redness to buttocks and 2 x small black areas to both heels which are long-standing. Skin is very vulnerable and already has 2 broken areas of skin to her right buttocks and one on mid back area. 		Patient already nursed on nimbus mattress. Regularly repositioned and heels offloaded. To continue monitoring for further breakdown.		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Low		None														No

		37744				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		green zone bed 4		9/12/23		9/12/23						Mrs Katrina Rees		Carys Wilkins		on washing patient right heel blister present have off loaded his bheels		off loaded heels 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Moderate		Low		None		on washing patient right heel blister present have off loaded his heels		on washing patient right heel blister present have off loaded his heels				This did not attribute to our staff as it did not happen here. All further actions taken appropriately. 		9/19/23		No

		37910				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		05:33				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/14/23		No

		37747				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/12/23		9/12/23						Mrs Katrina Rees		Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Contacted the ward & informed the doctor that the patient had missed 24 hours of Co-Trimoxazole. The doctor stated they were looking to stop the antibiotics so I asked if they could be discontinued on HEPMA to reflect this.		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		None		Patients antibiotics were for review, medics were informed by hepma and antibiotics were reviewed.		Medics to review antibiotic within th etime frame				Medics to review antibiotics within the allocated time frame		9/19/23		No

		37933				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		08:00						Karen Thomas, Laura Servello, Miss Kate Graham, Sarah John		Patient was admitted under wrong demographic identity. On 12/09/23, patient was transfused with 1 units Red cell unit. On 13/09/23, another bag of Red cell unit was issued. However during the patient identification before transfusion, patient claimed to be under different identity. Therefore the 2nd red cell unit issued on 13/09/23 was wasted on the ward as it was exceed more than 30 minutes in room temperature. Phone call received from the ward to inform the lab about mismatch of the patient.		Ward informed to provide 2 group and save samples under the correct demographic identity. Transfusion practitioner was informed next day. 		Treatment, Procedure		Blood / plasma products transfusion		Wrong patient identity		Low		Low														No

		37907				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		20:30				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		38036				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/15/23		9/12/23		00:00				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Escherichia coli has been identified from a blood culture sample obtained on 12/09/23. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.” 		Referred to clinical team and ward to review and investigate		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Moderate		Moderate		Escherichia coli has been identified from a blood culture sample obtained on 12/09/23
Admitted on 12/09/23 following fall and long lie at home 
PMH; COPD, asthma, sleep apnoea, bilateral leg ulcers 
Treated for Cap, AKI, AF, Ecoli 
+ve blood cultre on 12/09/23 - Ecoli 
Transferred to Ward G from AMU on 15/09/23 into cubicle 2 

Previously admitted on 31/07/23 with left knee pain and treated for cellulitis 
Discharged on 07/09/23 with +ve urine sample for Ecoli in urine 
Previously known C.diff and MDRO 

Started on IV cotrimoxazole on 1/2/09/23
Changed to IV Tazocin following/ micro advice and then changed again on 15/09/23 to IV meropenum following micro advice and resp review ? empyema 

Catheter inserted on previous admission 06/08/23 – 25/08/23 for retention with 9 missed daily maintenance reviews and 2/3 catheter bag changes not sighed for 

Insertion bundle for Cannula on 13/08/23 – 15/08/23 in right arm is present with good compliance 
Insertion bundle for Cannula on 16/08/23 – 17/08/23 in left arm is present with good compliance 
Insertion bundle for cannula on 17/08/23 is present and there is one entry but no removal date. 
Insertion bundle for cannula on 18/08/23 is present but again only one entry and no removal date 
Insertion bundle for cannula on 19/08/23 not present and HEPMA confirms 1 dose of IV metronidazole given 

Medic review determined infection likely due to untreated Ecoli infection in urine 

		avoidable infection if urine test result had been followed up on discharge and GP notified to prescribe appropriate first line defence antibiotics 				ANTT figures need improvement
Poor compliance with daily maintenance reviews of catheter and missed opportunities to change bag on 7th day
		9/29/23		No

		37687				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		YELLOW BAY BED 7		9/12/23		9/12/23						Mrs Katrina Rees		Ms Sarah Yeap		Patient brought in from dialysis unit as in patient to ward F and on initial assessment of skin check around 19:40 11/09/2023 noticed a skin split and red and blanching on sacrum . Family reported patient is incontinent of urine sometime back home and mobile with stick. Unable to find skeletal chart from A&E and dialysis unit. 		Cleaned the site and left open. updated skeletal chart and skin bundle in WNCR. Updated family. repositioned every 4 hourly. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		Low		patient admitted with moisture lesion		cream applied and ensuring area dried after toileting				dry area thoroughly 		9/13/23		No

		37738				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/12/23		9/12/23		11:30				Karen Thomas		Rachel Newton		Patient admitted to ITU south from A&E with moisture damage to the right groin. 		Area cleaned and dried, barrier cream applied 
Passport completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		Low		Low				All appropriate nursing care undertaken 
All encouragement given to patient 
Patient nursed on pressure relieving equipment 				as above		9/13/23		No

		37701				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		North 12		9/12/23		9/12/23		06:00						Coca Sewell		Upon rolling the patient at 06.00 hrs, it was noticed she had developed moisture  damage to  sacrum.		Area cleaned, dried and flamazine barrier cream applied. Unable to site external FMS. Day team to assess for PR  examination + / - internal FMS, as patient has Type 7 stool		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		The patient developed a moisture damage to sacrum.		The patient developed moisture lesion to sacrum due to type 7 stool. This however has healed prior to the patient being discharged to the ward on the 15/09/23. 				No lessons to be learned from this incident. 				No

		37904				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/12/23		12:50				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37735				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		North 12		9/12/23		9/12/23		11:00				Bethan James		Mr Arturo Sanorjo Jr		Myself and a colleague checked a bag of fluids to start a patient on a DKA protocol. The bag of fluid was meant to be NaCl 0.9% with 20mmol of K+. We unfortunately put the wrong fluids up which was, NaCl 0.15% with 20mmol of K+ and Glucose 5%. 		The entire bag had run through as the bag was to be infused over an hour. It was noticed by the nurse removing the bag to start a new bag of fluid. She informed myself and the colleague who started the bag of fluid and I informed the nurse in charge. My colleague has informed the patient.		Medication, IV Fluids		Administration errors		Incorrect medication/fluid		None		None		None		This is genuinely human error, both staff followed the policy when they checked the IV fluids. They both demonstrated that they have learned from their mistake and be more vigilant in checking IV's.		This is mainly a human error. Both staff involved followed the policy when checking IV's and both of them checked it properly but misread the bag of fluid. There was no harm came to patient. I am satisfied that both of the staff involved has learned from their mistake and it was evident on their statement. They immediately admitted their mistake and will be more vigilant next time when reading and checking the name on the bag of fluids.				To be more vigilant and careful when reading  and checking the label on the bag of fluid. 		10/3/23		No

		37867				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		SDMU		9/13/23		9/12/23		17:30				Mrs Caroline Riseley		Mrs Arlene Davies		During evening medication round today prison wing staff approach myself stating that patient mentioned returned from hospital on the 12/9/23 with a cannula in his left arm. 
Despite returning from hospital last night at 21:20 with no discharge letter and also attended an OPD appointment today the cannula was still in situ. 
Prison staff informed myself that during hospital escort today they advised hospital staff that the cannula was in place and their response was "they didn't care". 
		As advised, attended prisoners cell accompanied by staff due to patients poor mobility. 
Patient consent was gained to carry out removal of cannula. 
Privacy and dignity was maintained throughout procedure. 
Evident cannula in left arm - removed with no issues to note. 
No indications of infection. 
Site covered with appropriate dressing. 
Booked for a review with healthcare department as appropriate. 
Documented appropriately & informed senior staff on duty. 		Transfer, Discharge		Discharge		Delay - Scope of practice issue		Low		Low		Low		Noted incident and this patient was in triage and discharged from triage area.Patient not put into bedded area and two prison guards as escorts accompanying patient.
Often the patient is discharged by the medical team and patient will just go without informing nursing staff.If this is the case the patient  will state to the nursing staff that they have a canula in situ and we will remove. This is rare occasion.
I can only apologise that the patient was discharged with a canula and surprised  that the two prison officers did not highlight prior to discharge.  
I have spoken to the staff on duty on the day and the staff did not say they did not care that the canula was left in as we do care and it is policy that all cannulas are removed on discharge.
If indeed this was the case then the two escorts accompanying the patient should have highlighted to the sister in charge.		No Harm to patient				Reiterate to staff importance of removing of cannulas on discharge  		9/27/23		No

		37842				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest ICU		room 5		9/13/23		9/13/23		11:00						Dr Lewys Richmond, Dr Owen McIntyre		Verbal instruction to administer phosphate replacement but prescription error on regular infusion chart: "Potassium chloride" signed for, instead of "sodium glycophosphate". 
Potassium replacement commenced.		Potassium infusion noticed at 13:30.
Infusion stopped immediately and prescription error noted.
ABG taken to check levels - within normal range (4.6)
Phosphate replacement commenced		Medication, IV Fluids		Medication prescribing error		Incorrect medication/fluid		None		None														No

		37848				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		Cubicle 1		9/13/23		9/13/23		14:25				Mrs Katrina Rees		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Pt was seen 5 minutes before sat up in bed on her back. Pt was calling out so when I went into the cubicle to check on her, she was on the floor. Pt is a hoist transfer and all care. She had fallen out of bed. It was unwitnessed. 		Pt was alert and breathing. Checked patient for any signs of injury - nil noted. Hoist transferred pt from floor back to bed. Falls protocol commenced, we tried to do neuro obs on pt however she vehemently refused, doctor was on ward at time of incident so updated her. Pt would not let doctor do a physical examination on her. Daughter Lisa called and she has now attended the ward to be with pt. Post falls leaflet given to daughter. Doctor has requested CT head of pt due to unwitnessed fall and pt is on tinzaparin. 		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		None		Low		Low		Patient already nursed in a cubicle visible to the nurses station. Patient has dementia.		Consider hi-lo bed, 1-1 nursing request				Maintain closer monitoring of cubicle if possible.		9/14/23		No

		37882				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Green Bay bed 4		9/13/23		9/13/23		22:49				Mrs Katrina Rees		Maria Briones		After taking over patient's care tonight he mentioned that he had a ring that fell on the floor from him earlier. Checks were done of his surroundings and his bed however none was found. Patient's NOK his son was contacted and confirmed that he did have a ring but he was unable to remove it when the patient came in to hospital initially because his finger was swollen at the time. 		NOK Johnathan Ebenezer and Sister on duty informed of the incident. Incident Report done. Advised by the Sister to hand over to day staff to contact the laundry in the morning to check for the ring as well. 		Equipment, Devices		Non-medical equipment		Accidental damage / loss		None		None		Low		The patients ring now been found.		After a thorough search of patients property the ring has now been found.				the importance of completing a property list .		9/19/23		No

		37876				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		F8		9/13/23		9/13/23		19:20				Mrs Katrina Rees		Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		Patient admitted to AMU from home via ambulance. Safeguarding concerns raised by the paramedics - they have put safeguarding in against the patients daughter. Patients skin checked - extremely dirty to all extremities, toe nails extremely overgrown to the point they are cutting into the skin of his other toes. Urine burns to patients groin - left side worse than right. Patients bed is extremely red but blanching. Heels are red and blanching 		Patient has been cleaned as extremely unkempt. Barrier cream applied to the patients bottom. Will need a referral to podiatry to prevent further damage to his toes. A pressure ulcer passport has been placed in the notes. A skin bundle has been commenced and is in his bedside notes. A skeletal chart has also been completed as well as a pressure ulcer risk assessment on WNCR. Patient is currently being nursed on a trolley so will need an air mattress on a hospital bed when one is available - due to the business of the unit this has not yet been completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Moderate		Low		Low		non health board acquired incident		non health board acquired incident. acopia at home				non health board acquired incident. acopia at home		9/29/23		No

		37879				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Yellow F4		9/13/23		9/13/23		19:46				Mrs Katrina Rees		Gemma Warren, Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		Sore groin w/  moisture damage much worse in the right. Has very sore and red bottom. G2 close to the medial side of L buttock, slough present. Large unstageable ulcer covered in necrotic tissue on the lateral side of L hip and a sloughy G3 ulcer on the lateral side of R hip. G2 also present on the medial end of right knee and a burst blister on the medial tibial area. G2 on the left heal with slough on the edges.		Cleaned wound, dressings changed, applied cream on groin in areas vulnerable to moisture damage. Informed nurse in charge about patient's status and the need for a proper bed with air mattress as currently staying in trolley with repose inflatable mattress on top of foam mattress.		Pressure Damage, Moisture Damage		Unstageable pressure ulcer		Pressure ulcer present before admission to this clinical care area/caseload		Moderate		Low		None		Patient's pressure and moisture damage was present prior to admission, patient lives alone with no package of care. Patient's granddaughter is main carer. Patient is normally fairly mobile and independent at home. Pressure damage care was performed on admission to unit by admitting nurse. Affected areas documented and escalated appropriately.		Pressure and moisture damage not acquired during admission, damage developed at home. Patient does not have social input at home but has her granddaughter as main carer. Patient is normally fairly mobile and independent. Staff admitting patient correctly documented and cared for skin damage on admission. However, continuation of nursing care shows that skin integrity has not bee documented. This is essential to be able to identify and ensure appropriate care is being provided for patient.				No lessons learned.		9/19/23		No

		37836				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Office		Pre-Assessment Service, Singleton Hospital		9/13/23		9/13/23								Ms Carol Owen, Miss Clare Taylor		Patient booked for surgery without going through pre-assessment. Had pre-assessment booked but was unwell (D&V) so cancelled. Not re-booked and listed for surgery despite no pre-assessment sign off.		Identified by myself day before surgery. Patient rang - apology given. Assessed by myself over phone and thought to be fit to proceed so advised to come in the following day as normal. Advice given on polypharmacy over phone.		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Clinical assessment documentation not completed / missing / inadequate - Patient/service user refusal		Low																No

		37865				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 5		theatre 7		9/13/23		9/13/23		12:10						Carl Jenkins, Mrs Deborah Fountain, Allison Powell, Ms Lori Bissmire		Opened an Arthrex Cuff Tray and discovered a pen within.		Unable to use tray as contaminated. Informed Surgeon and began searched for another tray which was due to be delivered - tray had not arrived. Contacted HSDU to inform of findings.  		Infection Prevention and Control		Sterilisation / decontamination of equipment (including vehicles)		Incorrect sterilisation/decontamination process		None																No

		37952				Awaiting Closure		Organisation		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/14/23		9/13/23		15:30						Mrs Charlotte Le Brocq		Ward Doctor was called away from the ward to cover in Morriston Hospital leaving the ward without a doctor for post operative surgical patients. 		No action taken as this report is being written retrospectively. 		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		None				None		Doctor telephoned to ask to go across to morriston for the later part of his shift.
Left the ward without and sho and delayed some patients discharge as no one available to do take home medications for the patients.		To ensure all areas of the directorate have adequate cover at all times. 				Escalate immediately if this was to happen again to clinical lead.				No

		37806				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		Corridor		9/13/23		9/13/23		10:40						Ceri White, Mrs Janine Sparkes		Patient went for an ultrasound. The patient did not return for a period of time. Porters then brought patient up at 10.44 and stated the patient was taken and left in A&E rather than returned to the ward. Unsure how long the patient was left alone in A&E. Also the medical notes for the patient was left in the back of the wheelchair the patient was sat in.		The porter brought the patient back and explained where the patient was left.		Transfer, Discharge		Transfer		Transfer delay - other		Low																No

		37837				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V				9/13/23		9/13/23						Mrs Caroline Riseley		Mrs Nerys Dunn		Patient noted to have moisture damage to buttocks.
Has been admitted since 07/09/23 with cellulitis and DVT to leg.
Mobility has decreased since admission Bariatric patient  suffers with occasional incontinence and utilises  incontinence products.		Patient made aware of incident and importance of informing staff if  requires support with hygiene.
Barrier creams utilised .
		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Moisture damage  due to reduced mobility and occasional urinary incontinence		as discussed				appropriate cations taken		9/14/23		No

		37880				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C		Yellow Bay		9/13/23		9/13/23		08:00				Mrs Gwennan Hall		Bethan James, Marie Grace Aveo, Sheree Kowalski		A male patient was admitted to Ward C from OPAS in the early morning  (01:35) of 13/09/23. 
Pt stated he has been sat for about 18 hours waiting prior to admission to Ward C.  
Pt also stated present skin conditions were present prior to admission.   
Due to poor lighting and patient needing to rest, a basic skin check was done. 
Night staff handed over to the day team to do a thorough skin check on the patient. 
Background:
Pt is fluid overloaded, but clinically dry, morbidly obese, came in with cellulitis and oedema 
on both legs. Pt stated he gets easily bruised and difficult to bleed. Mobility was significantly decreased due to 
oedema and cellulitis, ? decompensated HF secondary to UTI/AKI.
Found:
bruising on the (R) arm; inner and outer elbow
fungal infection on the (L) breast
moisture lesion on the apron area
red but blanching on the (R) scrotum
moisture lesion on the (L) groin side
moisture lesion in the sacral area (with ring-like appearance on both sides of the sacrum)
dry, scratched-looking area between the (R) buttocks and upper thigh 
intermittent dry areas all over the body		Informed the doctor and had a visual.
Prescribed anti-fungal cream for the (R) under breast.
Staff to continue regular rolls, skin check and barrier spray applications
to closely monitor.
Skeletal chart updated.
Family (present at the time) informed.
This Datix to do.     		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Moderate		Low		None		Patient admitted to A&E on 12.9.23 with a 2 day history of decreased mobility. 
PMH:- AF, COPD, Asthma, high cholesterol, Heart failure, Hay fever. 
Nursing note from A&E on 12.9.23 - 'skin checked- very red' 
13.9.23 - patient remains in A&E 
Nursing note - '2 x blankets placed under bottom to offload pressure areas'.
Patients baseline mobility was transferring only from bed to chair or commode. He has had some adaptations so must have had some OT input at a previous date, pt not sure when. In the couple of weeks prior to admission, pain had gotten worse and mobility decreased, exacerbation of heart failure and was tx on admission for urosepsis so was really off his feet. NO carers, only his wife to assisit with ADL's but patinet was grossly overloaded and obese (>167kg) which makes him very difficult and heavy to roll, this would not have been possible with one person. 
Transferred to Wd C MGH from A&E around/before 03.45am. Simple check carried out then due to time of night. 
Full skeletal/skin check undertaken at 06.00am- noted to have moisture lesions to Rt side of scrotum, moisture lesion with split to Lt groin, moisture lesion with split under apron, offensive smell from private area, moist smelly area (?fungal) to under Lt breast, red and blanching sacrum, outer and inner buttocks and red and blanching Lt & Rt heels.
Within 24 hrs of admission to Wd C he was transferred over to an air mattress when it was found that he was unable to transfer/mobilise.  
During first few days it took four members of staff to roll, reposition and wash him. 
Noted that patient had an undiagnosed new and worsening pain condition that was hindering him from mobilising and moving when he was in the community and gradually got worse until the pain issue was reviewed as part of this admission.  
Since admission the skin check & reposition risk assessment has been updated multiple times per day as per repositioning protocol. 
Patient has received pain team input to aid him in being able to move his limbs more easily.
Patient has received PT input and is gradually able to more movement and get back to transferring from bed to chair. 
Patient received appropriate creams for fungal infections and treated. 
Patient has been nursed on pads as is doubly incontinent, areas washed and creamed with barrier cream multiple times per day. 
The most recent skin charts (26/9/2023) plus I have also seen patients skin in person today show that his skin has hugely improved.  
26/9/2023- most recent skin bundle reads: sacrum dry, outer buttocks red and blanching, inner buttocks normal, both heels re and blanching, Lt groin red but dry and split healed, scrotum dry but red and area to under Lt breast is now dry. 




  
		Since admission, patient has been nursed using correct equipment, needing four members of staff. Skin has been treated to aid healing and kept dry and so far successful. Discharge planning commenced so he can go home with correct equipment and package of care to prevent any further skin deterioration.  				nil new 		10/9/23		No

		37860				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/13/23		9/13/23						Sister Claire Williams		Laura Haynes		Patient to be transferred to Neath Port Talbot, on inspection of skin found the area which was a scratch now ? G2 and a moisture damage to natal cleft. 		Passport and transfer of care letter sent with patient. Medical photography done before discharge 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Patient to be transferred to Neath Port Talbot, on inspection of skin found the area which was a scratch now ? G2 and a moisture damage to natal cleft.
Patient admitted to A 22/08/23 with right neck of femur fracture, underwent surgery and had a dynamic hip screw on 22/08/23. Skin documentation stated buttocks was dry up until 13/09/23.		Skin was dry on patients buttocks, now broken. 
Patient was nursed on an air mattress since admission 				Correct procedure followed after the areas found. 
Medical photography taken
Handover given to accepting ward. 
Checked with Ward transferred to and skin bundles now saying area is 'normal' 		10/4/23		No

		37866				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		ward s		9/13/23		9/13/23		16:30						Mrs Caroline Morton, Mrs Carys Walters, Mrs Hilary Thorne, Pete Matthews		A patient was admitted to the hospital with DKA on 09/09/23. The patient was receiving treatment via an insulin regime. On 13/09/23 the patients blood sugar levels were taken by the night staff at 0545 am and these were recorded on the welsh clinical portal automatically. At around 1615 hours one of the ward doctors alerted the ward sister that the patients blood sugar levels had not been recorded all day, since 0545 am. The blood sugars were then recorded at 1628 and were very high, hyperglycaemic.
The ward sister asked the agency nurse in the section why the blood sugar levels had not been recorded all day. The agency nurse stated that she did not have access to a BM machine and had asked a substantive member of staff to take the BM reading at 11am. The ward sister subsequently then asked the substantive member of staff if this was the case and they denied that the agency nurse had asked them to do this. The ward sister took the members of staff to one side and each accused the other of lying. The ward sister then explained to the agency nurse that the patient had suffered harm as a result of the blood sugar levels not being monitored all day. The ward sister also stated to the agency nurse that it there are several members of staff, them included, who could have taken blood sugar readings for the patient and they had not been asked to do so. 		Blood sugar levels taken, including ketones and insulin given accordingly. 		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		Moderate		Low														No

		37969				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		ED		9/14/23		9/13/23		22:30						Ryan Lane		Noticed that the patient had received three dose of IV gentamicin without levels being taken.		Nurse in charge and doctor aware. Bloods and levels sent.		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		38367				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/20/23		9/13/23		16:30						Matt Searle, Mrs Natalie Dark-Harry, Thomas Maddock, Rachel Newton, Karen Thomas		Patient was admitted under medicine via ED on the 9/11. She had a severe hyponatraemia with a sodium of 109. The patient was admitted to ward E in the afternoon of the 13/9. No handover was received for the patient. She had not had any blood tests done since she was admitted despite the plan for bloods being written in the daily plan. 		When she arrived on the ward I looked through the notes and identified that she had not had bloods for 4 days despite it being in the plan. I immediately sent off bloods which showed her sodium was still 109. I then initiated further treatment for her. 		Treatment, Procedure		Treatment or procedure issues		Care not as directed / clinical practice guidelines not followed		Low		Low														No

		37875				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		ward s 		9/13/23		9/13/23		18:30						Mrs Caroline Morton, Mrs Carys Walters, Mrs Hilary Thorne		3 patient required airflow  mattresses. 
Phoned to order airflow mattresses. When airflows arrived on the ward the patients were moved in to chair or hoisted in order to  change  mattresses.
All 5 mattresses brought to the ward were not  working. Patents bed  had gone  flat  or were not  fully  pumping up
Phoned  porters for  form mattresses in order to keep patients comfortable. Porter unable  to bed until 
One  of  the patients malnutrition and  at risk of pressures sore. One of the the patient  has already got a G2		All mattresses were directly from company and were delivered as working. 		Equipment, Devices		Medical devices		Medical device user error		Low		Low														No

		38207				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/18/23		9/13/23		19:43						Amy Payne, Cerys Evans, Mr David Steel, Mrs Dayana Francis, Mrs Judy Terry, Mrs Julie Andrews, Resmi Michael, Robert Zaiz, Toni Davies		Patient transferred to Ward H on 13/09/2023 @ approx 19.20pm from CCU following oesophageal perforation, pleural effusions and pneumothorax. 
It was identified on checking patients pressure areas that patient had a SDTI to in - between buttocks. 

		Patient was transferred onto an airwave mattress on transfer from CCU. 
Regular repositioning encouraged & documented. Patient does decline on occasions due to increased pain. Struggles to be repositioned side to side, due to being unwell and short of breath with chest drain insitu. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		12/9/23 11:50 Repositioned -Normal skin
12/9/23 15:30 Repositioned - Normal skin (L heel red but blanching)
12/9/23 21:06 Repositioned - Normal skin 
13/9/23 07:06 Repositioned - Normal skin (L heel red but blanching)
13/9/23 11:29 Declined repositioning due to severe pain

No evidence of skin checks on arrival to CCU however patient clinically unwell ?STEMI ?Dissection Pain managed with IV morphine, CT scan overnight which would have meant moving her position onto the trolley - CT scan showed large pneumothorax and pleural effusion overnight, CT with contrast then diagnosed ruptured oesophagus 

		No risk assessment on arrival to CCU
Good documentation of risk assessments on 12/9/23 (Normal skin up until the morning of 13/9/23) Patient then declined the day of 13/9/23 when pain team were involved and PCA commenced at around midday.
Ensure risk assessments completed 6 hours of admission
Patient condition made it hard for staff to move patient without causing the patient pain and distress				No risk assessment on arrival to CCU
Good documentation of risk assessments on 12/9/23 (Normal skin up until the morning of 13/9/23) Patient then declined the day of 13/9/23 when pain team were involved and PCA commenced at around midday.				No

		37835				New Incident		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward		Powys		9/13/23		9/13/23		13:30								Was receiving handover at the desk. Heard Patient X belongings drop on the floor and he shouted.
Went over to see and X had dropped his hot cup of coffee over himself and onto his cast.
Asked how he is feeling. He said that it had gone through the cast.
X said that the table got caught as he was moving it leading to the coffee spilling over him. 
Tables are very slippery when stuff is on them so the coffee slipped off the table and over him. 

Datix filled in by agency nurse on shift.		Removed hot sheets away from X. Removed bandaging to check skin. 
No injuries/redness seen. Applied cold press onto heel where X said it had gone through. Np pain reported. 
Doctor called to review. 
		Accident, Injury		Burns or scalds		Contact with hot liquid/gas		Low																No

		37917				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/13/23		02:30				Beverley Guy		Alison Brewster, Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37914				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/13/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37877				Awaiting Closure		Organisation		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		Treatment room		9/13/23		9/13/23		15:50						Amanda Griffiths, Emma Morgan-Williams		When carrying out due dilegence checks of treatement room wars sister noticed the using key to open cupboards key did not have to be fully inserted to open lock. Ward sister attemped to use another key to see if lock could be opened with and incorrect key and then a scissors; which it could. Ward sister attempted to open all cupboards with wrong key and was successful in opening all cupboards within the treatment room with the exception of the Controlled Drugs cupboard. 		Contacted helpdesk immediately on 47777 to report issue. Advised by helpdesk this would not be a quick fix due to timing of calls.
Message sent to all staff regarding heightened importance of vigilance when ensuring treatment room door is closed and locked.		Infrastructure (including staffing, facilities, environment)		Service failure		Other		Low				Low		The locks have now all been changed to improve safety and security of medicines on the ward. 		The cupboard locks have all now been changed. 				N/A 				No

		37780				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		triage 2 bed 3		9/13/23		9/13/23		01:57				Mrs Caroline Riseley		Mrs Rebecca Clarke		patient slipped from bed onto floor, found on her left side.		patient checked, able to mobilise to chair then bed.
obs recorded news 3
dr informed 
falls risk updated
bed rails in situ.		Communication		Communication issues		Communication issues within unit/ward/teams		None		None		None		After discussion with the patient she has stated that she didn't fall she was getting out of bed and lowered herself to the floor.
The Patient was seen by the doctor on call, patient was uncomplaining of pain, no injuries noted and patient did not hit her head. 
Patient has been started on antibiotics for a UTI and its documented that the patient has had some confusion which is due to the UTI. 
Incident changed from a fall to communication error.		After discussion with the patient she has stated that she didn't fall she was getting out of bed and lowered herself to the floor.
The Patient was seen by the doctor on call, patient was uncomplaining of pain, no injuries noted and patient did not hit her head. 
Patient has been started on antibiotics for a UTI and its documented that the patient has had some confusion which is due to the UTI. 
Incident changed from a fall to communication error.				Importance of communication 		9/14/23		No

		37883				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)				9/13/23		9/13/23						Mrs Katrina Rees		Miss Cleo Purchase, Morag O'gorman		it was unwitnessed fall, patient went to toilet using a Zimmer frame and was trying to open the door lost his balance. he hit back and landed on toilet bin		we did general observation, checked for injuries, patient was not in pain, mobilised back to the bay. GCS 15/15. S.H.O informed		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		Low		Low		None		staff to include the following on datix report: 
- patients baseline mobility  
- Does patient have any cognitive impairment/dementia 
- is patient on enhanced observations at time of fall 
- what were staff doing at time of fall 
- deficit in lying and standing Blood pressure 		treated for minor fall, no injuries noted, staff to include the following on datix report: 
- patients baseline mobility  
- Does patient have any cognitive impairment/dementia 
- is patient on enhanced observations at time of fall 
- what were staff doing at time of fall 
- deficit in lying and standing Blood pressure 
- staff to review MFRA post fall
ensure staff read feedback and communicated with 				staff to include the following on datix report: 
- patients baseline mobility  
- Does patient have any cognitive impairment/dementia 
- is patient on enhanced observations at time of fall 
- what were staff doing at time of fall 
- staff to review MFRA post fall
ensure staff read feedback and communicated with 		9/19/23		No

		37800				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac theatre 1				9/13/23		9/13/23		10:00						Allison Powell, Carl Jenkins, Mrs Deborah Fountain, Ms Lori Bissmire		Patient for planned mitral valve repair. Patient chest opened and retractor placed in the chest and the nut for the retractor blades missing.		nylon tape utilized to secure the retractor arem in place		Equipment, Devices		Medical devices		Failure of medical device		None																No

		37843				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Renal OPD		MORRISTON RENAL DAY UNIT		9/13/23		9/13/23		13:54						Laura Servello, Sarah John, Miss Lynda Thomas		Porter returned 1 unit of Red Cells at 13:54 on 13/09/23 which was taken at 11:12 on the same day.		Staff received the blood, informed senior colleague, wasted the unit on Masterlab and filled in VANESA.		Treatment, Procedure		Blood / plasma products transfusion		Waste - avoidable		None		None														No

		37881				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/13/23		9/13/23		22:05				Mrs Katrina Rees		Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Patient was calling out for help as fallen. Seen patient sitting on the floor. Patient said she was trying to stand up to give remote control to another patient and lost her balance and fell with bottom first, patient claimed she didn't hit her head, corpus mentis. Patient is alert , denies any pain anywhere. 








		Assessed for obvious signs of injury, nil noted. Assisted patient to bed, no complaints of pain when mobilising back to bed.  Neuro Obs commenced, GCS-15. Patient is on heparin infusion. Blood sugar level monitored and recorded. ECG done.  Informed doctor on call. Came and assessed patient. To continue neuro Obs as per protocol. Patient do not want her next of kin which is her mother to know that she has fallen. Documented accordingly. 		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low		Low		Patient is mobile and self caring with the aid of a walking stick. At the time of the incident it was late evening and the staff were settling patients into bed. At the time of the incident the named patient was attached to a heparin infusion on a mobile drip stand. The patient had been encouraged to call for help if needed as she would have to have assistance to mobilise due to the infusion.
The patient attempted to mobilise unaided and slipped next to her bed area. Examined by staff and no injury was noted. Patient assisted back onto bed and vital signs were taken. Patient NEWS=0. Patient could not recall hitting her head however, neuro-observations recorded as per policy. On call Doctor reviewed patient at 22:50. Advised to continue Neuro observations 2 hourly and to stop heparin for 1 hour before continuing.  No CT required. 
Patient seen by Ward Team on 14/09/23 No further action required		No failures by staff. Falls policy had been followed and patient reviewed by medical team. Patient reminded to request help if needed to prevent further falls.				Falls risk assessments should be reviewed and updated when a medical device is in place and risks should be identified early to prevent incidents occurring. Patients who are normally mobile and self caring often feel that they do not require support however, nurses should assess risk and involve the patients in the plan of care especially in this type of situation		9/19/23		No

		37887				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		Assessment Bay		9/14/23		9/13/23		21:35				Mrs Katrina Rees		Bessy Howell, Holly Robinson, Ms Sarah Yeap		At around  21:35 patient had an unwitnessed fall while going to  the toilet with her zimmer frame. She had a laceration to her left eye brow
Bleeding from laceration is minimal		Patient was assisted from the floor to the chair
Pressure applied to the cut to arrest bleeding
Neurological observations commenced GCS 14/15 due to confusion which is not new, NEWS 0
On call doctor informed
Patients daughter ( Helen) informed about the fall
Fall risk assessment form completed
Neurology observations continued as per protocol
Patient was reviewed by on call doctor around 11pm
CT Head done - NAD
Steril strip applied to laceration as advised by plastics, for review  for sutures later by plastics
Apixaban on hold till further review

		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Low		None		This lady had been confused during the night and mobilises with a zimmer  frame at the time.
Patient mobilised independently with the zimmer to the toilet unsupervised and fell. 
Patient was placed in an observable bed space and assessed accordingly and reviewed by relevant teams.		patient was reviewed and in an observable bed space. 
plastics came to see and advised to place vaseline on the laceration. 				This patient tends to be confused over night and believed that she could mobilise to the bathroom independently. 		9/19/23		No

		37915				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/13/23		21:42				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37878				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge bed 2		9/13/23		9/13/23		18:40						Claire Herbert, Rachel Newton		Patient R Thomas arrived to Morriston Hospital @06.49 on 12/09/2023 was unwell on arrival, found by police on street and brought in by ambulance
Booked in by WAST in reception as "Raymond Harris NHS 4604901856" instead of "Raymond Thomas NHS 4603636946"
Patient had multiple investigations, scans+blood tests, seen by A&E team and Medical team, had 1 unit of RBC
Realised @18:30 13/09/2023 upon ID check for administration of 2nd unit RBC that patient had wrong details on medical notes		Contacted blood bank, 1 unit RBC sent back. Informed patient had 4samples yesterday - blood that was given had been cross matched with correct patient. 2 new G+S samples needed to issue 1 unit RBC to be taken by night staff
Contacted Medical team for R/V: Medical Notes, Past medical Hx, Medication records vs Drug chart
Contacted Biochem lab informed, details updated on welsh clinical portal
Contacted CT department informed of wrong details used, staff will moved Ct scan to correct patient
Unclear at time of datix submission if any drug errors, pending Medical review of patient records		Records, Information		Identification (ID)		Patient/service user incorrectly identified		Low																No

		37784				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital		OPAS		9/13/23		9/13/23		04:30						Mrs Catherine Beynon-Howells, Nia Daniel, Debra Clee		 04:15 hours- Patients brought up by the ambulance; from ED to OPAS.
Patients pressure areas checked; bottom's skin dry and intact. Right heel a small blister noted.
On the right lower leg some small blisters and scabbed noted. On the right front thigh skin's red and small scabbed noted.
Dressings noted on the left leg and re-dressed in ED; on call doctor aware and reviewed patients.


		Repose was placed on top of the trolley. Both heels elevated with pillows.
Patients already commenced on intravenous antibiotics.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Moderate		Low														No

		37841				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		ITU South		9/13/23		9/13/23		07:50				Bethan James		Mr Edward Smale		During Control Drug checks in the morning, opened the pack to check Fentanyl 500mg vial with colleague, when a loose vial was in a full 10 vial box, fell out of box and onto the floor. top snapped off. 		Nurse in charge informed. 
Documented clearly in CD book along with CD wastage page documentation. 
Pharmacist made aware and have seen the snapped bottle with liquid and discarded appropriately. 		Medication, IV Fluids		Medication storage, security and disposal		Spillage		None				None		The nurses involved in this accident called me straight away when it happened.   They were very apologetic.  We occasionally have incidences when ampules accidentally fall to the floor.  We encourage nurses to be very careful when stock checking and handling ampules.  That said there is always situations where accidents happen.  Both nurses are extremely hard working careful when carrying out tasks.  		From time to time ampules are dropped and broken.  That said we ask are team to work slowly and safely, being very careful with controlled drugs. 				As above 		10/3/23		No

		37884				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/13/23		9/13/23		21:30				Holly Robinson		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Patient had a witnessed fall  at 21 :30 of 13/09/2023. Patient did not hit her head on the floor during the fall. NO injury was observed. Patient has refused observations and neuro obs.  She was hoist transferred back to bed.  Patient was re assured and 1:1 care was maintained.		On call doctor was informed. Patient was seen by the doctor - To continue close observations over the night.
Patient was made comfortable on bed, re assured and safety ensured.		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low		None		This patient had been assisted back to bed with the hoist following the fall from the bed.
She refused observations and neuro obs at the time and no injury was sustained. 
A hi-low bed was put in place and 1:1 was fully authorised. 		Falls protocol was adhered too but patient has challenging behaviour and refused observations. Closely monitored on a 1:1 supervision. 				Continue to monitor 1:1		9/28/23		No

		37790				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/13/23		9/13/23						Mrs Katrina Rees		June Quiambao, Mrs Marites Colarina, Nathan Riddle		LOOSE STOOL [4 TIMES]
NO CUBICLE TO ISOLATE PATEINT		DR ON CALL WAS INFORMED, STOOL SAMPLE SENT AND WARD SISTER UPDATED		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		None		None		Low		Unable to isolate patient promptly after having 4 incidents of type 7 loose stools.

Patient was eventually isolated by the end of the day but should have been done immediately.

Incident was avoidable but circumstances have made the wait for isolation longer.

A cubicle was made available at 1600. 

General cleaning and 4D cleaning  were done not long after.

Patient was isolated at 1700 on 13.09.23.
		Incident was avoidable but circumstances have made the wait for isolation longer.				Isolation nursing is the separation of a patient from contact with others in order to control the spread of an infectious or communicable disease

Through prompt and proper isolation, we can reduce the risk and harm done to the patient and others.		9/14/23		No

		37916				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/14/23		9/13/23		22:02				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/14/23		No

		37951				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		Vascular surgery		9/14/23		9/14/23		14:20						Miss Mollie Kearns, Mr Edward Brown, Mr Kamran Mohiuddin, Mrs Suzanne Holloway		A 79 male who had open repair of ruptured AAA in 2015 in Morriston with a tube Dacron graft is admitted to the vascular unit on 13th September 2022 with 3 days history of lower backpain and CT findings of right retroperitoneal haematoma and enlarging aneurysm sac consistent with a contained leak from his previous open repair. The images are reviewed by three consultant vascular surgeon and also by a vascular radiologist with a further triple phase CT. The consensus amongst three vascular surgeons is that the best treatment option for this man is an emergency EVAR to prevent further leak. An open repair would be difficult and challenging with high mortality whereas an endovascular approach would be much safer. There is no emergency EVAR service available in the Hospital and this patient can come to harm and can potentially die from further bleed if a prompt treatment is not offered to contain further bleeding from his old aortic repair. 		An e mail would be sent to the relevant  personal		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure delayed		Catastrophic / Death		Severe														No

		37959				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Singleton Hospital / Radiology or X Ray Department		Fluoroscopy		9/14/23		9/14/23		11:00				Danielle Williams		Danielle Williams		Electric shock received when unplugging BK ultrasound machine.

Radiographer waited until Do not Unplug screen had switched off and unplugged the machine and received an electric shock with left numbness and tingling in hand and pain in upper arm.		Machine checked over by electrician from estates who advised that the equipment be left plugged in for a while after the do not unplug message has turned off.
Radiographer did not want to see a Dr.		Accident, Injury		Contact or exposure to electricity (electric shock)		Contact with equipment		Low				Low		No fault detected in the equipment to cause this issue.
Full electrical and visual inspection completed by engineer and full service carried out. (Report attached)
Engineer advised that it could be due to user error.
For future use we have been advised to wait for the 'do not unplug' notice to turn off, then to switch off at the mains and then unplug.
Machine had been taken out of use temporarily until inspection undertaken.
Machine returned to clinical use.
Staff member involved has no lasting pain/problems from the incident and chose not to see a Doctor.		No fault detected in the equipment to cause this issue.
Full electrical and visual inspection completed by engineer and full service carried out. (Report attached)
Engineer advised that it could be due to user error.
For future use we have been advised to wait for the 'do not unplug' notice to turn off, then to switch off at the mains and then unplug.
Machine had been taken out of use temporarily until inspection undertaken.
Machine returned to clinical use.
Staff member involved has no lasting pain/problems from the incident and chose not to see a Doctor.				For future use we have been advised to wait for the 'do not unplug' notice to turn off, then to switch off at the mains and then unplug.		9/21/23		No

		38002				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres				Morriston theatres		9/15/23		9/14/23								Sister Jan Lewis, Mrs Nicola Dickens, Mr Stewart Dow		Patient recovered in Phase 4 recovery, Morriston theatres, post unscheduled spinal surgery. On secondary survey, two areas were identified to be non-blanching. These were located on the upper aspect of her right hip as well as the apron area. These were not documented as being present pre-operatively or peri-operatively. On discussion with receiving ward staff it was confirmed these  concerns were not identified/documented and presumably not present prior to coming to theatre.		as a precaution the patient was positioned off of the affected areas where possible/safe. Documentation- all wales passport has been completed and concerns handed over to receiving ward. I believe the patient will now trigger additional monitoring with additional measures taken if seen appropriate by ward staff.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low																No

		37965				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Therapy room		9/14/23		9/14/23		09:30				Mrs Katrina Rees		Carys Wilkins		Patient wheeled to AMU therapy room for stair assessment. On third attempt of stairs patient became unresponsive and lowered to the ground by therapists. Transferred onto bed and observations taken. 		Transferred onto bed and observations taken. Consultant informed. Once stabilised patient transferred back to bed space in AMU. 		Accident, Injury		Slip, trip or fall		Faint/collapse		Low		None		None		Patient wheeled to AMU therapy room for stair assessment. On third attempt of stairs patient became unresponsive and lowered to the ground by therapists. Transferred onto bed and observations taken. 		Patient wheeled to AMU therapy room for stair assessment. On third attempt of stairs patient became unresponsive and lowered to the ground by therapists. Transferred onto bed and observations taken. 				All appropriate actions taken by staff following a vasovagal eopisode. 		9/19/23		No

		37945				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H				9/14/23		9/14/23		11:40				Mrs Caroline Riseley		Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		Patient discharged home from ward H on 13/9/23
No package of care in place , district nurses attended on 14/9/23 for wound care as requested by ward h . Patient found immobile on chair in lounge, had been incontinent of urine as unable to walk independently to toilet.
No package of care prior to discharge in place.
Patient has no family support
Failed discharge.		Observations recorded and GP contacted and informed of patients situation.
Patient washed and changed during visit
GP to readmit patient as failed discharge.
Patient in agreement for re admission.
Datix completed.		Access, Admission		Unexpected admission / readmission or attendance		Unexpected admission / readmission to ward		Low		Low		Low		Patient originally admitted with bi-lateral foot pain and ulcers on the 30/08/23 known to the vascular team, awaiting an angio as an out patient, therefore patient is MFFD. 
Patient was clinically optimised on the 12/09/23 and was seen by Physiotherapy on a daily basis who was then discharged from the physio as the patient was able to transfer independently and mobilise well with a rollator and walking stick. 


The patient was jointly assessed by x2 OT in-reach team on ward H and last assessment completed on the 13/09/23  OT assessed patient  as having no care needs. I was aware from WNCR that this gentleman could be incontinent of urine but he refused a continence assessment and referral as the continence service do not provide pull-ups only the pads which he refused to use - he preferred to buy the pull ups. I did discuss the reasons why he disliked pads (they fell out of his underwear and down his trouser leg) and suggested solutions such as wearing full briefs rather than boxer shorts (in order to prevent the pads falling out), patient was reassured and encouraged to take on board the help and support for his discharge however, patient refused. The OT in-reach also observed the patient's mobility and he was independent with a Zimmer frame around his bed and the bay and patient was discharged from physiotherapy as he was at his baseline. The patient has refused a wellbeing referral for cleaning services as he was not prepared to pay and was adamant he would cope at home with no support. There were no concerns with the patient's capacity and nothing was raised by ward staff. The OT in-reach team felt he had capacity when they spoke to him on the ward. The patient was definitely  able to make his own decisions clearly to the OT and ward staff.
  		In Conclusion it is evident that the patient was medically fit for discharge on the 12/09/23 and was awaiting further OT- In-reach input to assess the patient if there was any support that the patient needed. 
The patient was discharged by physiotherapy and had passed all of his mobility assessments. The patient requested if he could have an exercise bike to go home so he could build more strength and tolerance however, there was no such equipment available  for the patient. 
The patient was quite demanding on the ward requesting to have more options for his breakfast, lunch and dinner meals and extra servings while other patients on the wards were still awaiting to have their meals. 
The patient was offered support with his personal care needs however the patient refused and stated that he could manage on his own, the patient can sometimes be incontinent of urine as the patient was not using the urine bottle correctly, however when a continence referral was suggested to he patient when the OT- In-reach team came to assess he declined. 
The patient refused to use any of the continence products as they were not suitable, therefore, was happy to purchase his own pull ups and declined continence input on discharge. 
On the day of the patient's discharge patient was referred to district nurses for wound care on both legs for venous ulcers and was happy for the nurses to attend the property, therefore a transfer of care letter completed with a clear plan for wound care noted and handed over to single point of access.
Patient has a carer in the community and has been kept up to date with his treatment and care, the carer was informed on the day of discharge that we would be going home and was happy to his shopping this Friday therefore the ward offered and gave food supplies to the patient to last him till Friday, this was all agreed and patient was happy with the plan.  
Patient was then discharged home with the ambulance crew at 1840pm on the 13/09/23. 
Therefore, to conclude the patient has capacity and no confusion noted, he has refused all community support, assessments from the in-reach team.
Patient has declined continence support and refused to use the continence pads on the ward and stated he would rather buy his own pull ups. 
Patient discharged from he physio team as the patient has passed all mobility assessments, i.e. independent with rollator Zimmer and stick. 
Patient was discharged with food supplies, take home medication and wound dressings.

				District nurses to contact the ward to seek advice and discuss the patient's discharge before completing a Datix incident. 
I have been made aware that the nurse in question who reported the incident was asked by the GP to complete a Datix and note that this was a failed discharge however, due to patient having capacity and refusing all community support and referrals being made to support him at home. 
I believe this is not a failed discharge, however the patient made his own choice and was happy to be discharged home with no support through his own choice and was happy to live in the conditions he currently lives in at home  therefore, the OT Team and ward staff were in agreement with the patient as this was his choice. 		9/28/23		No

		39030				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/29/23		9/14/23								Samantha Evans, Julius OBANA, Nerys Jones		When attending to patient's hygiene needs, staff noticed a hole/ synapse.		Informed nurse in charge, 
No dressing needed, 
Medical photography needed. 		Pressure Damage, Moisture Damage		Pressure ulcer category 3		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low														No

		38001				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/15/23		9/14/23		23:25				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/15/23		No

		37984				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		F3		9/14/23		9/14/23		20:40				Mrs Katrina Rees		Mrs Sara Morgan		On examination of patient moisture damage was found under the apron		Datix done. Skeletal chart and skin bundle completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		On examination of patient moisture damage was found under the apron		Patient to wash and dry thoroughly when assisting with hygiene. 				all appropriate action taken 		9/19/23		No

		37978				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		118, Ashgrove, Killay, Swansea, SA2 7RA		9/14/23		9/14/23		18:00				Mrs Caroline Riseley		Mrs Arlene Davies		Patient was admitted to SDMU. On checking pressure areas it was noted that there is a grade 2 to her right buttock seen by myself and Sr.		Applied allevyn dressing to wound, pressure was immediately offloaded using a pillow as patient and family stated that she would not be able to sit in the chair for a long period to inflate airflow mattress. Airflow mattress is inflating on a separate bed at this present moment in time for patient to be transferred onto once inflated. Pressure area checks increased to 2hrly. 
 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		patient admitted with Grade 2 on right buttock, 		patient admitted with pressure damage from home, noted on admission by nursing staff, allevyn dressing applied, transfered to air mattress, skin bundle in place,  				nil lessoned to be learnt, patient admitted with damage and staff quickly picked up on damage and got air mattress in timely manner,  		9/28/23		No

		37998				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/15/23		9/14/23		22:30						Miss Louise Horton, Mrs Phylippa Thomas-Dyer		Patient A hit another patient B with her hand on the face witnessed by HSCW because Patient B complained that Patient A was sitting on her bed. There was no injury observed. patient A was moved away from patient B. Patient B was apologised to.Incident was handed over to staffs and ward sister in the morning. 		Patient A hit another patient B with her hand on the face witnessed by HSCW because Patient B complained that Patient A was sitting on her bed. There was no injury observed. patient A was moved away from patient B. Patient B was apologised to. Incident  was handed over to staffs and ward sister in the morning.		Accident, Injury		Contact with object or animal		Other		None		Low														No

		37981				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		section 2 door		9/14/23		9/14/23		19:00						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Staff nurse was just with the patient seconds ago then went to talk with another patient in the same room for observations monitoring. Observations hasn't been started yet for the other patient yet and I already heard a bang and saw the patient fell on the floor. The patient has just been brought by the healthcare staff to the toilet about 15 minutes ago, I did not expect him to need anything at the moment as he has been just attended to. The patient has a 1:1 HCA who I asked to do the observations for the other patients in the room as well, HCA was then doing the observations for the other patients at the time of fall.  		Patient was assessed, falls protocol followed, ECG done, blood sugar taken, neuro observations started, gave the doctor a ring.		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low														No

		38353				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/20/23		9/14/23		11:00						Kristine Labayo, Mrs Lisa Morris, Mrs Sharon Howells, Tracy Davies		patient was taken into hospital last week, she did not have a wound to her back prior to this admission, when she was discharged she had a dressing to her back, no paperwork was provided with her discharge. 		Wound cleaned and redressed with inodine and allevyn gentle . Patient is having a new air mattress delivered this week and is being measured for a new chair.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		Low		Patient was admitted to Cardigan Ward from the Renal West Unit on 13/09/2023 with PR bleed, likely secondary to high INR. Patient was all care in bed from admission and was doubly incontinent. Initial skin check was done, small black areas to both heels were were found which patient's husband said was long-standing. IR1 was done- datix number 33787. Patient was also found to have multiple bruises over the body and small broken areas to her skin, all recorded on the skeletal chart. She was placed on an airflow mattress and was being repositioned every four hours or when incontinent.

Patient's vital signs have been unstable during the first few days of admission so she remained nursed in bed. All hygiene needs were met by staff. Pressure area care has been maintained, both heels have been offloaded all throughout admission. She has been deemed medically fit on 16/09/23 and discharge planning has been started. Patient was then discharged on 18/09/23 in stable condition. POC has been restarted with the same company she was with.

There had been no evidence of documentation about a wound in patient's back throughout that admission. It is unclear as to whether it developed in the clinical area as evidence was lacking.

Patient has been readmitted since and is currently being nursed in the ward.		There has been no evidence of documentation about a wound in patient's back throughout that previous admission. It is unclear as to whether it developed in the clinical area as evidence was lacking.

Staff has been reminded to be very thorough with documentation and with pressure area care.				This incident has been fed back to staff and staff have been reminded of the importance of thorough documentation and effective communication.				No

		37961				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/14/23		9/14/23						Mrs Katrina Rees		Mrs Sara Morgan		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
5 doses of Tazocin missed.

		The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 

Tried calling the ward on several occasions but unable to get an answer. Clarithromycin was prescribed on 12/09/23, but nothing done with the Tazocin prescription.		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		None		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
5 doses of Tazocin missed.
		The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
				The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
		9/19/23		No

		38210				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H				9/18/23		9/14/23						Mrs Suzanne Holloway		Mrs Julie Andrews, Mrs Suzanne Holloway		PATIENT ARRIVED IN THE ANAESTHETIC ROOM WITH TWO STAFF NURSES FROM THE WARD AND TWO PORTERS WITHOUT A CONSENT FORM. 		ASKED THE PATIENT IF HE HAD SIGNED A CONSENT FORM FOR CURRENT PROCEDURE, HE STATED NO. SURGEON INFORMED AND CONSENT FORM COMPLETED BEFORE INDUCTION OF ANAESTHESIA 		Consent, Mental Capacity Act (including DoLS)		Consent process for examination or treatment not / inadequately followed		Patient/service user not consented for the examination or treatment		Moderate		None		None		Ward based nurse escalated to the surgical registrar prior to transfer to theatre that the patient had not been consented, however the registrar stated that there was already a consent form in the notes that could be used as it was for the same procedure.  The consent form had been countersigned and re dated.  During the usual theatre check in process, while checking the consent form, theatre staff stated they would not be happy to use the consent form.  The ward nurse offered to phone the doctor she had previously contacted and ask for a new consent form.  Theatre staff stated that they would sort it out.		The process of escalating the need for a consent form was undertaken correctly, however the advice given at the time was not challenged.  However, there are checks in place when a patient is transferred to theatre and the issue was corrected at that point.				As above		9/25/23		No

		38167				New Incident		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/18/23		9/14/23								Ms Rita Chohan		Elective total hip replacement 13/9/23 and discharged 14/9/23. 
Past medical history of Type 2 diabetes (on Empagliflozin (SGLT-2 inhibitor), Ozempic and metformin)
Took SGLT-2 inhibitor day of surgery (day of admission patient and not told to stop in pre-assessment)
Consideration of deferring case but had waited many years for hip replacement
Patient states limited food intake when at home (not sure on food intake when on ward)
Uncertain if ketones measured on ward
Became very unwell over coming days
Presented to ED with profound metabolic acidosis (pH <6.8 for several hours) secondary to diabetic ketoacidosis (almost euglycemic) related to SGLT-2 therapy

Patient states that they were not aware of signs/symptoms of DKA either when commenced on therapy by primary care or risks after major surgery and how to manage if reduced oral intake

Case discussed via email with surgeon, anaesthetists and pre-operative assessment anaesthetic lead and agreed that submitting an IR1 will allow tracking of any learning between multidisciplinary teams in this case and implementation of improvements to peri-operative pathways if applicable to reduce risk of future occurrences.

Yellow card has been submitted with patient consent.
Patient is aware that an incident form has been generated to ascertain if there is any learning from this known side effect of the medication and is thankful for us doing this (she blames herself).

Admitted to ICU for ongoing management of the DKA and should make a full recovery. Listed as moderate severity due to severity of illness, unplanned ICU admission and likely unexpected >4 day hospital stay.		see above		Medication, IV Fluids		Medicines advice errors		Advice not given		Moderate		Moderate														No

		37949				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		Bed 2- ITU WEST		9/14/23		9/14/23		08:00						Susana Sanorjo		Was looked after from yesterday morning and I've noticed a lump on her head which appears to be a Grade 2 pressure ulcer. It appears to be like a broken blister that started to dry off and forming a scab. Patient been in bed for long period due to her present condition. Dermisplus is being used already to protect her head. 		Passport for PU was already started yesterday, dermisplus applied all the time to protect constantly the affected area. Medical illustration was asked today to take a photo of the affected area for our reference.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		this patient is in itu for 56 days and history of pressure sore , this patient quite unwell for a while and there is times that she refuses to change her position particularly her head.
all pressure sore prevention are in placed		to continue the pressure sore prevention guidelines and unit policy				none				No

		37992				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/15/23		9/14/23		20:30				Mrs Katrina Rees		Carys Wilkins		patient is noted to have moisture damage on both groins on admission		assisted hygiene needs, barrier cream applied, skeletal chart done, passport done		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None		patient is noted to have moisture damage on both groins on admission		patient is noted to have moisture damage on both groins on admission. 				Ensure areas are washed, dried and creamed appropriately. 		9/19/23		No

		37989				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		Cubicle in Coronary care unit, Morriston hospital		9/15/23		9/14/23		22:45				Robert Zaiz		Robert Zaiz		Patient self transferred to the commode by bedside with no assistance. And I kept the call bell at his reach and gave him paper wipes. Also, asked him to press call bell for any assistance or when he is finished in the commode. He is an independent self caring gentleman and has been using commodes since he was in the cubicle isolated. Therefore I came out of the cubicle. Patient pressed the buzzer and when I went inside, I saw him in a kneeled down position leaning on to the bed with both hands. I asked my colleague for assistance. And patient was alert, completely conscious and he asked me to pull his shorts off his leg, and I removed his shorts. He said he lost his balance and his left leg gave away, and he rested on the floor. After which he got himself up with very minimal assistance and transferred into bed. It is an unwitnessed incident and according to the information from patient, it was not a fall.		I enquired further if he was in pain or does he hit anywhere. He denied any pain and said he did not hit anywhere. I checked his vital signs and they were stable, with NEWS score=0. No signs of any bleeding. Blood glucose monitored and it was 17.9. Ketones were checked and it was 0.1. Also, looked at his knees and arms, did not identify any new bruises or injury. Informed the SHO about incident and asked to review patient. He assessed patient and advised to carry out Neurological observations hourly for 4 hours.		Accident, Injury		Slip, trip or fall		Transferring between the bed/chair/commode 		None		Low		Low		patient admitted with severe pulmonary oedema and isolated in the cubicle since the 9.9.23.
patient found on his knee (R leg amputation) and holding onto the bed. no head injury were noted or stated by patient, so no ct head was requested. neuro obs performed.
risk of fall assessment/Patient handling updated on 11.9.23 and patient not classed as at risk. patient normally used the commode independently by shifting his weight onto the commode when positioned right next to the bed. buzzer was at hand and patient had appropriate footwear. family updated in the morning by patient.		patient didn't suffer any consequences from the fall, no head injury, neuro obs with no abnormalities. patient is currently continuing with his care in ccu.
family up to date.				importance of promoting autonomy and mobility but without putting patient safety at risk.		9/15/23		No

		37986				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		bed 6		9/14/23		9/14/23		22:00				Mrs Helen Thomas		Cerys Evans		Skin checks completed by night staff, on looking at bottom a small moisture lesion between buttocks noted. 
Also two small bruises to each side of buttocks from bedpan.   		Area cleaned, dried and barrier cream applied 
Skin bundle updated
Passport put in place
Patient repositioned
		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient initially admitted to CCU from CSSU on the 13th of September  with multiple Shocks from ICD, remained nursed in bed for her own safety.
On the 14th of September patient attended the catheter lab for a VT Ablation via femoral access therefore patient was required to remain in bed following her procedure as part of her recovery.
During these times the patient had to use a bed pan to pass urine. 
No purpose T completed for the 13th of September. 
Skin bundle entry's state that patient is independently mobile, which is the case normally however at the time the patient was being nursed in bed which likely caused moisture damage.  
Bruising to each side of buttock are consistent with bedpan use 		Although patient is usually mobile and independent, ensure skin is checked regularly especially when required to be nursed in bed and using bedpans for prolonged periods of time.  
Ensure patient is not on the bedpan for prolonged periods where necessary 				Although patient is usually mobile and independent, ensure skin is checked regularly especially when required to be nursed in bed and using bedpans for prolonged periods of time.  
Ensure patient is not on the bedpan for prolonged periods where necessary 		10/10/23		No

		38175				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/18/23		9/14/23		12:00						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed the misfiled safe rounds checks and refiled in correct patients case notes.  As both patients were admitted to Ward D in Morriston Hospital at the same time and the misfiled documentation is dated the same, this is most likely where the error occurred		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		Low														No

		38730				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / GP Out of Hours				9/26/23		9/14/23								Dr Saloni Jain, Dr Stephen Greenfield		For a patient to be referred to SDEC by a med reg on call a referral form will need to be completed. Please be mindful that If no referral is made to SDEC then SDEC will not be aware of the Pt and therefore no follow up contact will be made . 		Learning sent to OOHs GPs as well as datix to medical reg. 		Access, Admission		Access to services or admission delayed		Access to services delayed		Low																No

		38155				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/18/23		9/14/23		22:30						Mrs Lynne Edmunds		Clostridioides difficile has been identified from a faeces sample obtained on 14/09/2023 at 22:30. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.		Referred at clinical team and ward staff to manage and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low																No

		37980				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/14/23		9/14/23								Isla Mckenzie-Phillips, Maria Briones, Marietta Tunay, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		Patient confused and had an unwitnessed fall. Patient opposite reports that when patients family went, patient quickly stood up and reached forward and fell forward. Stating that he hit his head, there appears to be no injury on patients head. Nurse levels understaff at time of fall, only 2 nurses and 1 healthcare. I was in the medicine room completing my medicine round before handover, and healthcare in with another patient. 		Falls sticker and protocol completed, family informed, doctor informed of fall and hot debrief completed following fall.		Accident, Injury		Slip, trip or fall		Found on the floor		Low		None		Low		Patient confused and had an unwitnessed fall. Patient opposite reports that when patients family went, patient quickly stood up and reached forward and fell forward. Stating that he hit his head, there appears to be no injury on patients head. Nurse levels understaff at time of fall, only 2 nurses and 1 healthcare. I was in the medicine room completing my medicine round before handover, and healthcare in with another patient. 		Patient confused and had an unwitnessed fall. Patient opposite reports that when patients family went, patient quickly stood up and reached forward and fell forward. Stating that he hit his head, there appears to be no injury on patients head. Nurse levels understaff at time of fall, only 2 nurses and 1 healthcare. I was in the medicine room completing my medicine round before handover, and healthcare in with another patient. Falls sticker and protocol completed, family informed, doctor informed of fall and hot debrief completed following fall. Observations were recorded, NEWS 2- resp rate 21. Bms were not recorded at the time. Neuro observations commenced, GCS 14/15. Patient was admitted with confusion. Dr reviewed, Ct head requested and completed- NAD. Neuro observations stopped. Staff continued to monitor patient closely.				To complete a BM when a patient has had a fall, following the falls protocol. Risk assessment to be completed on admission and immediately after fall.				No

		38000				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/15/23		9/14/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/15/23		No

		37894				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		g6		9/14/23		9/14/23		06:53						Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		Pt on routine skin check every 4hr last night , skin v.red, not noticed until this morning checks but pt has G2 to sacrum and buttocks and heels now red and non blanching. Currently nursed on active mattress, when looking back at skin checks, pt was not checked on day shift 13/09		Active Mattress checks and turned on Left side		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low														No

		37934				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Singleton Hospital / Radiology or X Ray Department		Ultrasound		9/14/23		9/14/23		10:00				Mrs Victoria Watts		Danielle Williams, Laura Kleinberg		Patient went to toilet after ultrasound examination wearing no shoes only socks, she found herself stuck to the floor.  She called for help, and ultrasound helper went to help.
There appeared to be a large blob of superglue on the toilet floor, we helped patient to remove socks  and then pulled the socks free from the glue.		DO NOT USE sign placed on toilet until the glue dried, investigation into how glue got onto the floor.  Apologised to patient, patient left unharmed.
		Accident, Injury		Contact with or exposure to hazardous substance		Other		None		None		None		Cannot find any reason why superglue was left on the floor		n/a				none to learn		10/5/23		No

		37931				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/14/23		9/14/23		11:55						Maria Briones, Marietta Tunay		C. difficile has been identified from a faecal sample obtained on 13/09/2023  00:00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low				Patient admitted 4/9/23 to ED at 20;20 with complaint of hematemesis and melena. Transferred to ward G and had an OGD which shows variceal bleed and was banded x6. Was discharged 9/9/23. On clinical portal no stool sample sent on this admission, but stool chart shows bowel opened on 7/9/23 - stools not described what type and no sample sent. Nothing on nursing kardex that patient was isolated on this admission.

Patient was re admitted in ED 11/9/23 at 21:07 with complaint of SOB, rigors and abdominal distention, reports having loose stool. Treating for ? HAP, ?SBP + splinting diaphragm, ?BE given murmur. Had stat dose of IV taz.  CRP - 9, WCC - 5.1, CXR result done but not reported.  PMHX: ARLD, ongoing Portal hypertension, Autism/ADHD.  Transferred to SDEC 21:35 and was moved to short stay green 5. Had stat dose of IV Taz at 22:25 and next dose given the following morning. Night staff documented no bowel action. Day staff documented on kardex that stool sample was sent but not documented on stool chart.										No

		37979				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/14/23		9/14/23								Mrs Sara Morgan, Marietta Tunay, Mrs Rachel Thomas, Miss Gemma Hanbury, Maria Briones		Patient moved to ward D and when checking the skin patient has an SDTI to right heel.		Skin bundle updated, patient on airflow mattress, passport completed. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate																No

		37893				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W		Cube 8		9/14/23		9/14/23		06:25				Sister Claire Williams		Karen Allcock		Following taking patients BM's and ketones informed dr of this - instructed by dr to give insulin - patient self administered insulin and passed me the insulin pen, I went to sheathe the needle and accidentally received a sharp injury from the insulin needle  		Dr informed and dr has taken a set of bloods from myself and patient with his consent. taken to the lab, site matron informed and will inform ward manager 		Accident, Injury		Contact with needles or medical sharps		During disposal - Whilst deploying safety fitting contaminated/used		None				Low		 Patient self administered insulin and passed back the insulin pen to staff nurse, she went to sheathe the needle and accidentally received a sharp injury from the insulin needle. 		Staff Nurse aware that we never re sheath needles and there is a protocol with regards to this and equipment for safe disposal of sharps.				 Ensure all staff are reminded and trained on the safe disposals of needles to avoid needlestick injuries.		9/29/23		No

		37976				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		wr2		9/14/23		9/14/23		17:00						Matt Searle, Mrs Natalie Dark-Harry		Staff were changing patient's  pad and clothes in the evening, when we tried to put fresh clothes  on her, she complained of pain on her right arm, when checked we noticed a skin tear measuring 2*1 cm on her right fore arm. Patient's skin has got discolouration, very fragile in that area. 		Informed to ward manager, applied steri-strip and pressure bandage over the affected area. No bleeding, and redness over the surrounding area.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low														No

		37970				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		cubicle 2		9/14/23		9/14/23		16:00				Rachel Newton		Laura George Hennah, Claire Herbert		Medical consultant has noted that pt given methotrexate whilst C diff positive. Apparently contraindicated.		DOctor and nurse in charge aware. Patient reviewed.		Medication, IV Fluids		Medication prescribing error		Contraindication - clinical condition		Low		Low		None		ED notes reviewed - documented that patient was administered own methotrexate prior to diagnosis of C.Diff being received.  ED was not made aware of diagnosis by lab - patient's son was contacted by staff on AMU where patient had been a patient recently. who advised him there was medication ready for her as she had c.Diff.  		ED notes reviewed - documented that patient was administered own methotrexate prior to diagnosis of C.Diff being received.  ED was not made aware of diagnosis by lab - patient's son was contacted by staff on AMU where patient had been a patient recently. who advised him there was medication ready for her as she had c.Diff.  				Nil		9/28/23		No

		38205				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		Bed 8		9/18/23		9/14/23						Mrs Helen Thomas		Matthew Lewis, Mr Ross Phillips, Mrs Michelle Porter, Rachael Brown		On 14/09/23 (day 5 post re-sternotomy from tamponade) I removed the PICO dressing from the patients sternum, and removed the cosmopore dressing on his Abdo to remove the chest drains and complete a wound check (PICO dressing changing protocol is 5-7 days). Prior to removal there was no strike through/exudate on the PICO dressing. The PICO dressing was dry and seal intact. When I removed the dressing I saw the sternum wound was slightly red and noted small amount of pus.

		I swabbed the sternum wound, cleaned the wound with a chlorhexidine stick and re-applied cosmopore dressing. I informed the nurse in charge of the wound swab. The sternum wound swab results came back as negative. On 15/9/23, the sternum wound has dehisced and a vac dressing was put insitu on the wound. 		Treatment, Procedure		Treatment or procedure issues		Wound infection		Low		Low		Low		The patient was admitted from ED to CSSU on 25/08/23. They went into CEW,DDW and then admitted to CITU on 08/09/23 post CABG x 4. Unfortunately the patient experienced a cardiac tamponade and was taken back to theatre on 09/09/23 and had a re-sternotomy. A pico dressing was put in place following the re-sternotomy. On 14/09/23 PICO dressing removed as per protocol and wound was found to have small amounts of pus. Wound swab sent and was negative and continue to be so. Wound was dehisced on 15/09/23 and VAC dressing put in place. 		The patient was admitted from ED to CSSU on 25/08/23. They went into CEW,DDW and then admitted to CITU on 08/09/23 post CABG x 4. Unfortunately the patient experienced a cardiac tamponade and was taken back to theatre on 09/09/23 and had a re-sternotomy. A pico dressing was put in place following the re-sternotomy. On 14/09/23 PICO dressing removed as per protocol and wound was found to have small amounts of pus. Wound swab sent and was negative and continue to be so. Wound was dehisced on 15/09/23 and VAC dressing put in place. 				Unfortunately the patient had a cardiac tamponade and required a re-sternotomy. 
PICO dressing was in place and used following protocol, all precautions were in place. 		10/10/23		No

		37987				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		North unit		9/15/23		9/14/23		10:00				Bethan James		Susana Sanorjo		Patient develop Grade 1 pressure sore behind top right ear. 		Hydromol cream applied and device was removed as no longer needed		Equipment, Devices		Medical devices		Accidental damage / loss		None		None		Low		patient develop category 1 pressure sore in the top of the right ear due to continuous using of optiflow .
the optiflow was wean after 3days and the area improved and drying.		all patient receiving continuous optiflow and have fragile skin should be vigilant if we can wean as soon as the optiflow.
close monitoring of the site where the  rubber band and changing the position more often.				all patient receiving continuous optiflow and have fragile skin should be vigilant if we can wean as soon as the optiflow.
close monitoring of the site where the  rubber band and changing the position more often.		10/3/23		No

		38007				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Singleton Hospital / Enhanced Care Unit - ECU		ECU		9/15/23		9/14/23		14:30				Lucy Stacey		Dr Lewys Richmond, Lucy Stacey		The patient had an elective laparotomy and Rives-Stoppa incisional hernia repair on Monday 11th September. 
Post operatively she did not make the anticipated progress, and after 3 days on the enhanced care unit her respiratory function had actually deteriorated to a point where continuing her care in ECU was no longer appropriate.
Following discussion with the consultant intensivist in MH the patient was transferred by the ACCTS service to continue her management in MHITU.

(edited to remove identifiers )		See above		Transfer, Discharge		Transfer		Transfer to tertiary care		None		None		Low		The patient was appropriately escalated to critical care services in Morriston Hospital when the medical support she required began to escalate beyond the expected postoperative course. She had undergone regular specialty review and daily Consultant anaesthetic review during her stay on ERU. She received the appropriate and timely escalation to Morriston. She underwent further investigations to direct her care and was subsequently discharged home from critical care 9 days post-operatively with surgical follow up. 		It was not related to COVID. 				The early recognition of the potential for significant deterioration for this patient was recognised and escalated. 		10/10/23		No

		38270				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Hospital Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward				9/19/23		9/14/23		03:00				Mrs Caroline Riseley		Mrs Melanie Davies		Patient found walking to the toilet holding on obs machine, after cutting his CVC line with TPN running-used his own scissors.		Pressure applied on the CVC site, Patient is confused and refusing to sit down. Assisted him walk back to bed and laid down. Patient started bleeding heavily from CVC and dropped saturation to 78% on room air. Pressure applied continuously, commenced on 15 L oxygen. Peri arrest call activated. Team arrived and decision made to remove central line . Patient flattened  in the bed with head down. Blood and blood gas done. Ward staff to review patient over night.		Equipment, Devices		Medical devices		Unauthorised modifications or adjustments		Low		Low		Low		Patient found to have cut his CVC line using his own nail scissors he had brought in from home which was in his toilet bag. He thought it could be cut and put back together he didn't realise the implications of what he did.		Patient cut his own line, the following morning medical team wee made aware and patient capacity assessed. Patient knew what he did but just didn't realise the serious implications.  Pharmacy also informed regarding the TPN. outreach also made aware of the incident.				Appropriate action taken by staff very quickly from noticing what the patient had done.
Ward staff complimented by Outreach team for their rapid response to this incident.		9/27/23		No

		37944				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 4				9/14/23		9/14/23		09:15						Dr Lewys Richmond, Lucy Stacey		Patient listed for Lap hemicolectomy.
Arrived in theatre. Spinal diamorphine inserted uneventfully.
Laid flat for GA. 
TIVA anaesthetic - propofol and remifentanil. Rocuronium NMB.
Sats stopped reading after induction (no drop just instantaneous not reading).
Intubated. EtCO2 present.
BP cuff cycled - unable to record but still EtCO2.
Metaraminol 0.5mg given - BP still cycling.
No central pulse - CPR commenced, help called		Adrenaline 100mcg given ? anaphylaxis
Fluids and head down position
CPR for aprox 1 minute then central pulse palpable. 
Pulse palpable continuously after this but further drop in BP treated with metaraminol and 1 further dose adrenaline 100microgrammes IV.		Medication, IV Fluids		Allergic / Adverse reaction (unknown previously)		Allergic / Adverse reaction (not blood products)		Severe																No

		38157				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/18/23		9/15/23								Mrs Andrea Thomas, Mrs Samantha Francis, Mrs Sian Ackland		Nurse in charge informed patient is C Diff positive. Patient unable to be isolated within a cubicle 		Strict PPE precautions
Site management team aware		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low														No

		38022				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		bed 4		9/15/23		9/15/23		15:00						Amy Payne, Cerys Evans, Jade Stamate, Mrs Dayana Francis, Mrs Judy Terry, Rachael Brown, Resmi Michael, Robert Zaiz, Toni Davies		During skin check and repositioning of the patient, staff nurse discovered a discoloured area approximately on the L calf with a red and blanching area surrounding it. wife and patients were unaware of it and no previous documentation of any SDTI. 		Air mattress ordered in the morning but despite several orders, staff were unable to find a working one. new mattress ordered. Continuing with 2 hourly roll and skin checks at present.		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Patient was transferred to CCU on 14/9/23. Was not transferred on air mattress from ITU. 
Patient was very anxious when being given personal hygiene. Needs reassurance and firmness as he would not co-operate with care.  Pt refused to be repositioned at start of shift but rolled side to side for a few secs as he does not like laying flat which makes it difficult sometimes to get him up the bed.
0043hrs
Pt assisted with toileting on request. Accepted to lay on his side for a few hours 
0415hrs
Attempted to repositioned patient but he refused. He stated he preferred staying on his right. Legs moved to be comfortable for patient but no documentation of SDTI

On the 15/9 air mattress was ordered the day before but morning delivery was faulty pump and strong smell of urine when opened the mattress to blow up. (Separate Datix for mattress issues) was put on mattress evening of 15/9.


14/9/23 23:41 Declined but risk assessment completed for heels and elbows (Red but blanching) no documentation of calves being checked 

15/9/23 00:42 Repositioned – Normal buttocks heels and elbows red but blanching  

15/9/23 06:55 Reposioned no ticks on what was checked?  

15/9/23 11:30 SDTI noted on calf by morning staff 

		Hard to determine if already present on admission to CCU, it was found less than 12 hours into admission and as evidence suggests the process leading to deep tissue injury precedes the visible signs of purple or maroon skin by about 48 hours? Present in ITU ? Unsure of cause as patient unaware no pain/remember hurting himself. Possible causes:-
- Sheer of moving as legs so oedematous/injury from getting out with physio
- Pressure due to severity of lymphedema to legs 				No documentation of SDTI on direct admission to CCU however patient documentation of refusing repositioning on times from both CCU and ITU
Communication from different areas if patients need to be transferred onto air mattress to avoid delays
				No

		38251				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/19/23		9/15/23								Kristine Labayo, Mrs Sharon Howells		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		37991				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/15/23		9/15/23		04:20						Ryan Lane, Mrs Tracey Roberts		patient was given fosfomycin dated 14/9 13:55 and another  prescribed 17/9 as stat but adminstered also at 14/9 at 20:30,this incident noticed at 0420 when looking at the notes		obs was checked,medics informed-no further action but to do IR and also NIC aware		Medication, IV Fluids		Medication prescribing error		Incorrect/omitted timing of dose		Low		Low														No

		38038				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Catheter Laboratory				9/15/23		9/15/23								Mr Richard Walters, Catherine Allen		patient underwnt PPM implantation
difficult venous access
post implant CXR - small apical pneumothorax		reviewed with thoracic surgeons and agreed to manage conservatively in teh first instance		Treatment, Procedure		Treatment or procedure issues		Other		Low		Low														No

		38029				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre Reception		theatre 6		9/15/23		9/15/23		15:15						Mr Mark Mullins		The patient was checked into theatre with her consent corresponding with the theatre list. Her right leg had been marked and was confirmed by the patient as being the correct side. Whilst under anaesthesia, a "stop before you block" check was undertaken in the anaesthetic room and the correct leg nerve blocked. The patient was then transferred into theatre where it was mentioned by the scrub nurse that both legs needed to be prepped as there was a graft to be taken from the opposite leg. This was not written on the consent or the theatre list. 		Surgeons were informed, they were adamant that the patient had verbally consented to the graft from the left leg and they amended the consent form. The band 7 theatre managers were informed.		Consent, Mental Capacity Act (including DoLS)		Consent process for examination or treatment not / inadequately followed		Patient/service user not consented for the examination or treatment		None		Low														No

		38195				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/18/23		9/15/23								Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas, Mr John Williams		Clostridioides difficile has been identified from a faeces sample obtained on 15/09/2023. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.		Referred to clinical team and ward staff to manage and investigate. 		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		38198				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/18/23		9/15/23								Mrs Sian Ackland		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		38035				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/15/23		9/15/23						Mrs Katrina Rees		Mrs Sara Morgan		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
5 doses of Flucloxacillin missed.

		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		Low		None		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 		The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 				The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		9/19/23		No

		38058				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J		Section A		9/15/23		9/15/23		16:30						Mrs Samantha Francis, Mrs Sian Ackland, Mrs Andrea Thomas		Informed by infection control there are two confirmed patients postive C-diff which require isolating. Bathroom requires 4d cleaning and domestic services to increase cleaning on ward for 28 days. Doctors to be informed and antibiotics to be reviewed 		Unable to isolate patients due to all ward cubicles required for other isolating infections therefore contacted bed managers. They were unable to provide cubicles for patients. Domestic services informed for cleaning  		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low														No

		38250				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/19/23		9/15/23		22:00						Kristine Labayo, Mrs Sharon Howells, Tracy Davies		Clostridioides difficile has been identified from a faeces sample obtained on 15/09/2023 at 22:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low				Patient was transferred from Withybush hospital, treated for vascilitus and to start dialysis. Patient had been having ongoing loose stool, type 6-7 whilst in Withybush. Regular stool samples were sent which were negative. On transfer to ward, staff were not informed of loose stool, patient was admitted into B bay. Patient was transferred in cubicle B2 once staff aware of loose stool, within 24 hours. No stool sample was sent from Cardigan ward due to formed stool and type 3-4. The stool chart had not been completed daily in the first instance on transfer. Patient was having N.G feed and all care in bed, incontinent of faeces as well as using bedpan. Patient became COVID positive, went into respiratory failure and was admitted to ITU on 14/09/23. A stool sample was sent on 15/09/23, which was C-Diff positive. Patient sadly passed away on 18/09/23.										No

		38024				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		Theatre 6		9/15/23		9/15/23		15:00								The patient was walked to theatre from the ward with no footwear, she only had TED stockings on.		The anaesthetic nurse informed the staff nurse accompanying the patient that footwear should be worn and explained the dangers of not wearing shoes/slippers. The theatre matron was informed.		Transfer, Discharge		Transfer		Transfer inappropriate or unsafe		None				Low		Patient walked to theatres without appropriate footwear, checked with nursing staff on duty at time who stated patient had declined to wear footwear. Reiterated to Staff the importance of educating patients on the need for appropriate footwear when in hospital; infection prevention and control and reduction in falls risk.		Email sent to staff to ensure importance of educating patients on the need for appropriate footwear when in hospital; infection prevention and control and reduction in falls risk.				Email sent to staff to ensure importance of educating patients on the need for appropriate footwear when in hospital; infection prevention and control and reduction in falls risk.				No

		38147				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/15/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38041				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre Reception		theatre 6		9/15/23		9/15/23		15:30						Joanne Phillips		When removing an ampoule of fentanyl from the packaging, the ampoule fell to the floor and broke.		Band 6 anaesthetics and recovery nurse informed. Pharmacy informed. Pharmacist attended and witnessed the destruction of the remaining drug and completed the cd book.		Medication, IV Fluids		Preparation errors		Accidental breakage of phial		None																No

		38019				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		bed 6		9/15/23		9/15/23		09:00				Robert Zaiz		Robert Zaiz, Jade Stamate		patient rolled to the side after using the bedpan and nurse discovered two small discoloured areas on the inside of both buttocks which were unknown to patients as well. patient also presents a moisture lesion highlighted by another datix completed the night before (37986).		air mattress ordered but despite several attempts, staff were unable to find a working one. new mattress (fourth of the day) ordered.		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		patient admitted on 13.9.22 from cssu with shocks from icd. vt ablation on the 14th of September . patient remained in bed during these events and post procedure.
purpose t completed on the 12th, which states patient is not currently at risk and mobility is not being affected. Skin inspection and repositioning chart completed daily. no previous founding regarding skin integrity.		patient is currently waiting for an airflow mattress. patient also developed a moisture lesion around the same area, which was datix and passport.				importance of frequent documentation regarding skin integrity.
try to avoid prolonged use of the bedpan		9/15/23		No

		38054				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward		toilet		9/15/23		9/15/23		09:30				Mrs Lisa Morris		Kristine Labayo, Mrs Sharon Howells, Tracy Davies		A loud crash was heard on the ward at about 09:30 am, doctors and staff immediately attended to patient that was found lying on the floor just outside the toilet in D Bay. Wet floor sign was beside the patient and floor was visibly wet.		Patient has been attended by two renal doctors, physio, physio tech, attending nurse and renal sister. Patient was alert and with full recollection of what happened, stated that he slipped on water and fell on to his left side. Checked for head injury- none noted. No complaint of neck pain. Complained of pain to left hip, left wrist and left elbow.  Observations taken and recorded; vital signs stable, NEWS 0. Blood sugar checked- 10.2 mmol/L. Patient was transferred from floor to bed with a spinal board. Painkillers administered as prescribed. Xrays ordered. Falls care plan commenced, falls sticker in place.		Accident, Injury		Slip, trip or fall		Fall on a slippery or wet surface		Low		Low		Low		Patient was admitted with overloaded and short of breath.
Was independently mobile but legs oedematous.
Patient had entered shower room with no footwear. On exiting this area, slipped on a very wet floor. Warning sign of wet floor was in place.
Patient was reviewed by staff and doctors immediately, able to state what had happened. Log rolled onto bed. No obvious injury noted, complaining of pain to left arm. Attended for xray, no break but soft tissue damage. 
Observations stable prior and post fall. BMs in range.

		Patient was admitted with overloaded and short of breath.
Was independently mobile but legs oedematous.
Patient had entered shower room with no footwear. On exiting this area, slipped on a very wet floor. Warning sign of wet floor was in place.
Patient was reviewed by staff and doctors immediately, able to state what had happened. Log rolled onto bed. No obvious injury noted, complaining of pain to left arm. Attended for xray, no break but soft tissue damage. 
Observations stable prior and post fall. BMs in range.				Water should have been mopped up prior to wet floor sign being placed on floor, as noted the floor was very wet.		9/22/23		No

		38475				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Laboratory		Biochemistry		9/22/23		9/15/23								Miss Lynda Thomas, Mrs Suzanne Holloway, Lisa Morris		Incorrect urine volume recorded on 24 hour urine collection.

I had previously weighed the urine myself at over 1000ml more than the value which was returned on the result / report.

This collection was a part of a series of results required to complete a test which required the patient to attend for over 4 hours, and required 24 hours to prepare beforehand.		When I phoned to query the result I was told that I would not be able to have it re-checked as it had been thrown away.  

If I didn't trust the results I would need to send another sample.		Information Technology		Accuracy of Information		Wrong information in record		Moderate		Low														No

		38249				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/19/23		9/15/23		20:10						Claire Herbert		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		38017				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/15/23		9/15/23		07:50				Mrs Lynnette Garrett		Laura Servello, Sarah John		3 bottles of Human Albumins were issued on 14/09/23 at 12:37 to the patient. According to the signature on the Blood Bank Register Copy, 3 bottles were taken at 14:55 on 14/09. However, one bottle of Human Albumin was found on the desk by the issue fridge on 15/09/23 at 07:50 by a porter. Discussed this matter with Ward but unable to investigate it further as the nurse looking after this patient on the current shift is unaware of this situation. The product has to be wasted as it exceed more than 12 hours outside of the temperature control.		Tried to investigate it with the nurse in ward and Blood Bank senior is notified. 		Treatment, Procedure		Blood / plasma products transfusion		Waste - avoidable		Low		Low		None		Porter returned a unit of albumin from the clinical area and did not sign it back in.  The unit left the fridge at 14:55 on 14/09 and was returned at 04:00 on 15/09.  The porters have had increased workload and a lot of sickness leaving them short staffed. This is leading them to do more than 1 job at a time which is not acceptable.  		Porter returned a unit of albumin from the clinical area and did not sign it back in.  The unit left the fridge at 14:55 on 14/09 and was returned at 04:00 on 15/09.  The porters have had increased workload and a lot of sickness leaving them short staffed. This is leading them to do more than 1 job at a time which is not acceptable.  				Process does not get followed where staff feel stressed and overwhelmed leading to mistakes. 		10/4/23		No

		38183				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Radiology or X Ray Department		CT Scanning		9/18/23		9/15/23		19:00				Martyn Floyd		Cleona Rees, Martyn Floyd		Yellow cannular inserted and flushed/ tested multiple times prior to use - worked well. Flow rate dropped to accommodate the smaller cannular. 
As scan commenced, it was noticed by the radiographer that no contrast was showing up on the sure start portion of the scan. The injector pump did not alarm or adjust the flow rate. The patient did not appear to be in any pain or discomfort on the camera. Radiographer aborted the scan and the injection and went in to see if the patient was okay. The radiographer then realised that extravasation had occurred and patient was attended too straight away. Cannula removed, arm elevated, cold compress applied and gentle massage to get as much of the dye out as possible. 
Attempted to re-cannulate by multiple staff but unsuccessful. Scan completed without contrast. 		Immediate action was taken as soon as incident occurred.  
cannula removed, arm elevated, cold compress applied and gentle massage to remove as much dye as possible. 
swelling greatly decreased by the time we re-started the scan. 

aftercare sheet also given to patient.		Treatment, Procedure		Treatment or procedure issues		Extravasation (infusion injury)		Low		Low		Low		Description: Yellow cannular inserted and flushed/ tested multiple times prior to use - worked well. Flow rate dropped to accommodate the smaller cannular. As scan commenced, it was noticed by the radiographer that no contrast was showing up on the sure start portion of the scan. The injector pump did not alarm or adjust the flow rate. The patient did not appear to be in any pain or discomfort on the camera. Radiographer aborted the scan and the injection and went in to see if the patient was okay. The radiographer then realised that extravasation had occurred and patient was attended too straight away. Cannula removed, arm elevated, cold compress applied and gentle massage to get as much of the dye out as possible. Attempted to re-cannulate by multiple staff but unsuccessful. Scan completed without contrast. 		There is always a risk of contrast extravasation especially in patients with poor venous access and a narrow bore cannula used 				There is always a risk of contrast extravasation especially in patients with poor venous access and a narrow bore cannula used 

As the radiographer has correctly chosen a narrow gauge and amended flow rate to accommodate the poor venous access 		9/26/23		No

		38046				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)		section 4 bed 6		9/15/23		9/15/23		09:40						Miss Cleo Purchase, Morag O'gorman, Mrs Katrina Rees		Patient found lying on the floor, got up from his chair without seeking assistance while nurse put the washing bowl away. 		Examined for any injury, none apparent noted, able to move limbs. Hoisted back to bed, observations and blood sugar checked. Neuro observations started and doctor informed.
Fall sticker filled in and family informed (daughter)		Accident, Injury		Slip, trip or fall		Found on the floor		None																No

		38006				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiac Rehabilitation		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit				9/15/23		9/15/23		07:50				Mrs Lynnette Garrett		Heather Howells, Laura Servello, Rachael Brown		4 FFP ordered for patient, issued at 02:34, all collected at 02:40. Phone call from ward at approximately 07:30 informing us that 2 units had not been used. Asked them to return units to BB. Units returned at 07:50. 		2 units wasted		Treatment, Procedure		Blood / plasma products transfusion		Waste - avoidable		None		None		None		2 units of FFP returned to the lab after the decision made not to give to patient once transferred back into theatre.   		Waste may occur within emergency situations involving patient care. 				Fast paced changing patient condition will inform decision making around what is transfused to patents. This cannot always be predicted		10/4/23		No

		38049				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/15/23		9/15/23								Mrs Tracey Roberts, Ryan Lane, Rebecca Parcell		Air flow mattress attempted to be set up. Brand new mattress - faulty and broken. Multiple people tried to fix it. This delays pressure relieving care to our patients.		Nurse in charge informed - asked for datix. Another mattress ordered but currently not available. 		Equipment, Devices		Medical devices		Failure of medical device		None																No

		38053				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward		HDU 3		9/15/23		9/15/23		17:30				Mrs Caroline Riseley		Emma Walsh, Mrs Melanie Davies		On removing patients epidural and removing outer dressings I could see damage to the skin with 2 areas which had superficial skin loss and one blister. Patient informed of this and areas dressed, skeletal chart completed.		Area dressed, patient informed, skeletal chart completed, handed over to staff		Treatment, Procedure		Treatment or procedure issues		Allergic / Adverse reaction		Low		Low		Low		Patient noted to have had a reaction to dressing applied to skin- no known allergies.
Dressings removed and area cleaned and barrier cream applied- area improved quickly. 		Patient noted to have had a reaction to dressing applied to skin- no known allergies.
Dressings removed and area cleaned and barrier cream applied- area improved quickly. 				Patient noted to have had a reaction to dressing applied to skin- no known allergies.
Dressings removed and area cleaned and barrier cream applied- area improved quickly. 		9/28/23		No

		38021				New Incident		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		theatre 6		9/15/23		9/15/23		09:30								The patient arrived in theatre for a total knee replacement and was checked in. During the operation, the anaesthetic nurse rechecked the theatre checklist and noticed that the group and save and the crossmatch samples had not been ticked to say they had been taken. The theatre sister was informed, the ward was rung for confirmation but we were told that they were not sure whether the blood sample had been taken or not. Anaesthetist was informed of the situation, she said she had rung blood bank that morning and had been told that one sample would be sufficient.		Theatre matron informed, Anaesthetist confirmed that she was happy to continue as there was a tourniquet applied and the patient wasn't a particularly high risk for bleeding.		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Test not ordered or undertaken		None																No

		38027				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/15/23		9/15/23		15:00				Mrs Helen Thomas		Jade Stamate, Mrs Gwennan Hall, Mrs Lesley Cook		2 patients are in need of an air mattress due to their vulnerable skin but all the 4 mattresses delivered to CCU were faulty and one of them with a very strong smell of urine. This is not an isolated event since we struggle to find a working airflow bed every time we order one.		Staff enquired with arjo delivery man who states that only one out of three mattresses get tested due to the high demand. Unable to find an explanation about the dirty mattress.		Equipment, Devices		Medical devices		Poorly maintained device		Low				Low		faulty air mattresses (4x) were provided on the same day to CCU. One of these was clearly presenting signs of this being unwashed.		Issue escalated to Cardiac Matrons.				it's important to check regularly air flow beds for any leak or deflating issues, since some of them start to show errors when patient is on top of it.		10/10/23		No

		38033				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		General department		9/15/23		9/15/23		15:50						Mrs Janine Sparkes, Ceri White, Sean Evans		23 inpatients waiting to be x-rayed, potentially preventing discharge and treatment. 		Asked charge hand porter at 15:30 about the patients coming to department. Not enough porters to accommodate general x-ray patients due to the high volume of other inpatient work despite no sickness or uncovered shifts. 		Access, Admission		Access to services or admission delayed		Access to services delayed		Low																No

		38156				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/18/23		9/15/23								Mr John Williams, Mrs Samantha Francis, Mrs Sian Ackland		Nurse in charge informed that patient was C Diff positive result on 15/9/23. Patient unable to isolate within the hospital due no cubicle available.		Strict IPC precautions. PPE to be worn when seeing to patients 
Site management team aware
Toilet allocated to section A 4D cleaned 		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low														No

		38070				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Dialysis Unit Acute		Bedside		9/16/23		9/15/23		08:00						Mrs Jennifer Morgan-Libby		Patient transferring from hospital chair to weighing chair prior to treatment, stood but appeared unsteady and shaking. Patient lowered herself onto her knees.		Observations recorded
Blood sugar recorded
Doctor informed
ECG performed		Accident, Injury		Slip, trip or fall		Assisted to floor		None		None														No

		38202				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/18/23		9/15/23		20:10						Miss Louise Horton, Mrs Phylippa Thomas-Dyer		Clostridioides difficile has been identified from a faeces sample obtained on 15/09/2023 at 20:10. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to clinical team and ward to manage and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		37996				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward		Oxwich bay		9/15/23		9/15/23		05:55				Mrs Helen Thomas		Laura Scrine, Rachael Brown		Staff member found patient sitting on the floor next to her bed, patient is confused and was unable to explain what had happened. Patient had a small skin tear on right shin.		Checked patient for injuries, neruo observations completed and ok, vital signs taken and at baseline. Assisted patient up and back into bed. Wound to leg dressed. Called SHO who came to review. Falls documentation completed and datix done.		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low		Low		This patient was admitted on 01/09/23 to CEW following a fall at home which resulted in a pneumothorax and fractured ribs. The patient has a history of falls and is end stage dementia. The patient woke up following being incontinent and got up and fell. Patients in the bay alerted staff immediately and the staff who were out in the corridor attended immediately and the patient was found sitting on the floor. Medics alerted who attended and  observations taken for 2 hours and  the patient treated for a small skin tear on the right shin. 

		This patient was admitted on 01/09/23 to CEW following a fall at home which resulted in a pneumothorax and fractured ribs. The patient has a history of falls and is end stage dementia. The patient woke up following being incontinent and got up and fell. Patients in the bay alerted staff immediately and the staff who were out in the corridor attended immediately and the patient was found sitting on the floor. Medics alerted who attended and  observations taken for 2 hours and  the patient treated for a small skin tear on the right shin. 

Patient should have been closely monitored as they were high risk of falls and had a history of falls and was admitted following a fall. 				If a patient is admitted following a fall and a history of falls ensure baywatch is actioned immediately. 		10/10/23		No

		38059				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Blue Bay		9/15/23		9/15/23		20:15				Mrs Katrina Rees		Carys Wilkins		Patient came in transferred from SDEC with Low HB.
Lives at home with Wife.
Pressure area checked and noted with G2 onto L Buttock and red and blanching R buttock with multiple dressings noted one onto Head post excision of lesion, Dressing onto R thigh from donor graft, dressing onto L elbow, dressing onto L side of shin bone and dressing onto L foot post surgery.		Patient put onto air mattress and encourage hydration with 4 hourly skin check.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		None		None		None		Patient came in transferred from SDEC with Low HB.
Lives at home with Wife.
Pressure area checked and noted with G2 onto L Buttock and red and blanching R buttock with multiple dressings noted one onto Head post excision of lesion, Dressing onto R thigh from donor graft, dressing onto L elbow, dressing onto L side of shin bone and dressing onto L foot post surgery.		Patient came in transferred from SDEC with Low HB.
Lives at home with Wife.
Pressure area checked and noted with G2 onto L Buttock and red and blanching R buttock with multiple dressings noted one onto Head post excision of lesion, Dressing onto R thigh from donor graft, dressing onto L elbow, dressing onto L side of shin bone and dressing onto L foot post surgery.				Not applicable to the unit as it occurred prior to admission. All further actions taken appropriate. 		9/19/23		No

		38088				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W		cubicle 7		9/17/23		9/16/23		04:00						Karen Allcock, Miss Claire Topliss		The patient had increase in NEWS without saturations and heart rate as they were unreadable, I informed the doctor on call that he needed reviewing, he stated to me on the telephone that he was busy with trauma calls and he would review when he was free. The patients Temperature was very low and i placed a bear hugger on him and then attempted to get his saturations and heart rate when he warmed his peripherals. I contacted the doctor again to come and review and he was not answering his phone and i contacted the outreach team who were busy with an arrest, I explained the situation to them and they said that the doctor needs to review the patient. I then contacted the doctor again and he did answer and briefly came to the ward looked at the patient but did not document, he said if he deteriorates then to contact him again and he would review him again. He stated he would speak to the registrar on call and decide on a plan going forward. 
The patient then deteriorated and was a NEWS of 15,  RESPS 24, on 3 litres of 02, with SATS 81%, BP 98 systolic, TEMP 34.7 and responding only to voice. He was then placed on a non re-breath 15 litres SATS of 99%, blood pressure 103 systolic, only responding to pain and TEMP 35. I spoke to the doctor who has stated that he will be up when he has finished in A & E. The patient should have been reviewed within 15 minutes but the doctor did not review him for hours, with many attempts of contacting him. Outreach gave some advice over the phone but the doctor needed to make a decision on his ongoing care needs. 		I attempted to contact the doctor many times in the hours that followed the patient scoring high with his NEWS and clinically deteriorating. The patient has been consistently NEWS of 12 and he is still awaiting review from the doctor, I have contacted him many times as this gentleman is on 15 minutes observations, on 15 litres of oxygen awaiting review from the doctor. His breathing has altered and was laboured and dropped from RESPS of 22 to 16 and snoring. He remains on the bear hugger and his TEMP is dropping now 43.7, he is now unresponsive and eyes are pin pointed. I have contacted the doctor to review the patient as he has significantly deteriorated and awaiting family to come to his bedside. He said he would be here in 15 minutes and it has now been nearly 45 minutes and he is still not here. I have tried to contact him again and he ended the call and the Registrar and he also did not answer his phone. 
The family have arrived and i have explained that i am still carrying out observations on the patient as i am waiting on the doctor to review.  Another staff nurse then contacted the doctor and he is on his way 1 hour later.
Family arrived on the ward to see their relative, i escorted them to the cubicle and explained that i am currently still commencing observations on the patient as i am still awaiting the doctor to review him. I attempted to ring the SHO again and he did not answer his phone,  the other staff nurse then spoke to the bed manager explaining the situation and that a patient with a NEWS score of 15 had not been reviewed by the team and any decisions that needed to be made had not been made. I spoke with the Registrar on the phone and gave him a detailed description of the situation that has been ongoing since 23.30 yesterday evening. I stated that i have tried to get the doctor to review many times without success, I have also stated that i have spoken to the bed managers to get this patient reviewed. 
The family were distressed about their relative and the son was clearly upset and angry as the doctor had not come down to review him since i called them to come in and see his dad in the time it took them to drive in from home. 
The doctor and the Registrar came to the ward and i asked if i could speak to the both in the office before he reviewed the patient. I explained to them the whole situation and that i believe in my professional opinion that this man has been neglected overnight as he had not been reviewed even with a NEWS score of 15. I stated that they should have reviewed him within 15 minutes as this is protocol, and it has been hours and only now they are attending the ward after many phone calls. I explained that they have a duty of care to the patients and i am unable to do my job if they are not doing theirs. I explained that i only needed 10 minutes of their time to give a dying man some dignity in his last hours of his life. 
When the doctor and the registrar came to the ward hours after the NEWS of 15, the registrar stated that this had not been escalated to him and the first he heard of the incident was when i spoke with him on the phone, he relayed this to the other staff nurse on the ward when i was in with the patient and the doctor. 
The doctor while speaking with the family was not truthful with them saying he had read his notes and reviewed him and spoke with the registrar about their relative, when in fact he had not done any of this. What he stated to the family was all the information i had given him before he entered to see the patient. Then when reading the notes that the doctor had written after assessing the patient and making a plan of care going forward, what he wrote was not truthful either. He stated he had escalated to the registrar when the patient was a NEWS of 15, this is not what the registrar stated to the other staff nurse on the ward. 
He also stated that he advised the family should be called in when i had told him i had already called them to be at his bedside.  		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Delay in clinical assessment		Moderate		Moderate		Moderate		Patient admitted on 6/7/23  with a Left periprosthetic # femur, had ORIF to Left Femur on 13/7/23.
PMH:- HTN, AF on apixaban, TIA's, previous L+R hip replacements, mental health problems and hard of hearing.
Patient was seen by Dr Praveen on Friday and discussion had with son. Discussed palliative route for this patient but active treatment. There was no documentation to state no observations or escalation. 
Patient was on treatment for heart failure and C-diff, he was also for an iron infusion when C-diff recovered.
DNAR in place.
The patient had increase in NEWS without saturations and heart rate as they were unrecordable,  Doctor on call informed to review, and stated on the telephone call that he was busy with trauma calls and he would review when he was free. The patients Temperature was very low therefore bear hugger applied and observations repeated when he warmed his peripherals.  Doctor contacted again to come and review but did not answer the phone therefore Outreach team were contacted but unable to respond due to them being busy with an arrest, situation explained  to them and they said that the doctor needs to review the patient. Doctor contacted again, he did answer and briefly came to the ward looked at the patient but did not document in medical notes, he stated if he deteriorates then to contact him again and he would review. He stated he would speak to the registrar on call and decide on a plan going forward. 
The patient then deteriorated and was a NEWS of 15,  RESPS 24, on 3 litres of 02, with SATS 81%, BP 98 systolic, TEMP 34.7 and responding only to voice. He was then placed on a non re-breath 15 litres SATS of 99%, blood pressure 103 systolic, only responding to pain and TEMP 35. Doctor contacted again and stated that he will be up when he has finished in A & E. The patient should have been reviewed within 15 minutes but the doctor did not review him for hours, with many attempts of contacting him. Outreach gave some advice over the phone but the doctor needed to make a decision on his ongoing care needs. 		Nursing staff felt upset and vulnerable during this incident as the patient was not seen for hours where as he should have been reviewed within 15mins.

				 NEWS 15 peri arrest call not put out as patient DNAR and outreach stated not to put out the call and team to review ASAP
Escalated to SPR and outreach, why not escalate to Consultant on call if no response/Support from Medical team.
Son was destressed as medical review not completed in sufficient time				No

		38151				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/16/23		19:30				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38085				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Bay 4 by bedside, 		9/16/23		9/16/23		15:00						Miss Louise Horton, Mrs Phylippa Thomas-Dyer		At 15.00hours Patient had an unwitnessed fall  on the floor .Patient was sleeping noticed on chair.Patient  managed to hold herself with her right hand onfloor by avoiding  a hit on the floor ..Witnessed by  another patients family .Found sitting on floor noticed. infront of chair by bedside.		Checked all over .Neuro observations taken and observations taken.Patient is alert,  Bloodsuger taken .No injury or bruises not seen .No pain noticed.Transfered safely +3 staff  to bed.
Oncall   doctor seen  . and examined.Advised to continue neuro observations for 24 hours.Patient is able to  obey commands.Gcs 15/15.Son informed		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low														No

		38068				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Morriston A&E		9/16/23		9/16/23		02:30						Mr Mark Poulden		Patient had chest pain and inferior STEMI
Pain Onset 12MN
Arrived A&E 02:18 by own transport as no ambulance available.
First ECG 02:38 - Inferior STEMI - barn door STEMI ECG
STEMI not recognised by A&E team - suggested repeat ECG in half hour
Repeat ECG 03:34 - same - STEMI call activated.
A&E team too bust to transfer patient up so asked if cath lab team to  could collect - collected patient myself with SpR - happy to accommodate in difficult circumstances
		Patient treated appropriately - went to lab.		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure delayed		Severe		Severe														No

		38148				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/16/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38150				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/16/23		11:30				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38084				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit				9/16/23		9/16/23		16:00				Mrs Gwennan Hall		Manjula Sajeevan, Mrs Michelle Porter, Rachael Brown		Grade 2 to right buttocks, previous moisture damage		Cream, dressing		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Moderate		Low		Low		This patient has been a patient in ITU since 15/08/23 and has been acutely unwell. He has developed moisture damage on 16/09/23, originally graded as pressure damage but on review of the patient myself I have changed this to moisture damage as he has moisture damage to his left buttock cheek and he has a moisture split to the sacrum. The patient is at risk of pressure damage and has been in an ITU setting for a extended period of time. The patient has been experiencing loose stools which have contributed to the moisture damage. The patient is already being nursed on a air flow mattress. All documentation completed. 		This patient has been a patient in ITU since 15/08/23 and has been acutely unwell. He has developed moisture damage on 16/09/23, originally graded as pressure damage but on review of the patient myself I have changed this to moisture damage as he has moisture damage to his left buttock cheek and he has a moisture split to the sacrum. The patient is at risk of pressure damage and has been in an ITU setting for a extended period of time. The patient has been experiencing loose stools which have contributed to the moisture damage. The patient is already being nursed on a air flow mattress. All documentation completed. 				Ensure the grading of damage is correct. 
Apply appropriate cream. 
		10/9/23		No

		38061				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		blue trolley A& E		9/16/23		9/16/23		02:50				Karen Thomas		Rachel Newton		pt came from blue resus to blue trolley with sob , haemetemeis . pt under medics . during skin check find out bilateral moisture lesion over the bilateral groin  , the skin is very red and blanching . pt is mobile and self caring .		appled barrier cream over the groin 
repositoned the patient 
document in nurses record abd done datix , informed nurse incharge 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				Patient admitted with pre-hospital moisture damage
All appropriate nursing care undertaken
All advice given to patient regarding same				as above		9/18/23		No

		38121				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/17/23		9/16/23								Mrs Caroline Morton, Mrs Hilary Thorne		Throughout the shift the staff member was incompetent. Due pain relief medication was for 12:00 and the staff member came to be to given it at 14:30. I asked why it hadn't been given already staff said she gave it late this morning. This medication was given at 06:00 which I pointed out to the staff member. She then changed what she said to the daughter refused it. I went to speak to the patient and the daughter and she said that she was grateful I was sorting out the medication as she had asked for it 4 times previously. 
One patient hadn't been given their morning tablets because they refused but when the family came in they explained they help and the patient will take medication from them. The staff member refused to do it as 'she didn't understand'. The family was in distress over the patient missing all of his prescribed medications and asked if I could step in and help
After this the same daughter came to me to ask about IV tazocin that the patient was due but hadn't been signed off by the doctor. I again asked the staff member and she replied she had spoken to the doctor. I phoned the on call doctor who told me that he hadn't been told anything by the nurse. Throughout the day patients and family members was asking the staff member questions and asking for her to help and do things for them and she would disappear and ignore their requests. 

Towards the end of the day the families told me their concerns towards the member of staff and said that she hadn't even taken observations throughout the day. I asked the member of staff after this to take observations and she said to me that she had done them all already		Throughout the day I was challenging the nurse however, she was lying to me and not providing answers. I ended up in the section she was caring for throughout the day as the patients and family members weren't happy with their level of care they were receiving and felt like she didn't care about what she was doing 		Communication		Communication issues		Communication issues within unit/ward/teams		Low																No

		38072				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/16/23		9/16/23						Mrs Katrina Rees		Kristine Labayo, Mrs Sharon Howells, Tracy Davies		Patient admitted from Hengoed Care Home with moisture damage to both buttocks. 		Patient offered airflow mattress, declined. Cream applied and repositioned as needed to offload buttocks.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None		Patient attended for dialysis and admitted to ward from there with infected diabetic foot ulcer.
On checking pressure areas, moisture damage between buttocks noted.
Patient was mobile with frame and supervision due to sight impairment.
Patient was incontinent of loose stool at intermittent times, but usually continent.
Declined airwave mattress but staff checking areas and barrier cream applied.		Patient was transferred from nursing home with moisture damage in between buttocks.
Patient was incontinent of loose stool at times, but usually continent.
Patient was mobile with frame and supervision, therefore pressure areas regularly checked and barrier cream applied.
Patient declined airwave mattress.
Pressure areas did not worsen whilst an inpatient, improved with regular checks and barrier cream.
				No lessons to be learned.		9/26/23		No

		38075				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Dialysis Unit Acute		Bed space		9/16/23		9/16/23		11:00						Mrs Jennifer Morgan-Libby		Patient fell off the bed towards end of dialysis. Denied hitting her head. Complained of back pain - no worse than when she's at home. Didn't realise she was on the floor until she was told. Doesn't remember falling off the bed. Blood pressure 72mmHg systolic. Diastolic pressure unrecordable. Fluid bolus given - total volume 800ml. Doctor asked to review before moving the patient. Nil ordered.  Patient stood with assistance and sat back on the bed. Blood pressure before washback 102/41 mmHg, 93/44 mmHg after washback. Stated she felt better and requested a chair to get to the car. Accompanied by partner on leaving the unit. 		Observations recorded
Doctor informed
Fluid bolus given
Blood pressure monitored
Datix completed
Falls tool completed		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low		Low		Patient went into a deep sleep whilst having treatment. The patient rolled out of bed whilst attached to equipment providing them with treatment. The patient fell where the machine was located.  The patient is independent with mobility and hence no risk assessment done for falls. 		No harm done. Patient to have cot sides up whilst having treatment.				Close and frequent observations of patients.				No

		38149				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/16/23		11:36				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38109				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		Coronary care unit		9/17/23		9/16/23		16:30				Mrs Helen Thomas		Jade Stamate		Whilst slowly removing arterial dressing/ skin was very fragile. Skin tear occurred		Reapplied alternative dressing (ATRUMAN ) , to prevent secondary dressing sticking to wound. Bandage applied. Incident documented in WNCR. Skeletal chart updated. Next shift to review.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		Low		Mr Lodge is a 62 year old gentleman with a background of myofibrillar myopathy, which has led to dilated cardiomyopathy, with LVSD EF >35%). On 5/9/23 he was admitted to ITU from CCU after becoming increasing hypotensive. His admission began on 26/8/23 when he presented with erythema to the lower limbs, pyrexia and hypotension: he was initially treated under medical team, for lower limb cellulitis, before being transferred to CCU for inotropic support. He was then stepped down from ITU back to CCU on 14/9/23. The skin tear was due to adhesive dressings to arterial line, the correct dressings were used however skin is very fragile and oedematous, prior to admission has had previous skin tears due to fragile skin. 		Skin tear due to fragile skin, fragile skin due to patients current clinical condition 				Skeletal chart not completed until 3 days later
No option of skin tear on risk assessments although can add in additional areas of breakage

		10/10/23		No

		38189				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Emergency Department Reception		9/18/23		9/16/23		13:30				Claire Herbert		Rachel Newton		Patient extremely aggressive.  Very personal comments made towards Emma. 'look at you with your fucking  blond hair, brown eyebrows, you're fucking ugly - you're not my type... kept on and on, back and forth to the desk stating you're not my fucking type.  I've been here 10 fucking hours ..... been here less than an hour at that point
Emma felt that the comments/ language used were totally unacceptable.  NIC made aware of  behaviour towards Emma. 		NIC advised - security were already in the department due to his presenting complaint and his behaviour on his last attendance		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Low				Low		Patient verbally aggressive towards member of staff 
V&A policy followed 
Security called and police in attendance
		as above				as above		10/4/23		No

		38080				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		bed 12		9/16/23		9/16/23		09:00				Mrs Helen Thomas		Matthew Lewis, Mr Ross Phillips, Rachael Brown		When I was monitoring the patients observations, he became very agitated and combative. The patient physically assaulted by grabbing my arm, twisted it and teared the skin which caused it to bleed. 		Wound cleaned and first aid completed by myself, inadine and a Cosmopore dressing applied. Wound remained to bleed. 		Behaviour (including violence and aggression)		Physical assault (physical contact)		Patient/service user to staff		Low				Low		Whilst undertaking routine care, which had been carried out many times during their admission on the unit the patient lashed out and grabbed nursing staff by the arm. Refusing to let go and causing a small laceration to the left forearm as the nurse managed to wriggle free from his grasp. This was treated on the unit at the time. No other physical injury noted by staff at the time, however the staff involved says that she was quite shaken by how forceful his hold on her arm was. 		Potentially avoidable injury to staff if made aware of the risk of patient being aggressive tendency of patient at times. Could have led to improved steps to manage staff safety				Improved admission documentation with regards to any behaviours which may place staff in risk situation when providing care would be helpful to avoid further repetition of this type of event in patients with this type of known behaviour. 		10/10/23		No

		38169				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T				9/18/23		9/16/23		12:00				Mrs Sophie Evans		Niamh Parry		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed misfiled observation chart and refiled in the correct patients case notes.  As both patients were admitted to Ward T in Morriston Hospital at the same time and the misfiled documentation is dated the same, this is most likely where the error occurred.		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		None		None		Whilst copying records for the Medical Examiners Service another patients information was found in the case notes. 
Removed misfiled observation chart and refiled in the correct patients case notes.  As both patients were admitted to Ward T in Morriston Hospital at the same time and the misfiled documentation is dated the same, this is most likely where the error occurred.
		Patients notes were filed incorrectly in to another patients medical record. 
Documentation removed and returned. 
Feedback given to ward receptionist. 				- RN to check patients file before giving it to ward receptionist.
- Receptionist to check patients file before sending the file off the ward. 		9/20/23		No

		38100				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		CCU Stepdown Cubicle		9/17/23		9/16/23		15:00						Amy Payne, Cerys Evans, Jade Stamate, Mrs Dayana Francis, Mrs Gwennan Hall, Mrs Judy Terry, Resmi Michael, Robert Zaiz, Toni Davies		Patient in stepdown CCU episodes of loose stool on 15th Sept. Type 6 and offensive. Sample sent to microbiology. 
On 16th Sept microbiology informed nurse in charge that patient Clostridium difficle positive.		Once patient identified as positive to Clostridium difficle  16/09 at approximately 3pm. 
CDiff protocol followed.
Patient already in cubicle/ isolated  as previous Cdiff 22 June 23 and classed as high risk.
Dr informed and case discussed with microbiology. 
Antibiotic review and commenced on Fidaxomicin as advised by micro. ( Previously had vancomycin).
Use of PPIs discussed and continued as patient has severe oesophageal reflux.
Not on any laxatives.
CDiff protocol / guidelines followed.
		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - indeterminate		Low		Low		Low		Initial investigation commenced for CDiff infection.
Patient admitted on 12/09/23 with collapse / syncopal episodes. Transferred to CEW from OAP unit. CCU on
PMH - AF, impaired LV and heart failure. 
Plan for interrogation of ICD device and potassium replacement.
Admitted to CCU for closer monitoring. 
Moved into isolation on 13/ 9  as episodes of Type 6 stools and high risk as previous Cdiff positive 22/06/23.
Once patient identified as positive to Clostridium difficle  16/09 at approximately 3pm. 
CDiff protocol followed.
Patient already in cubicle/ isolated  as previous Cdiff on 22nd June 23 and classed as high risk.
Dr informed and case discussed with microbiology. 
Antibiotic review and commenced on Fidaxomicin as advised by micro. ( Previously had vancomycin).
Use of PPIs discussed and continued as patient has severe oesophageal reflux.
Not on any laxatives.
Matrix Severity mild. 		Initial review uploaded into notes

CDiff protocol followed.
Patient already in cubicle/ isolated  as previous Cdiff on 22nd June 23 and classed as high risk.
Dr informed and case discussed with microbiology promptly 
Antibiotic review and commenced on Fidaxomicin as advised by micro. ( Previously had vancomycin).				Ensure bowel risk assessment completed thoroughly				No

		38661				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/25/23		9/16/23		13:09						Mrs Samantha Francis, Mrs Sian Ackland, Mrs Suzanne Holloway, Mr John Williams		patient discharged from ward J. community staff not informed therefore insulin call not re commenced		patient rung DN service, call allocated. insulin dose late in giving		Communication		Communication issues		Communication issues between NHS bodies		Moderate		Low														No

		38090				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/17/23		9/16/23		22:29				Claire Herbert		Rachel Newton		Patient booked into A+E at 1716 with a history of seizures, sustaining a head injury. No capacity in the department, patient waiting to see a doctor in the external waiting room. Patient started seizing in the waiting room at 2229. We had to move people out of the waiting room as it was full to able to scoop the patient up and onto a trolley.

At the time, the department had just received a cardiac arrest and x2 medical pre-alerts. We had +2 in red resus and plus 3 in Blue trolley bay. Space was made in resus 1 and patient seen by the ED SpR. 		Waiting room cleared.
Oxygen therapy implemented.
Patient scooped onto a stretcher and a resus bay was created.		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		Moderate		Moderate		Low		Escalated to Site managers and to Silver on-call 

Staff from all areas utilised to support clinical areas of department 

Non patient facing nursing and medical staff utilised to support where possible 

Red cross and PALS asked to support department. 

Regular review of patients in waiting areas 

Unable to adhere to escalation policy due to volumes of patients attending 

All attempts to maintain separate red and blue areas of department made 

Redirection of clinically appropriate patients to alternative sources of care at triage. 

Staff shortages escalated to Heads of nursing 

Overtime offered to staff 

Off contract agency staff utilised. 

Escalated to Head of nursing that other targets and requirements will not be met due to department pressures. 

D/W Matron - all issues have been addressed at time of incident - happy to close datix. 

High levels of staff vacancies and sickness resulting in staff shortages 

High volumes of patients attending both by WAST and self-presenting. 

High levels of admissions required – exit block from ED due to bed shortages in hospital. 

High acuity of patients attending. 

 
		as above				as above		10/3/23		No

		38091				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/17/23		9/17/23		05:00						Samantha Evans, Nerys Jones, Julius OBANA		 unwitnessed fall  Patient was found laying on the floor by the bed after yearning a noise in bay, normally patient is independently mobile, according to the patient  he   got out of bed to go the toilet, suddenly lost his balance and  landed on the floor.		Observation taken, neuro observation performed, blood sugar done, all falls protocol carried out according  to the  trust policy. Reviewed by the medical on call he is  for CT  HEAD,awating CT Head. patient is on Apixaban tablet.		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low														No

		38134				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Section 4, bed 3		9/17/23		9/17/23		21:00						Mrs Phylippa Thomas-Dyer, Miss Louise Horton		Upon checking patient pressure areas, it was evident that the patient has moisture broken skin to her sacrum and both buttocks.		Areas washed dried and medi-derma cream applied. Patient checked increased to 2-4 hourly. Will encourage to lay side to side overnight. Skin bundle and passport updated. Nurse in charge informed. Will handover for day team to sort out air mattress as it is nearly 1am and patient is asleep		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														Yes

		38131				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Own Home		9/17/23		9/17/23						Mrs Katrina Rees		Mrs Katrina Rees		Patient admitted via ambulance to AMU. Patient admitted due to leg pain, poor mobility and cellulitis. Paramedics documentation shown that patient is extremely unkept, appears to be living in squalor and has done for numerous years. Numerous bags of rubbish clear prior for ambulance arrival, patients property covered in old soiled pads. Patient has moisture damage underneath breast, apron, skin flap over belly button, in-between buttocks and butterflying over a large area of both buttocks. Patient intermittently refusing staff to check pressure areas on arrival however staff insisted to due to patient being covered in faeces. Patient has been placed on a repose mattress on a trolley due to no beds, unable to assess full extent of moisture damage on bottom due to patient being overweight and trolley too small, patient requiring x4 members of staff to roll. All affected areas have been cleaned and dried thoroughly, barrier cream applied, skeletal done, passport and datix completed. Patient is continuing to refuse staff to look at pressure areas. Patient reports that all pressure damage has been acquired before admission. Patient has capacity, lives alone and no POC. 		Patient placed on repose mattress, escalated to NIC that patient will require minimum air flow mattress, and potentially a bariatric bed. All affected areas have been cleaned and dried thoroughly, barrier cream applied, skeletal done, passport and datix completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Moisture-associated skin damage developed before admission to this clinical care area/caseload.
Patient has been placed on a repose mattress on a trolley due to no beds, unable to assess full extent of moisture damage on bottom due to patient being overweight and trolley too small, patient requiring x4 members of staff to roll. All affected areas have been cleaned and dried thoroughly. 
Patient is continuing to refuse staff to look at pressure areas.
 Patient reports that all pressure damage has been acquired before admission. Patient has capacity, lives alone and no POC. 
Patient placed on repose mattress, escalated to NIC that patient will require minimum air flow mattress, and potentially a bariatric bed. All affected areas have been cleaned and dried thoroughly, barrier cream applied, skeletal and passport completed. 		Moisture-associated skin damage developed before admission to this clinical care area/caseload.
Patient has been placed on a repose mattress on a trolley due to no beds, unable to assess full extent of moisture damage on bottom due to patient being overweight and trolley too small, patient requiring x4 members of staff to roll. All affected areas have been cleaned and dried thoroughly. 
Patient is continuing to refuse staff to look at pressure areas.
 Patient reports that all pressure damage has been acquired before admission. Patient has capacity, lives alone and no POC. 
Patient placed on repose mattress, escalated to NIC that patient will require minimum air flow mattress, and potentially a bariatric bed. All affected areas have been cleaned and dried thoroughly, barrier cream applied, skeletal and passport completed. 				All appropriate care provided.		9/19/23		No

		38128				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		ROOM 4, BED 6		9/17/23		9/17/23								Miss Louise Horton, Mrs Phylippa Thomas-Dyer		SH laboratory called with stool sample result for patient
stool sample test came back c.diff positive, unfortunately we have not got a spare cube in the ward ,all cubes occupied by  c.diff positive patients
bed managers informed and said no cubes available as well		bed managers informed
doctor informed as well
patient informed and patients relatives as well
contact precautions taken
staff on duty informed and night duty staff handed over to,aware as well

		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Moderate		Low														No

		38154				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/17/23		14:34				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38253				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)				9/19/23		9/17/23		10:30						Mrs Natalie Dark-Harry, Matt Searle		Re datix 38107 as incorrect service details entered 

Patient was discharged home on 13th September 2023 with no referral made to district nursing service as patient required BD insulin administration. Patient was without insulin for nearly 4 days		Out of hours GP contacted to ensure insulin was no stopped whilst in hospital. Insulin recommenced in the community and calls added. Insulin collected from out of hours pharmacy and delivered to the patient. Now back under district nursing service		Transfer, Discharge		Discharge		Discharge planning failure - Service referral not made		Low		Low														No

		38130				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		RED TROLLEY		9/17/23		9/17/23		19:40				Karen Thomas		Rachel Newton		On the sking check been noticed that the PT has moisture lesion on the L groin 		the imediate action was clean the area changed the pad, complite the skin bundle chart and ditax 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		Low		Low				Pre existing moisture damage 
All appropriate nursing care undertaken
All encouragement given to patient				as above		9/18/23		No

		38127				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Blue bay 		9/17/23		9/17/23						Mrs Katrina Rees		Kate Lewis		Checked patients skin in the morning . Health care discovered SDTI on R buttocks.  		Washed area with clean soapy wipes. Dried properly. Cream applied. Pt offloaded on to side. Unable to source a mattress until 18:30. Handed over to the night staff that patient needed to go on to mattress. Mattress was sourced from another patient. There are no air mattresses available at the moment in the hospital.       		Pressure Damage, Moisture Damage		Unstageable pressure ulcer		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Checked patients skin in the morning . Health care discovered SDTI on R buttocks.  		Pressure ulcer developed or worsened during care in this clinical care area/caseload due to immobility, frailty and lack of equipment. 				Nil 		10/3/23		No

		38126				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/17/23		9/17/23		06:50						Mrs Caroline Morton, Mrs Hilary Thorne, Alison Williams, Eloise Slee		Patient found on floor by door, sat down. Patient confused and disorientated. 		Patient assisted back to bed where she used commode. Observations were taken blood pressure was 210 systolic and the doctor was called. Doctor planned on sending patient for ct head and spine. Then patient was made palliative so all scans were cancelled. Patient experienced shoulder pain after fall 		Accident, Injury		Slip, trip or fall		Found on the floor		Moderate		Low														No

		38260				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/19/23		9/17/23								Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		Laboratory results confirmed a second patient case of C.difficile infection in a 28 day period and as such, a period of increased incidence of infection has been identified. 		Referred to clinical team and ward to review and investigate.
For further actions required please refer to the CDI PII Resource pack which can be found on the IPC SharePoint site or by copying the following link into your browsers’ address bar. 
https://sbushare.cymru.nhs.uk/sites/InfPrevCont/SiteAssets/SitePages/Policies%20and%20Quick%20Reference%20Guides/CDI%20-%20PII%20Resource%20pack%20(June%202023_v7).pdf
		Infection Prevention and Control		Infection outbreak / period of increased incidence		Period of increased incidence		Low																No

		38117				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/17/23		9/17/23						Mrs Katrina Rees		Alison Williams, Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		Upon washing, a moisture lesion to right underarm noticed. Skin red and smelly.		Cleaned and dried thoroughly. NIC informed.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		patient has contracted arm and requires 2 staff to appropriately support arm when assisting with hygiene needs. If single staffed staff are unable appropriately wash and dry under arm, resulting in moisture damage.
On management review moisture damage had resolved and blanching and intact		On management review moisture damage had resolved and blanching and intact				ensuring limb is adequately supported to avoid pain and ensure thorough washing and drying of under arm 		9/26/23		No

		38132				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/17/23		9/17/23		23:00				Claire Herbert		Rachel Newton		patient has grade1 on sacum and blister grade 2 on left buttock,aldo blister grade 2 on left heel		patient on air mattress,regular pressure relief given,waterlows,skin bundle and passport completed		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		FINDINGS
PU review
All appropriate care given to patient regular skin checks preformed and skin bundle completed
Patient nursed on repose mattress and advised to offload areas
All encouragement and advice given

FURTHER ACTIONS
All necessary nursing care given to patient 
Regular skin checks preformed, and skin bundle updated
Patient nursed on pressure relieving mattress


		as above				as above		10/4/23		No

		38092				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/17/23		9/17/23		06:00						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		incontinence care provided,and superficial broken area of skin noted to patients left buttock.?caused by moisture.		check made to see if skin damage had been noted previously but must be new skin damage.datix done		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		38129				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		patient's home		9/17/23		9/17/23		10:00				Mrs Katrina Rees		Mrs Katrina Rees		When i was assisting with her personal care i found moisure damage on under left breast. she said it is old moisture damage. It was present before admission.		washed and dry the area and applied barrier cream .addeded to skeletal chart.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		Moisture-associated skin damage developed before admission to this clinical care area/caseload.
Area was washed and dry the area and applied barrier cream and skeletal chart updated..		Moisture-associated skin damage developed before admission to this clinical care area/caseload.
Area was washed and dry the area and applied barrier cream and skeletal chart updated..				Moisture-associated skin damage developed before admission to this clinical care area/caseload.
Area was washed and dry the area and applied barrier cream and skeletal chart updated..		9/19/23		No

		38152				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/17/23		18:00				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38133				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		react		9/17/23		9/17/23		20:50				Karen Thomas		Rachel Newton		on inspection of the patients skin, a moisture lesion was noted in the cleft of the patients buttocks.		reported moisture lesion
datix completed
skin bundle completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				All appropriate nursing interventions undertaken
All encouragement given to patient 
All nursing care given 				as above		9/18/23		No

		38153				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/17/23		16:56				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/18/23		No

		38322				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/20/23		9/17/23		22:00				Mrs Katrina Rees		Bessy Howell, Holly Robinson		At approximately 19:30 on 17/09/2023, a health care support worker (HCSW) entered the patient's room to provide the required 1-1 care. The patient was vocal and expressing pain which is normal behaviour for them, but expressed no issues of fears regarding the HCSW. At approximately 20:30, the patient wanted to be repositioned, and so the HCSW and nurse assisted them up the bed using glide sheets. The patient thanked both staff members for this, expressed their gratitude and that they liked the HCSW. The door to the cubicle remained open, and was visible from the nurse’s station. Between 10-30mins later, the patient began shouting, so the nurse went to speak to them to ascertain the issue. The patient stated that they "didn't like him", referring to the HCSW. After asking why several times, she alleged that the HCSW had touched her inappropriately, stating "he touched me down there" whilst gesturing to the front of her pad.		The nurse asked the patient questions to gain a deeper insight into the alleged event. When asked when the incident occurred, they said “the other night”. When they were reminded that they had said they liked the HCSW, the patient denied this. The HCSW was removed from 1-1 care and another member of staff was assigned to sit with the patient. When asked about the incident, the HCSW denied touching the patient for any reason other than when the nurse was present, even to carry out personal care, and stated that they'd only stood in the room.

On the 19/09/2023, the patient was asked about the incident again. They described the perpetrator as “the coloured one” and said that they were in group and wearing a yellow jacket. The patient also said that it happened the night of the alleged incident, instead of a previous night like the patient initially said. When asked of the name of the person, they denied the perpetrator's name was either of the people of colour that had been working on the 17/09/2023, including the HCSW they had previously accused. 

The patient has recently been expressing racial abuse at non-white staff. Whilst they appeared to be recalling a genuine memory, and expressing genuine fear, it is possible that the patient is misremembering events due to their poor cognition and dementia.  This is made more likely by the abuse that the patient has previously suffered at the hands of an ex-partner, as shared by family member at a previous time. 		Behaviour (including violence and aggression)		Verbal assault (racial abuse)		Patient/service user to staff		Low		Low		Low		Patient appears to be projecting a previous event prior to admission onto her current situation.		Patient appears to be projecting a previous event prior to admission onto her current situation.				Try to avoid males/people of colour attending to patient alone.		9/26/23		No

		38145				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital		OPAS		9/18/23		9/17/23		23:35						Mrs Catherine Beynon-Howells, Nia Daniel, Debra Clee		pt had an unwitness fall overnight. reported that the had fallen out of bed as he did not require a bedrail to be used		Pt got up from the floor independently and went back to bed. Dr was then informed. Assessment of body completed. Neuro Obs as per protocol		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low														No

		38122				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		blue resus 2		9/17/23		9/17/23		12:00				Karen Thomas		Rachel Newton		Upon skin check noted patient had a moisture lesion to cleft area of his buttock. 		Pressure relief given, area cleaned and dried. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None				Patient attended dept with pre existing moisture damage 
All appropriate nursing interventions and care undertaken
Patient advised of same				as above		9/18/23		No

		38125				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Green zone		9/17/23		9/17/23		08:30				Mrs Katrina Rees		Kate Lewis		Whilst assisting patient with personal care, it was noted he has moisture damage to the prepuce of his foreskin. There is green pus present, which appears to be emanating from his urethra. Patient has a new urethral catheter in situ.		Area washed and dried. Barrier cream applied. Added to skeletal chart. Swab taken of urethra and sent to lab. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Whilst assisting patient with personal care, it was noted he has moisture damage to the prepuce of his foreskin. There is green pus present, which appears to be emanating from his urethra. Patient has a new urethral catheter in situ.		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload likely catheter related. Potentially infected due to green pus emanating from area. Skin swab sent - a/w results. 				Nil 		9/19/23		No

		38137				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone 		9/18/23		9/18/23						Mrs Katrina Rees		Mrs Emma Cannon		 pt came with recurrent falls ,alcohol excess and not copying at home .
at 3am she was found lying down beside bed ;when trying to make conversation she states she wanted to go home so tried to jump out of bed and fell. .bed rails were up overnight .
myself (staff ) doing  painkiller for f3 at medication room and healthcare staff she was on break 
informed to duty doc on call ;obs ,bms  were recorded
pt has no vomiting /blurring of vision ;gcs were 15 
doc advised no need for ct head and neuro observations 
pt is currently on ciwa and pleasantly confused		gcs ;15 
ensured safety 
bedrails used


		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		None		None		Patient withdrawing off alcohol and pleasantly confused. 		Patient withdrawing off alcohol and pleasantly confused. No injuries 				nil lessons learned		9/19/23		No

		38217				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/18/23		9/18/23		21:50						Alison Williams, Mrs Tanya Fuller, Miss Melissa Rogers		Supervised to the toilet with a member of staff, patient walked with her Zimmer frame and had her slippers on both her feet. Lights for the bay and in the toilet were both on. Patient put in the position in front to the toilet and staff left the toilet when she saw patient lowering herself to the toilet. Call bell placed with in reach. Buzzer had been pulled and call for help was heard, patient found sitting on the floor behind the door.		Patient assisted with 2 staff members to stand up and wheeled back to the bed. Bruising to left side of her forehead noted with a lump. Vital signs recorded and neuro observations performed. Blood sugars recorded. On call doctor contacted (23066) and asked to review. Son contacted and informed of fall.		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		Low		Low														No

		38200				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/18/23		9/18/23						Mrs Helen Thomas		Bethan James, Mrs Melanie Brooker, Sheree Kowalski		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions

4 doses of Amoxicillin missed		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently. Spoke to Dr & he stated antibiotics were no longer indicated, advised him to discontinue.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		None		admitted with shortness of breath working diagnosis of infective exacerbation of copd, type 2 mi started on amoxicillin for the iecopd. had 72 hours of antibiotics and then antibiotics stopped due to ark protocol 
		no harm to the patient 
for timely review of antibiotic therapy 
new education requirements for nurses needed to reduce the amount of suspended antibiotics and increase the doctors awareness of need to review the antibiotics 				the need for antibiotic therapy to be reviewed in a timely manner, prior to the 72 hour 		10/10/23		No

		38320				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		cubicle-2		9/20/23		9/18/23		06:00						Mrs Marites Colarina		Patient has sustained G3 under the LT-chin, caused by the nasal canula where patient was on oxygen  few weeks for comfort as patient is TLC,  and also got G2 of the LT-side of the chest caused by pressure from the chin as patient kept on bending the neck towards the left side, thereby friction happened, even though patient's head was straightened, but it wasn't effective.  
Patient also has redness but non-blanching and discoloration of the LT-Ear, again which was caused from the oxygen nasal canula. 
Informed to ward sister who is aware.		Skeletal chart completed.
Medical Illustration was contacted and they have kindly taken the pictures on 19-09-2023
 Oxygen is taken off on 19-09-2023 by the day team.		Pressure Damage, Moisture Damage		Pressure ulcer category 3		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38214				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward		bed 5		9/18/23		9/18/23								Miss Walters Katie, Mrs Melanie Davies		On handover with recovery it was noted that on the skin check the patient had moisture damage to buttocks. 		Skeletal chart completed. Patient already on air mattress, For regular repositioning		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		None														No

		38140				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/18/23		9/18/23								Alison Williams, Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		when changing pt pad we found that he has moisture damage all around his anus from loose stool. pt was admitted with D&V.		area cleaned and dried
barrier cream applied
3 hourly turns commenced to relieve pain 
datix complete 
skin bundles updated 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Moderate		Low														No

		38197				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/18/23		9/18/23						Mrs Helen Thomas		Bethan James, Mrs Melanie Brooker, Sheree Kowalski		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

3 doses of Tazocin missed		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		None		patient was transferred over from neath port talbot hospital after under going a total hip replacement on 7.9.23. 
whilst over in neath port talbot hospital patient become unwell, (10.9.23) patient was reviewed in neath, bloods taken - trop t 1677 the doctors in neath had spoken to the doctors in morriston with the possibility of the patient having a NSTEMI, patient was initially refused transfer over to morriston as a pulmonary embolism was to be first ruled out by the patient having a ctpa. 
at this time the patient also had an acute kidney injury on top of chronic kidney disease 
therefore there was a differential diagnosis of pulmonary embolism / silent mi 
there was a delay in the ctpa due to the patients derranged bloods 
 
patient was transferred to morriston hospital on 11.9.23
reviewed by the consultant on 12.9.23 - unlikely pe, treated for pulmonary oedema with iv furosemide.

patient admitted to ward C on 13.9.23, 
patient began to be confused on 13.9.23
 15/9/23 started iv tazocin for ? hospital acquired pneumonia 
		the need for better communication and education to both the medical and nursing teams 
				the need for an education programme to be intiated for band 5 and 6 nurses in how to access the antibiotic review 
communicate the need for nurses to prompt medical team to review antibiotics 
time line for this to happen  - 2 months 		9/21/23		No

		38400				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T				9/21/23		9/18/23		12:20						Huw Collins, Mrs Sallyanne Greenfield, Natasha Pearson, Niamh Parry		Klebsiella has been identified from a blood culture sample obtained on 18/09/2023 at 12:20. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		Patient had blood culture and CVC tip culture to klebsiella pneumoniae
CVC inserted during surgery on 1/9, no insertion bundle completed, patchy compliance with maintenance bundle
CVC removed on suspicion of line sepsis and appropriate antibiotic switch done
Please see attached timeline of admission for relevant clinical occurances		Healthcare acquired bacteraemia
Awaiting scrutiny panel presentation				As above				No

		38187				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Minor Injury Unit (MIU) - NPTH (from 5.12.22)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Minor Injury Unit - NPTH		minor injury		9/18/23		9/18/23		11:43						Mr Kevin Randall, Mrs Rebecca Clarke		Patient has attended fracture clinic for a change of cast today .
Unfortunately whilst removing the cast we have found a 2x2cm grade 1  pressure area to the heel which has been noted by the doctor reviewing the patient.

On examining the cast there is plenty of padding in situ but no felt or allevyn heel in place and the cast has a ridge over the area in question.

The parents have also noted that the cast was extremely challenging to apply .
 		Doctor reviewed wound and treatment plan changed .

Patient has had an appointment brought forward to review the wound .

We have now made a removable above knee combi cast to review the wound and monitor the area in question.
We have advised the parents keep the heel floating as much as possible and we have offloaded the area with fleece liner and orthopaedic felt.
		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low																No

		38141				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/18/23		9/18/23						Mrs Katrina Rees		Maria Briones		patient offloaded from ambulance to yellow bay on a trolley
from care home
skin checked, noticed pressure area-G2 on left buttocks		dressing applied, kept dry
reported		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		MOISTURE LESION TO LEFT BUTTOCK. DELAY IN PROVISION OF AIRWAVE MATTRESS		MOISTURE LESION. POSSIBLY DEVELOPED DURING ADMISSION.  DELAY IN PROVISION OF AIRWAVE MATTRESS				 DELAY IN PROVISION OF AIRWAVE MATTRESS		10/3/23		No

		38181				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H				9/18/23		9/18/23		14:10						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		Klebsiella sp. has been identified from a blood culture sample obtained on [Date, time]. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.
		Referred to clinical team and ward to review and investigate.
		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		Patient was admitted with abdo pain on 13/09/2023 via ED. Transferred to ward H on 14/09/2023. Impression on admission was, ?gallstones ?pancreatitis & being treated for an AKI. 
On 15/09/2023 patients CRP had increased from 10, to 208. Therefore, doctors obtained blood cultures. That evening patient spiked first temp of 38.2 & the following day, NEWS = 5. Septic screen not completed. However, NEWS frequency increased. On 17/09/2023 micro informed drs of positive klebsiella blood culture. Drs discussed antibiotic choice with microbiology, & was commenced on IV cotrimoxazole, IV metronidazole & IV teicoplanin. Advice was also given from micro, regarding the choice of antibiotic with the patients known penicillin allergy & renal function. Documentation in medical notes that pharmacy also had input, re: antibiotics and renal function. Spoke to dr, who stated likely cause of bacteraemia was intra abdominal. Patient went for ERCP on 19/09/2023.
During patients admission, she had a short term catheter inserted by an ANTT competent nurse for fluid monitoring. Catheter bundle was completed on insertion & maintained daily. This patient also had 2 cannulas inserted. Both cannulas had bundles inserted on insertion, one was partially maintained & one was fully maintained. Noted that on 21/09/2023, WCC 34.6 & patient was for CTAP ?Perforation post ERCP. CT – No evidence of perforation. Worsening intra & extra biliary dilation within right lobe of liver, ?hepatic abcess. Patient then had USS, which confirmed liver abcess & to continue on IV antibiotics, bloods improving slightly. 		Early detection of bacteraemia, by patient having daily bloods & increased CRP. Drs followed this up with obtaining blood cultures. Patient admitted with abdo pain, and impression was ?gallstones ?pancreatitis & AKI. Patient had spiked a temperature after blood cultures were obtained. Septic screen not completed. However, NEWS frequency increased & this was escalated to the drs.  On 17/09/2023 micro informed drs of positive klebsiella blood culture. Drs discussed antibiotic choice with microbiology, & was commenced on IV cotrimoxazole, IV metronidazole & IV teicoplanin. Advice was also given from micro, regarding the choice of antibiotic with the patients known penicillin allergy & renal function. Documentation in medical notes that pharmacy also had input, re: antibiotics and renal function. Staff spoke to dr, who stated likely cause of bacteraemia was intra abdominal. Patient went for ERCP on 19/09/2023.
During patients admission, she had a short term catheter inserted by an ANTT competent nurse for fluid monitoring. Catheter bundle was completed on insertion & maintained daily. This patient also had 2 cannulas inserted. Both cannulas had bundles inserted on insertion, one was partially maintained & one was fully maintained. Noted that on 21/09/2023, WCC 34.6 & patient was for CTAP ?Perforation post ERCP. CT – No evidence of perforation. Worsening intra & extra biliary dilation within right lobe of liver, ?hepatic abcess. Patient then had USS, which confirmed liver abcess & to continue on IV antibiotics, bloods improving slightly. 				Complete septic screens with a NEWS of 3 or more. Our topic of the month is sepsis at present, this will be discussed on every afternoon huddle this month to remind staff. 
To maintain cannula bundles. 
				No

		38224				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		green bay		9/19/23		9/18/23		22:50				Mrs Katrina Rees		Maria Briones, Marietta Tunay, Miss Nicola Caley, Miss Rhyanne Aston, Mrs Rachel Thomas, Mrs Sara Morgan		Patricia is got admitted with multiple fall and she is confused, bay was so busy and short staffed 1 RN e was doing skin checks  with  health care worker  and  the other staff nurse was  doing my medicine round. patient was trying to get out of chair and while staff was approaching   her  she fell on the floor . she did not hit her head. witnessed fall.
 		made her comfortable on the floor. observations taken, observed for any injury. seen by medical team and made her sitting back to chair. she is not willing to go back to bed. due to high risk of fall and confusion one staff was sitting with her all night		Behaviour (including violence and aggression)		Self-harm / self-injurious behaviour		Actual self-harm / self-injurious behaviour		Low		Low		None		behaviour related incident. unsteady gait due to alcohol excess condition		patient unaware of immediate safe environment. measures in place to reduce further incidents.				incident related to patients behaviour		10/5/23		No

		38261				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit				9/19/23		9/18/23								Matthew Lewis, Mrs Michelle Porter, Rachael Brown		Clostridioides difficile has been identified from a faeces sample obtained on 18/09/2023. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.		Referred to clinical team and ward to review and investigate		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		This patient was admitted on 14/08/23 on the ward prior to elective cardiac surgery. The patient was then admitted to CITU post surgery on 15/08/23. The patient was acutely was acutely unwell following surgery and has had an extended ITU stays. Loose stools were experienced early on and a sample was sent on 22/08/23 which was negative. Another sample was sent on 25/08/23 and again negative. The patient experienced ongoing loose stools and another sample was not sent until 17/09/23 and this sample was positive for C diff. 

The patient was on PPI's initially post operatively but had been discontinued on 25/08/23. The patient had been on antibiotics throughout the admission due to various infections. 		This patient was admitted on 14/08/23 on the ward prior to elective cardiac surgery. The patient was then admitted to CITU post surgery on 15/08/23. The patient was acutely was acutely unwell following surgery and has had an extended ITU stays. Loose stools were experienced early on and a sample was sent on 22/08/23 which was negative. Another sample was sent on 25/08/23 and again negative. The patient experienced ongoing loose stools and another sample was not sent until 17/09/23 and this sample was positive for C diff. 

The patient was on PPI's initially post operatively but had been discontinued on 25/08/23. The patient had been on antibiotics throughout the admission due to various infections. 				Ensure stool samples are sent for all type 5 stools. 
Ensure PPI's are stopped when not required. 				No

		38235				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/19/23		9/18/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 


		9/19/23		No

		38404				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/21/23		9/18/23								Bethan James, Mrs Melanie Brooker		Pseudomonas has been identified from a [blood culture/faeces] sample obtained on [Date, time]. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		patient initially admitted with confusion and multiple falls at home 
past medical history - chronic kidney disease, ccf, permanent pacemaker, hypertension, cellulitis, anaemia, decompensated heart failure, asthma 
has been treated as infective endocarditis, from the pacemaker site, on iv amoxicillin 2g qds commenced on 12.8.23, this was then switched to oral amoxicillin 1g tds on 8/9/23 as the patients condition had deteriorated, and it was planned that the patient was to be transferred to a hospice in her local area. 
on 18.9.23 patient has a news score 5 and sepsis screen done - blood cultures taken  covid test done.

review of the patient - patient does not have a urinary catheter, no venous access at the time of the temperature however on 12.9.23 doctors notes state that the patient had a swelling on the left arm, cannula was previously sited on the left arm and had been in place for patient for ?? days had an ultra sound scan undertaken on the 14.9.23



		no harm to patient 
patient was alreasy being treated for infective endocarditis and was on iv amoxicillin, which was swapped to oral antibiotics on 8.9.23
patient had temperature on 18.9.23 and screened for sepsis 
possibility that the infection has come from a previous cannula (bethan look at vip bundles)
								No

		38272				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/19/23		9/18/23		12:00				Sister Claire Williams		Laura Haynes		Whilst copying records for The Medical Examiners Service another patients information was found in the case notes		Removed misfiled daily input/output chart and refiled in correct patients case notes.  As both patients were admitted to Ward A In Morriston at the same time and the misfiled information is dated the same, this is most likely where the error occurred.		Records, Information		Healthcare record		Documents misfiled in healthcare record (wrong patient)		None		Low		Low		Wrong patient notes found 		Patient transferred to Ward W 25/08/23.
Staff have been spoken to to be more vigilant when transferring patients
Receptionist is also learning and will check notes on a daily basis				Receptionist is now checking notes daily and filing notes more carefully 
Ward has had a lot of new overseas staff so team debriefed to check that the right patients notes are sent with patient 		9/29/23		No

		38268				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Outpatient Booking (Morriston Hospital)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/19/23		9/18/23								Samantha Evans, Nerys Jones, Julius OBANA		First call, referred by family. 
Assessed areas and moisture lesion identified to right buttock.
Discharged from hospital with these areas, no referral made. 		Informed patient. 
Taken an image with consent. 
Added to caseload for x2 weekly calls. 
Consent gained to order equipment. 
Hospital bed, talley quattro in situ, ordered barrier cream. 
Referred to continence for review. 
Asked gp to review areas ? dry skin 
Mobile around house. 
Has POC. 
Declined physio and OT referral. 
		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low														No

		38139				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/18/23		9/18/23		04:33				Mrs Katrina Rees		June Quiambao, Mrs Marites Colarina, Nathan Riddle		noticed a blister on patient's right archilles (above the right heel)
		Patient's heels were separated as she always crisscross them, and they were elevated to reduce friction. barrier cream was applied and prn painkillers administered to help ease the pain. skeletal chart updated as well as passport		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low		Low		The patient developed a right heel blister on 18.09.23 noted from a Skin Inspection and Repositioning input from WNCR Risk Assessment at 07.13 (positioned left side 30 degree tilt).

Prior to that, she was last checked on 17.09.23 at 22.36 and it was already noted that she already had blanchable redness that persists on both her heels (positioned left side 30 degree tilt).

On 18.09.23 at 11.23, both heels were noted to be offloaded using a pillow.

The patient was already on Nimbus 3 active mattress but heels were not offloaded.

It was noted that she was supposed to be checked every 4 hours but the next check was more than 4 hours in-between.

Datix and pressure passport has been done.

Incident could have been avoided if early intervention was done when skin breakdown is noted but the patient's difficult behavior can also be challenging for staff to adhere to regular checks as cooperation is required.

		The patient developed a right heel blister on 18.09.23 noted from a Skin Inspection and Repositioning input from WNCR Risk Assessment at 07.13 (positioned left side 30 degree tilt).

Prior to that, she was last checked on 17.09.23 at 22.36 and it was already noted that she already had blanchable redness that persists on both her heels (positioned left side 30 degree tilt).

On 18.09.23 at 11.23, both heels were noted to be offloaded using a pillow.

The patient was already on Nimbus 3 active mattress but heels were not offloaded.

It was noted that she was supposed to be checked every 4 hours but the next check was more than 4 hours in-between.

Datix and pressure passport has been done.

Incident could have been avoided if early intervention was done when skin breakdown is noted but the patient's difficult behavior can also be challenging for staff to adhere to regular checks as cooperation is required.
				Pressure ulcers, also known as pressure sores, bed sores or pressure injuries, are localised damage to the skin and/or underlying tissue that usually occur over a bony prominence as a result of usually long-term pressure, or pressure in combination with shear or friction.

Encourage patients who have been assessed as being at risk of developing a pressure ulcer to change their position frequently and at least every 4-6 hours. If they are unable to reposition themselves, offer help to do so, using appropriate equipment if needed. Document the frequency of repositioning required accurately.		10/9/23		No

		38331				Under Investigation		Public/Visitor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/20/23		9/18/23		14:45						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Clostridioides difficile has been identified from a faeces sample obtained on 18/09/2023 at 14:45. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low																No

		38434				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home		Patient's home 		9/21/23		9/18/23		03:00				Sandra John-Cox		Sandra John-Cox		 Participant attended for a Bowel Screening Colonoscopy  and multiple polypectomies 17th September, discharged from Endoscopy department same day. Re admitted to hospital early hours of 18th September 2023.		Participant re admitted following Pr bleeding at home 
Participant visited by SSP on SDMU 18/09/2023 
Participant had received Tranexamic acid on admission -   Hb recorded at 123 g/L 16.47  18/09/2023
Participant had x1 bowel action am whilst admitted (black stools passed @ 10 am) 18/09/2023
Participant reviewed by Screening Colonoscopist whilst admitted 18/09/2023 - re scope not required as participant had no further active bleeding on admission, discharged home 
Incident reported as per Public Heath protocol  - Re admission following colonoscopy procedure within 28 days. 
		Access, Admission		Unexpected admission / readmission or attendance		Unexpected re-attendance to the emergency department / minor injuries		Low		None		None		This is a risk when a Patient is undergoing a colonoscopy and polypectomy 		All correct actions taken 				All correct Endoscopy Protocols followed 		9/22/23		No

		38208				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		room 4 bed 2		9/18/23		9/18/23		16:20						Mrs Phylippa Thomas-Dyer, Miss Louise Horton		Patient had an unwitnessed fall. she was found by one of the patients then informed the nursing staff. Upon checking, the left side of her face is on the floor. She was assessed by medical team, no fracture noted. Bruise on left part of the forehead noted. Observations taken and recorded, blood sugar checked. family informed		reviewed by medical team. Observations  and neuro obs taken and recorded, checked for signs of fracture. blood sugar was checked. skin tear on left elbow cleaned and dressed. fall sticker done, family informed. neuro obs done as per protocol		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low														No

		38213				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre Reception				9/18/23		9/18/23								Ffion Thomas, Mrs Suzanne Holloway		PATIENT ARRIVED AT THEATRE RECEPTION WITH A STAFF NURSE FROM THE WARD. PATIENTS ADDRESS ON CONSENT FORM DID NOT MATCH THE ADDRESS ON THE PATIENTS IN SITU ID BAND. THE OPERATING SITE WAS NOT MARKED EVEN THOUGH THE PRE-OP MARKING SITE CHECKLIST HAD BEEN COMPLETED BY WARD STAFF. 		INFORMED THEATRE TEAM AND SURGEON. PATIENT WAS MARKED BY SURGEON AND CONSENT AMENDED BY OPERATING SURGEON.		Records, Information		Healthcare record		Documentation missing		Moderate		None														Yes

		38173				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/18/23		9/18/23		08:45						Mrs Lesley Cook		patient was put on a airflow mattress overnight. patient was found on the morning shift to be laying on the bed with the mattress fully deflated. 		moved onto a foam mattress. broken airflow put in bag. 		Equipment, Devices		Medical devices		Failure of medical device		Low		Low														No

		38176				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 16				9/18/23		9/18/23								Dean Williams, Mrs Johanna Banks		MORPHINE BOX FELL OUT OF CONTRTOLLED DRUG CUPBOARD DURING MORNING DRUG CHECK. WITNESSED BY TWO REGISTERED PRACTITIONERS. 		COMPLETED DRUG CHECK. REPORTED TO LINE MANAGER AND PHARMACY. 		Medication, IV Fluids		Medication storage, security and disposal		Spillage		None																No

		38159				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 2		theatre 2 		9/18/23		9/18/23		09:20						Allison Powell, Carl Jenkins, Mrs Deborah Fountain, Ms Lori Bissmire		Theatre 2 all day Colorectal list . Opened major Lap tray 1 at start of list tray numbers 2,3,4,5,6 all had holes through both or single layers all trays not sterile 		Isolated trays no more major lap tray 1 in department opened gynae oncology trays with seperate items. spoken to Sterile services manager to process trays asap		Equipment, Devices		Medical devices		Accidental damage / loss		None																No

		38179				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		WARD F YELLOW  5		9/18/23		9/18/23		08:20				Mrs Katrina Rees		Bessy Howell, Holly Robinson, Ms Sarah Yeap		patient was  found sitting in floor   .patient not injured
no pain   and patient was alert and oriented		stood up and back to bed  neuro obs done 
informed family 
informed doctor
		Accident, Injury		Slip, trip or fall		Found on the floor		None		None		Low		Patient lacks awareness of the consequences of standing unaided and is impulsive and very easily distracted during tasks. Patient was getting dressed and looking for his trousers. Incident occurred during medication round, when all HCSW were behind curtains washing patients. The curtains of the patient next to this patient were pulled shut, so the patient could not be observed from across the bay.		Reviewed by doctor. Nil ordered, no injury apparent.				Ensure patient has all necessary clothes available to dress himself prior to the task commencing		9/26/23		No

		38286				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/19/23		9/19/23						Mrs Katrina Rees		Dr Rhodri Edwards, Elizabeth Alexandra Davies		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

6 doses of Amoxicillin missed
		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently. 
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

6 doses of Amoxicillin missed
		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently. 
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
				PATIENTS ARE MISSING SEVERAL DOSES OF NEEDED MEDICATION.		10/5/23		No

		38303				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		A&E X-ray Department		9/19/23		9/19/23						Mrs Janine Sparkes		Mrs Gail Davies		X-rayed left femur when right femur x-ray requested. Image mistake noticed immediately after imaging the left leg. 		Immediately imaged the correct leg. All images sent to PACS. 		Assessment, Investigation, Diagnosis		Diagnostic testing - Radiology		Accidental or unintended exposure to ionising radiation		Low		None		Low		D/W radiographer.
Request for Pelvis, Rt Femur, Elbow, Hand and Wrist.
Human error - incorrect Femur x-rayed before error was realised.		Human error.
Pt positioned on table for a Lt Femur.				Take care to check laterality throughout examination.		9/25/23		No

		38326				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/20/23		9/19/23		18:05				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38397				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/21/23		9/19/23		12:50						Miss Louise Horton, Natalee Parsons, Mrs Phylippa Thomas-Dyer		E.coli has been identified from a blood culture sample obtained on 19/09/2023. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		38300				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/19/23		9/19/23								Rebecca Davies		Patient admitted straight from ambulance via discharge lounge. Had been on the ambulance for 16 hours and prior to that patient informs me 7 hours on the floor in the house as has MS and could not get up
Skin checked on arrival and found both heels red non blanching and right heel with a 1x1cm area ? SDTI
		Repose boots applied to offload heels 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38306				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU				9/19/23		9/19/23		09:50						Mrs Arlene Davies		Patient's skeletal chart was completed on admission 18/09 - old scar to L buttock. Checked skin this morning (19/09 at around 09:50), patient has a category 2 pressure ulcer to L buttock. Previously declined airwave mattress and repose cushion to chair. Patient reported that it had been "sore".		Again encouraged use of airwave mattress and repose cushion but patient declined, states that she finds it difficult to transfer self from bed to chair and onto commode. Barrier cream supplied and applied around the area. Extra pillow supplied for patient to lie on side in bed and rotate on each side and staff to encourage repositioning. Skeletal chart updated. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		None		Low		Low		Noted incident and checked pressure areas. Grade 2 noted left buttock. Patient states that the area was sore prior to admission and district nurses were aware and monitoring as calling to attend to toe dressings.
Patient declined an airwave as previously stated on admission aware of the consequences and prefer to stay on normal mattress. Advised to use repose cushion whilst in the chair and will continue to be monitored via the skin bundle.		patient at risk referred back to district nursing team.				encourage good practice to assess patients at risk on admission and then treat to avoid further deterioration				No

		38307				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		ward e bay A		9/19/23		9/19/23		17:30								unwitnessed fall 
pt lying on her back next to the bed
relative of the patient opposite said she sat on the edge of the bed and slide down
pt was assisted up by two HCA to the bed
neuro obs stable, did not hit her head
able to move arms and legs without pain or restriction
bm stable as per chart
pt pleasantly confused
pt wanted to get back to bed, 
obs done and stable
doctor was informed at 19:00 
seen by doctor already, a/w plan put in the notes		obs 
neuro obs
mobility arms and legs assessment
offered analgesia but denies pain
pt lying on her right side		Accident, Injury		Slip, trip or fall		Other		Low																No

		38244				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)		Swansea Bay UHB / Hospitals / Singleton Hospital / Endoscopy Unit				9/19/23		9/19/23						Sandra John-Cox		Sandra John-Cox		bringing stock cage to store room and caught hand between cage and wall. 		checked and was grazed but not bleeding, area bruised. covered with plaster 		Accident, Injury		Contact with object or animal		Equipment or machinery		Low				None		Staff accident   		Staff accidentally hurt her hand  				Care to be taken 		9/20/23		No

		38287				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Found when admitted to CEW		9/19/23		9/19/23		15:30						Carys Wilkins		Patient arrived at CEW. On skin inspection patient has excoriated skin underneath apron of the stomach, and under both breasts. Small split in the skin noted under the left breast. Cream applied. Unable to locate passport to any previous datix. Handed over by nursing staff that skin was intact despite patient being prescribed medicated cream.		Cream applied to areas. Skeletal chart updated. Passport now in place		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		Patient arrived at CEW. On skin inspection patient has excoriated skin underneath apron of the stomach, and under both breasts. Small split in the skin noted under the left breast. Cream applied. Unable to locate passport to any previous datix. Handed over by nursing staff that skin was intact despite patient being prescribed medicated cream.		Patient arrived at CEW. On skin inspection patient has excoriated skin underneath apron of the stomach, and under both breasts. Small split in the skin noted under the left breast. Cream applied. Unable to locate passport to any previous datix. Handed over by nursing staff that skin was intact despite patient being prescribed medicated cream.				Reminder to staff to ensure moisture areas are washed, dried and creamed appropriately. 				No

		38258				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/19/23		9/19/23		09:00						Alison Williams, Mrs Tanya Fuller, Miss Melissa Rogers		2 SMALL CATEGORY 1 PRESSURE ULCER ON THE LEFT BUTTOCKS WITH THE RED AND WARM SURROUNDING		ESCALATED TO THE WARD MANAGER		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38311				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		blue resus 1		9/20/23		9/19/23		21:15				Rachel Newton		Claire Herbert		Patient in bed with a GCS of 13, patient only arousable to pain, 2 pre alerts came into blue resus and nursing staff were all busy attending to the other patients. Patient woke up and attempted to climb out of bed, patient fell.		doctors on scene assessed patient, scoped patient back onto bed and CT head arranged		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low		Low		Patient's clinical condition resulted in her being at increased risk of falling.
Patient being nursed in correct area but arrival of 2 pre-alerts at the same time resulted in the 2 staff being occupied in the next bays resulting in patient being alone.
CT head showed no acute injury.
Patient referred to oncall medical team due to medical condition and was observed in the dept.
Vital signs monitored and neuro obs performed.		No significant harm caused to patient.
Clinical condition resulted in patient trying to move from the bed.				Nil		9/28/23		No

		38252				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/19/23		9/19/23		11:20				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Patient found to have category 1 to left buttocks		Ward sister notified and shown
Dressing applied to area to protect		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Small moisture lesion noted to left buttocks. Wound noted on admission to hospital and documented on his initial skeletal chart. 
Have linked initial datix 37892  		-Wound not a grade 1 but a moisture lesion. 				-Areas to be checked to ensure correct grading. 
-Check previous documentation to avoid duplications 		9/29/23		No

		38226				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		Bed 1.6		9/19/23		9/19/23		06:00						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Patient was already on 1L of oxygen beginning of shift as he'd began to desaturate. Patient became more breathless at 5am. Oxygen saturations checked and patient had desaturated further. Placed onto 3L o2. When I went back to check on patient, patient seemed to be struggling to breathe. His oxygen was off but was hanging on the oxygen port. I asked the female officer who has removed it and why it was hooked back up behind the bed as he needed it, she informed me that she had taken it off. I undertook a full set of observations. Patients new NEWS score was 11. Oxygen saturations dropped to 85%. Patient has no parameters in place. Correct protocol followed. Patient placed on 15L. 		Placed on 15L of oxygen. 
Informed doctor of new NEWS score. 
Salbutamol nebuliser given. 
Datix completed. 
Concern raised. 
		Treatment, Procedure		Treatment or procedure issues		Other		Low		Low														No

		38298				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Diabetic Centre or Clinic				9/19/23		9/19/23		16:30						Greeshma Sibi		Called patient to follow up after being discharged from Morriston Hospital.
I enquired if District Nurses have been coming to visit him twice a day but he stated no. He reported that nobody has come to see him since he was discharged.
He explained that he's been doing his own insulin injections as he's seen the nurses doing in hospital but has not been checking his BG as he doesn't know how to.
I apologised and informed him this shouldn't have happened as we asked the staff before he was discharged to inform us so we can provide the equipment and to refer to district nurses for insulin management at home. I also told him that I will refer to District Nurses now if he's agreeable to it. He agreed and stated that he would like for district nurses to manage the insulin and monitor the BG for him.
Patient also reported he went home with insulin needles and has been taking 10/2units BD.		Line manager informed.
Called District Nurse office and they took details, I'm currently waiting for a district nurse to call me back.
Datix done.		Transfer, Discharge		Discharge		Discharge planning failure - Service referral not made		Moderate																No

		38275				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/19/23		9/19/23		13:30				Mrs Helen Thomas		Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown		Found a moisture lesion on the folding of the buttocks at the left side whist doing personal care. Patient was found to be wearing a nappy pad.		Nappy pad removed, cream applied to bottom. It was found that the OT team had placed the pad on the patient while completing a washing and dressing assessment this morning. Discussed with the OT team that we no longer use these pad's on the ward due to high risk of moisture lesions.  Slip pad no in place. barrier products used.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		This patient was discovered to have moisture damage after having a full pad in situ which was put on the patient by the OT. The patient is not incontinent and does not require a full pad. He does have a hydrocele which is causing some moisture in the area. So he has been using a slip pad to contain moisture. A very small area of moisture damage was discovered, however is now heeling. Treatment given and all documentation completed.  		This patient was discovered to have moisture damage after having a full pad in situ which was put on the patient by the OT. The patient is not incontinent and does not require a full pad. He does have a hydrocele which is causing some moisture in the area. So he has been using a slip pad to contain moisture. A very small area of moisture damage was discovered, however is now heeling. Treatment given and all documentation completed.  				Ensure full pads are not used when inappropriate.		10/10/23		No

		38325				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/20/23		9/19/23		07:30				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 1 HOUR to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/20/23		No

		38634				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/25/23		9/19/23		00:00						June Quiambao, Mrs Marites Colarina, Nathan Riddle		E coli has been identified from a blood culture sample obtained on 19/09/23 00:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low		Referred to clinical team and ward to review and investigate		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low														No

		38494				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Specialist Rehabilitation Centre		Outside		9/22/23		9/19/23		10:00						Mr Simon Lockley, Ms Shirley Hoskins		Two patients were unable to be brought to the ALAS for their rehab as the ambulances were unable to park outside the building due to car obstructions. In addition to this, the pavements were blocked with parked cars the length of the pavement around the building and there was no gaps for the patients wheelchairs to have access to get to the building.		The ambulance staff had to park further away from the building and push the patients in the torrential rain up the hill inorder to access any pavement to then access the building. 		Infrastructure (including staffing, facilities, environment)		Traffic Management		Poor Site/Traffic Management		None																No

		38308				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/19/23		9/19/23		21:00				Karen Thomas		Rachel Newton		Upon skin check, the patient's dried skin on left buttock had noted to have open wounds now. Previously, therre were no open wounds according to the previous notes. Barrier cream had been placed and patient was on ward bed.		Barrier cream applied to affected side. Patient on ward bed. Patient was cleaned and pads changed.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low				All appropriate nursing interventions undertaken 
Patient nursed on pressure relieving mattress 
All encouragement given to patient regarding PU advice				as above		9/20/23		No

		38323				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		F7		9/20/23		9/20/23		08:45				Mrs Katrina Rees		Isla Mckenzie-Phillips		Patient washed - when checking skin found to have moisture damage inbetween his buttocks. This was not previously documented on the skin bundle but would have been present prior to admission due to the damage present. Heels, buttocks and sacrum intact		Patient is currently being nursed on a trolley. Will need to be moved onto a hospital bed with an air mattress. Moisture damage passport placed in the notes. Skin bundle updated. Pressure ulcer risk assessment to be completed on WNCR. Patients hygiene needs met - skin thoroughly dried. Will have regular checks throughout the day as patient incontinent of faeces. Catheter insitu. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		Low		Low		Patient washed - when checking skin found to have moisture damage inbetween his buttocks. This was not previously documented on the skin bundle but would have been present prior to admission due to the damage present. Heels, buttocks and sacrum intact. Patient is currently being nursed on a trolley. 		Patient was admitted with pre existing moisture damage due to incontinence issues. 				No lessons learned all appropriate actions taken. 		9/26/23		No

		38386				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Trolley 12		9/20/23		9/20/23		00:20				Mrs Katrina Rees		Isla Mckenzie-Phillips		Patient has been having loose stools. 		Sample sent. Stool chart is in place. Datix done as no cubicle is available		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for handling of bodily fluids / tissue followed		None		Low		Low		Patient has been having loose stools. 		Patient has been having loose stool since admission. It is a chronic issue. 
Sample obtained, stool chart commenced. Nurse in charge made aware and bed managers, no cubicle to isolate.				No lessons to be learned. All correct procedures followed.		9/26/23		No

		38346				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/20/23		9/20/23		13:30				Mrs Helen Thomas		Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown		Patient found on the floor and called for help. Patient reports he was trying to put his trousers on and felt dizzy and fell to the floor. 		Assessed airway, breathing and circulation. checked obvious signs of bony deformity. recorded full set of observation. Informed the doctor. completed the fall risk assessment. Fall alert sticker placed on medical note.		Accident, Injury		Slip, trip or fall		Found on the floor		Low		None		None		This patient was admitted to CEW on 18/09/23 from POW for a PCI. On the day of admission he was changing his trousers and became dizzy and fell to the floor. Witnessed by another patient and help was summoned immediately. Staff attended along with the cardiology SHO. Patient did not hit his head, and no other injuries sustained. Observations taken and patient was hypotensive so possible postural hypotension. Patient assisted onto the bed with staff. All documentation completed. 		This patient was admitted to CEW on 18/09/23 from POW for a PCI. On the day of admission he was changing his trousers and became dizzy and fell to the floor. Witnessed by another patient and help was summoned immediately. Staff attended along with the cardiology SHO. Patient did not hit his head, and no other injuries sustained. Observations taken and patient was hypotensive so possible postural hypotension. Patient assisted onto the bed with staff. All documentation completed. 				Advise patient to ask for assistance if feeling dizzy. 		10/10/23		No

		38369				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/20/23		9/20/23		16:30				Mrs Helen Thomas		Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown		Up on skin assessment during admission checks  found Patient has a moisture lesion in between the buttocks and redness around the area.		Barrier cream applied. Informed to line manager and skin bundle updated.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None		Patient mobile and self caring on admission to the ward. Has had CABG within the last 3 months. On admission skin inspection noted a small moisture lesion. Barrier cream applied when noted. Skin bundle updated appropriately.		Patient independent and self caring to own needs. Admitted to clinical area from home with moisture lesion. Encouraged to mobilise and use barrier cream to prevent further deterioration of skin.
Skin bundle remains in place.
				Staff vigilance in skin checks on admission appropriately used in this incidence. To continue to monitor all admissions.  		10/10/23		No

		38357				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		blue		9/20/23		9/20/23		14:00				Mrs Katrina Rees		Isla Mckenzie-Phillips		Received the patient from yellow zone. when i checked her pressure areas i found moisture damage on both groins likely developed from home 		nurse in charge informed. to keep the area clean and dry. barrier cream applied to affected areas. to increase skin check to 4 hourly. repositioning completed 
skin bundle updated as well as skeletal. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Received the patient from yellow zone. when i checked her pressure areas i found moisture damage on both groins likely developed from home 		Patient developed moisture damage before admission.				No lessons learned.		9/26/23		No

		38314				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Colorectal		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		Theatre 2		9/20/23		9/20/23		05:00				Mrs Arlene Davies		Joanne Noble, Mr David Steel, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Vaughan Davies		possible 2 slight skin tears on right side, in skin fold below umbilicus.		No action required as too small and dry. Doctors notified and recovery notified.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		None		Low				Noted incident and this is not an incident to report as not on pressure area.
Reiterate to staff not to report via datix system				NONE		10/5/23		No

		38343				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Singleton Hospital / PET-CT Unit				9/20/23		9/20/23								Laura Kleinberg, Mrs Victoria Watts		PET scan cancelled due to patient not having been kept nil by mouth .
On investigation it appears that it was never handed over for patient to be kept nil by mouth.
Nurse receiving first phone call in SDMU 16/9/23 , Morriston did not document that this was a requirement for the PET scan . Documented that Radiology Singleton only requested Escort and transport 2 hours before scan.
Nurse on Ward V rang Radiology on 18/9/23 to confirm , this Nurse confirmed again that nothing was mentioned about patient being nil by mouth , needing prep etc , only Escort and transport 2 hours before scan.		Appointment re- booked by Singleton Hospital for 22/9/23  9.30 .
Transport booked for 7:30 . 
Radiology department has now stated clearly for patient to be kept nil by mouth, apart from sips of clear fluids . 6 hours before .		Communication		Communication issues		Communication failure with another care setting		Low																No

		38732				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/20/23		14:07				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		Conclusion
The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/26/23		No

		38815				New Incident		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward M				9/27/23		9/20/23		18:00								On the 20/09/23 the patient was discharged home.  The post op instructions stated that they should have a follow up 1 week later in hot clinic (26/09/23).  On the 26/09/23 at around 17:00 the patients mother rang  ward M to say that they hadnt received any follow up. She was worried that her child had dressings on and the wound was supposed to be reviewed.  I asked the Mother if the patient was well as i was worried about possible wound infection. She confirmed that she had no concerns about them.		Due to the time the Mother called it was too late to contact fracture clinic to arrange this.  On Wednesday 27/09/23 I was back on shift so I called them and arranged the appointment. They couldnt fit the patient in until the Thursday (28/09/23) in the  afternoon.  I contacted the patients Mother and gave her all the details and again apologised for the error. 		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure not given as directed		Low																No

		38354				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/20/23		9/20/23		13:05				Sister Claire Williams		Laura Haynes		When HCSW assisted the patient to toilet while she  was walking towards the toilet  using Zimmer Frame  she lost her balance and fell backwards landing on to her right side of buttock,she did not hit her head anywhere as HCSW reported.		Checked for airway and breathing,put a pillow under her head,no loss of conscious noted ,,checked for any injury or bruises nothing noted.Hoisted bak to bed with the help of physio team,observations checked NEWS 0,BM monitored 12.9mmol/L.Tried to ring doctors but they are not available untill 13.30,so informed nurse practitioner ,she reviewed the patient,no injury noted and patient can move four limbs as normal and advised to follow the falls protocol,she told me she will inform the doctor.Neuro obs commenced as per prtocol,family informed.		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		None		Low		Patient admitted 02/09/23 with fractured right tibial plateau fracture, had internal fixation 06/09/23. Is touch weight bearing, and has been mobilising with a zimmer frame and 1 to assist. 
When HCSW assisted the patient to toilet, she lost her balance and fell backwards landing on to her right side of buttock, she did not hit her head anywhere as HCSW reported.		Patient lost her balance and fell 
Re-assessed by physio
Manual handling assessment updated 
Risk assessments updated 				Continue mobilisation as per plan 		10/4/23		No

		38315				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone, consultation room 1		9/20/23		9/20/23		02:30				Mrs Katrina Rees		Gemma Rees		found patient sitting in the floor by her room, patient has been using the commode independently then suddenly felt dizzy and fell.		Checked areas and complaining of mild back pain, patient stated no head injury. Vital signs taken, noted with low BP 86/57  and with low blood sugar  <1.1 , treatment given and doctor prescribed stat IVI. Doctor reviewed patient. Neurological observation completed. Fall risk assessment and manual handling completed. To inform family		Accident, Injury		Slip, trip or fall		Faint/collapse		Moderate		None		Low		found patient sitting in the floor by her room, patient has been using the commode independently then suddenly felt dizzy and fell.		Checked areas and complaining of mild back pain, patient stated no head injury. Vital signs taken, noted with low BP 86/57  and with low blood sugar  <1.1 , treatment given and doctor prescribed stat IVI. Doctor reviewed patient. Neurological observation completed. Fall risk assessment and manual handling completed. To inform family				No lessons to be learnt.		10/5/23		No

		38401				New Incident		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 6		Theatre 6		9/21/23		9/20/23		14:13								Patient on list with a latex allergy which was shared in Team Brief. Theatre Team discussed the management of a latex patient and discussion took place that there was  not a need to change breathing  circuit or put patient first on list.		Patient was admitted to Recovery and anaesthetic and recovery period was uneventful.		Communication		Communication issues		Communication issues within unit/ward/teams		Low																No

		38316				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Red cube 3		9/20/23		9/20/23		06:18				Mrs Katrina Rees		Isla Mckenzie-Phillips		Patient has several moisture lesions documented on skeletal chart but no date specified on when it was filled up, although it reflects the current moisture lesions the patient has at the time of assessment.
Moisture lesions on R groin, several spots of moisture lesions on the inner thigh, a large patch of lesion behind the L thigh, and a small lesion on the lower part of L buttock.		Hygiene needs provided, pads checked and changed as regularly as needed, applied barrier cream on vulnerable areas. Kept vulnerable areas dry.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Patient has several moisture lesions documented on skeletal chart but no date specified on when it was filled up, although it reflects the current moisture lesions the patient has at the time of assessment.
Moisture lesions on R groin, several spots of moisture lesions on the inner thigh, a large patch of lesion behind the L thigh, and a small lesion on the lower part of L buttock.		Patient developed moisture damage before admission.				Lessons learned: staff to ensure they document time of checking skin.
		9/26/23		No

		38731				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/20/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38321				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Home		9/20/23		9/20/23		05:30				Mrs Katrina Rees		Carys Wilkins		Pt transferred from AMU to Ward C at around 0400 hrs 9night shift). 
It was handed over that patient's pressure areas were red but intact. 
Upon admission and on closer inspection, staff nurse x2 found around 6 areas of 
moisture lesion/?pressure area damage (awaiting confirmation from the Band 6/7). 
Skin bundle assessment done (? Cat 1). 
Barrier spray applied.  
Spoke to patient and that these skin conditions have been in place prior to admission to Ward C.		Spoke to the patient, appears a bit muddled. Unable to explain skin condition.
Barrier spray applied and handed over to the day staff.  		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		Pt transferred from AMU to Ward C at around 0400 hrs 9night shift). 
It was handed over that patient's pressure areas were red but intact. 
Upon admission and on closer inspection, staff nurse x2 found around 6 areas of 
moisture lesion/?pressure area damage (awaiting confirmation from the Band 6/7). 
Skin bundle assessment done (? Cat 1). 
Barrier spray applied.  
Spoke to patient and that these skin conditions have been in place prior to admission to Ward C.
Spoke to the patient, appears a bit muddled. Unable to explain skin condition.
Barrier spray applied and handed over to the day staff.  		Pt transferred from AMU to Ward C at around 0400 hrs 9night shift). 
It was handed over that patient's pressure areas were red but intact. 
Upon admission and on closer inspection, staff nurse x2 found around 6 areas of 
moisture lesion/?pressure area damage (awaiting confirmation from the Band 6/7). 
Skin bundle assessment done (? Cat 1). 
Barrier spray applied.  
Spoke to patient and that these skin conditions have been in place prior to admission to Ward C.
Spoke to the patient, appears a bit muddled. Unable to explain skin condition.
Barrier spray applied and handed over to the day staff.  				Reminder to staff to ensure all moisture legions were washed, dried and creamed appropriately. However can we ensure that when datix'ing moisture damage that we confirm if it is pressure/moisture as well as where the damage is. (By the description it sounds more moisture legion.) It is also unclear in the datix when this occurred due to the patients recollection of the broken skin. Therefore, This could have happened on transfer over to ward C. 		10/6/23		No

		38318				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/20/23		9/20/23		03:30						Samantha Evans		Patient had an unwitnessed fall,  found him  sitting on the floor in his bay by the door ,according to the patient he was going to the toilet, suddenly lost his balance and landed on the floor, normally he is independent to mobilizing back and for to the toilet. On examination, complaining of pain on his left Elbow.		Observation taken, neuro observation done, blood sugar  monitored, all falls protocol carried out according to the  trust policy.Reveiwed  by the medical oncall  patient is complaining of pain on his left Elbow, adviced XRAY on his left elbow, awaiting Xray.		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Moderate				Patient is independently mobile around the ward, he is able to use the call bell and alert staff for assistance. On this occasion the staff nurse was in the cubicle, the patient had got out of bed and walked across the bay and fell by the door. The patient was assessed and there were no signs of injury at that time, he could stand and walk independently. Dr reviewed the patient and advised for GCS monitoring, which was done appropriately. Following the fall the patient complained about pain in his elbow which was checked by the Dr and the patient was referred for an Xray. The initial report of the Xray show that the patient has sustained a fracture to his elbow. 										No

		38736				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/20/23		08:50				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38355				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre Reception		HSDU		9/20/23		9/20/23		13:00						Ms Lori Bissmire, Carl Jenkins, Allison Powell, Mrs Deborah Fountain		ON ARRIVAL THE NEATH NEXGEN GENERAL INSTRUMENTS & SPACER BLOCKS SET 4 (10-23) HAD HOLES THROUGH THE 3 LAYERS OF WRAP		HSDU INFORMED AND TRAY RETURNED TO HSDU ON THE NEXT VAN		Equipment, Devices		Medical devices		Damaged Packaging		None																No

		38332				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge 		9/20/23		9/20/23		10:37				Karen Thomas		Rachel Newton		Patient pressure area care given this morning patient has a G1 on sacrum area, site looks like old pressure sore. 		Patient on a hospital bed, airflow mattress ordered. 
pressure area care given as needed, patient has refused to change positions at present. 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low				All appropriate nursing care undertaken
Patient nursed on pressure relieving mattress
All advice and encouragement given to patient 
				as above		9/20/23		No

		38392				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/21/23		9/20/23		21:00						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Patient has been very agitated and is started to be very aggressive. Physically aggressive to staff. Slapped and biting staff.  Patient also grabbed one patient and squeezed her hands. 		Oriented and reassured. Attended to needs.  Remained very agitated. Prn lorazepam 0.5mg tablet was given with no effect. Therefore prn haloperidol 1.5mg was given as ordered. Informed doctor on call but came after 7 hours at 4:30 when patient is settled.  Patient has been shouting and very agitated for couple of hours. In and out of bed. did managed to settle very late in the night. 		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Moderate																No

		38371				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		THEATRE 6		9/20/23		9/20/23		09:00						Mrs Suzanne Holloway		Patient did not receive a pregnancy test prior to an operation that would use radiology as the medication that the patient was taking could prevent a pregnancy.		Anaesthetic Practitioner checked with Consultant Surgeon who was happy to proceed without a pregnancy test.		Assessment, Investigation, Diagnosis		Diagnostic testing - Radiology		Radiation safety practitioner errors		Moderate		None		None		Patient said there was absolutely no chance she could be pregnant as she had always been in relationships with women.		Clear communication between both areas. Respect patient wishes when she says there was no chance she could be pregnant. 				Clear communication and respect patient wishes.				No

		38734				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/20/23		07:10				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/26/23		No

		38351				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Radiology or X Ray Department		Radiology Neath Port Talbot Hospital		9/20/23		9/20/23						Martyn Floyd		Cleona Rees, Martyn Floyd		2 pts letters were put in on envelope and sent out		Only aware when the pt that had received the two letters attended for an appt and brought the second letter with them. 2nd pt was rung with appt but he had already received a text message so was aware of his appt. 		Communication		Communication issues		Communication issue with patient/service user		Moderate		None		Low		Patient attended for radiology appointment and presented two appointment letters: pt that had received the two letters attended for an appt and brought the second letter with them. 2nd pt was rung with appt but he had already received a text message so was aware of his appt. 		Human error
Letters are managed manually there is no automated system of letter distribution 				Care must be taken in the manual process of letter distribution 		9/29/23		No

		38391				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest Ward		Cubicle 5		9/21/23		9/20/23		19:58						Mrs Louise Limbert		Patient received sitting on the wheelchair with central venous catheter already out from right jugular site		Pressure applied and Anaesthetist/SHO on call informed.
Patient reviewed and chest examined by Anaesthetist advised to apply occlusive dressing.
Lie patient flat for next 4 hours
Hourly vital signs for next 4 hours		Equipment, Devices		Medical devices		Failure of medical device		Low		Low														No

		38374				New Incident		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Main Recovery		Theatre 6		9/20/23		9/20/23		13:00								Patient returned to ward e from theatres post operatively.
Patient  requested to used bathroom, when assisting patient it was noticed by the staff nurse that the flowtron calf pumps had been put on backwards. Inflating part of flowtron to tibia rather than calf. Therefore not operating effectively, which could result inadequate VTE  prophylaxis 		Flowtrons removed to allow patient to mobilise. 
Patient informed of poor fitting flowtrons 
Flowtrons reapplied correctly once patient returned to bed area		Treatment, Procedure		Treatment or procedure issues		Treatment or procedure wrong or inappropriate		Low																No

		38382				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		b4		9/20/23		9/20/23						Mrs Helen Thomas		Mrs Dayana Francis		Patient has moisture damage to left groin and a small moisture tear to scrotum. 		Barrier cream applied. 
Risk assessments updated. 
Skeletal chart updated. 
Patient is already on-air mattress. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient was admitted  to AMAU 0N 26/08/23 with erythemia to the lower limbs, heart failure. Transferred to CCU for Inotropic support. On arrival to CCU PATIENT WAS REALLY Unwell, BP was unrecordable and transferred to ITU on the 05/09/23.Treated for sepsis and decompensated heart failure, was on noradrenaline.
Patient was discharged to CCU on14/09/23.
Patient still remains grossly oedematous due to the existing heart failure, Poor mobility, only mobile from bed to chair with hoist transfer.
With patient's general condition of oedematous body and poor mobility, patient has developed moisture lesions over Left groin and scrotum.
		As patient is grossly oedematous and poor mobility, Patient is prone to develop moisture damage to skin.
Patient is having regular skin check and change of position.
Staff has taken all necessary actions, Area has been cleaned and barrier cream applied.
Skin bundle updated and risk assessment updated.
Passport completed.				Staff has followed all the necessary actions.
Regular skin checks specially the areas where moisture damage can occur and try to keep the area dry and clean.

		10/10/23		No

		38339				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/20/23		9/20/23		10:00						Mrs Emma Cannon, Mrs Sara Morgan, Mrs Rachel Thomas, Maria Briones, Mrs Rebecca Bowers, Miss Gemma Hanbury, Marietta Tunay		Patient admitted from AMU during night shift. I was handed over by the night shift nurse that patient had redness and blanching to buttocks.
Upon assessment,  the buttocks area is a suspected deep tissue injury (SDTI). Senior nurse called for second opinion and agreed area is an SDTI  		air flow mattress ordered and medical illustration requested 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low														No

		38385				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		red resus		9/20/23		9/20/23		23:50				Rachel Newton		Claire Herbert		on inspection of patients skin a moisture lesion was noted to the buttocks.		datix completed
skin bundle completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/25/23		No

		38440				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/21/23		9/21/23						Mrs Katrina Rees		Isla Mckenzie-Phillips		Patient had skin check Moisture lesion inbetween buttocks/sacrum
nothing in notes to sate it was before admission 		Patients skin checked, cleaned and dried with cream applied 
regular skin checks 
patient transferred from trolley to bed 
patient not incontinent but advised us to complete more regular checks 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Moderate		Low		Low		Patient had skin check Moisture lesion inbetween buttocks/sacrum
nothing in notes to state it was before admission 		Patient developed moisture damage on unit but thorough checks not completed on admission as not incontinent. 
Patient had skin check Moisture lesion inbetween buttocks/sacrum
nothing in notes to state it was before admission 				Skin checks to be completed on all patients coming into AMU even if they are continent. 		9/26/23		No

		38429				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Green 13		9/21/23		9/21/23		09:00				Mrs Katrina Rees		Isla Mckenzie-Phillips		Moisture damage under apron noted on washing patient in the morning, Patient is morbid obesity and struggles with washing and lifting apron alone.		washed area, and dried, barrier cream applied, encouraged patient to ask for assistance when washing to prevent further damage to area		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		Low		Low		Moisture damage under apron noted on washing patient in the morning, Patient is morbid obesity and struggles with washing and lifting apron alone.		Patient likely developed moisture damage pre admission due to health factors. Staff are to be reminded of through skin checks on admission and ensure all areas of skin cleaned/dried well.				Staff are to ensure full skin checks on admission.
Thorough cleaning and drying of all areas of skin to be upheld.  		9/26/23		No

		38515				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Main Recovery		THEATRE 6		9/22/23		9/21/23		09:00						Jade Rouse, Mrs Kim Stephens		Prior to Team Brief the Consultant Anaesthetist had requested via the Agency Nurse that cell salvage would be needed for a patient who had a low HB. I explained that we were in the process of training staff but without a Representative we would not have staff to operate the Cell salvage Elite today and  we were normally communicated to  by Surgeon/Anaesthetist  before hand to arrange a Representative to be present .
When I attended the Team Brief I asked the Team if patient was suitable for this site with a low HB and the Anaesthetist and Consultant agreed he was. The Agency Nurse allocated to Theatres shared she  was a Competent Trainer in her base Hospital and was happy to operate the Elite which she would take full responsibility for which the Anaesthetist and Surgeon accepted, so the patient would not be comprimised.		Matron informed.
Equipment checked and set up accordingly.
During collection period it was noticed by Agency Nurse that the blood was entering the suction unit on the scrub side not to the Cell Salvage.
The Surgeon had used the usual suction tubing not the cell salvage suction and therefore no blood was collected. 		Communication		Communication issues		Communication issues within unit/ward/teams		None																No

		38449				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		section 1, Bed 2		9/21/23		9/21/23		20:00						June Quiambao, Mrs Marites Colarina, Nathan Riddle		Patient was transferred over from AMU at 19:50. The Nurse handed over that the Patient is aggressive and refuses for skin checks. Upon arrival to Gowers ward, we were able to check the patient with support of 3 Staff. A moisture lesion noted on the natal cleft area and inner buttocks slightly red. Skeletal chart updated.		Area cleaned and dried. Cream applied and he was moved to Nimbus 3 mattress.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low														No

		38741				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/21/23		02:20				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38459				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		CT Scanning Room		9/22/23		9/21/23		19:00						Miss Amy Goggins, Ceri White		Patient came down to CT for a full Bastion trauma scan.
Patient is known IVDU- difficult cannulation.
Venflon tissued during the scan, body scan aborted. Patient sent back to A&E and staff informed.  Patient returned later for a non contrast scan as they were unable to site a new venflon.
Approx 50-80mls extravasated.		Checked on patient's arm. A&E staff aware. Sent back to A&E.		Treatment, Procedure		Treatment or procedure issues		Extravasation (infusion injury)		Low				None		Departmental policy followed. Known risk to examination. Information written on the back of request, scanned on synapse. 		Known risk to examination. Departmental policy followed. 				Known risk to examination. Departmental policy followed. 				No

		38456				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		coronary care unit bed 13		9/22/23		9/21/23		20:00				Mrs Helen Thomas		Cerys Evans, Jade Stamate		Patient's skin was checked at the beginning of the shift along with HCA and found that he has got splits of skin, ?moisture damage X2 in between buttocks, one above and one below anus.		Barrier cream applied. Re-positioned the patient. Informed nurse in charge. Updated documentation		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		Patient was admitted  to AMAU 0N 26/08/23 with erythemia to the lower limbs, heart failure. Transferred to CCU for Inotropic support. On arrival to CCU patient was clinically very unwell, BP was unrecordable and transferred to ITU on the 05/09/23.Treated for sepsis and decompensated heart failure, was on noradrenaline.
Patient was discharged to CCU on 14/09/23.
Patient still remains grossly oedematous due to the existing heart failure, Poor mobility, only mobile from bed to chair with hoist transfer.
Regular input from physio daily
With patient's general condition of oedematous body and poor mobility, patient has developed moisture lesions to buttocks
		Patient will need assistance with hygienic needs. Staff to check patients skin regularly and keep the area dry.
Update skin bundle and risk assessment as required.
Change of position and pressure area care.
Patient is already on air mattress.
Skeletal chart completed and dated with datix number on discovery
				Staff have followed all the necessary actions.
Continue training for all staff
Continue to reiterate the importance of completion of skin bundle, skeletal char and risk assessments

		10/10/23		No

		38650				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit		Swansea Bay UHB / Hospitals / Singleton Hospital / Pre-Assessment Unit		Pre-Assessment Unit Morriston Hospital		9/25/23		9/21/23								Bev Dawkins		Patient attended for pre-operative screening which included taking blood samples, it was identified that the requests that had been put on to the clinical portal system for the patient had been used on the 10th August 2023, the issue was identified and the patient and relative were spoken to they confirmed that they hadn't attended the unit for any blood tests in August.		New forms were issued for the patient to allow the blood samples to be processed, I went through 48 patients held on the system to try and identify if they had been through the unit or the emergency department on the 10 th August and nil were identified.

		Assessment, Investigation, Diagnosis		Diagnostic testing - Pathology		Inappropriate test request form used		Low																No

		38739				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/21/23		08:30				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38430				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/21/23		9/21/23								Nathan Riddle, June Quiambao, Mrs Marites Colarina		Moisture lesion noted under the left breast. 		Kept the area dry and barrier cream applied		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		38639				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Office		Patient's home		9/25/23		9/21/23		14:00				Laura Wilson		Laura Wilson		Patients record had incorrect address and a letter was sent to the patients based on the information available in WPAS/DMS, which was incorrect		Patients neighbour (who received the letter) contacted the department to inform us of the error and has advised they have destroyed the letter. WPAS has now been updated with correct address		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information sent to wrong recipient (electronic and paper)		Low		Low		Low		Team at the patients previous GP Practice updated the address with the incorrect address		Address updated and previous GP practice informed of error				Staff should ensure and double-check details are entered correctly		10/2/23		No

		38742				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/21/23		18:00				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38476				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		radiology		9/22/23		9/21/23		17:17				Sean Evans		Sean Evans, Ceri White		Stroke call via wast pilot patient unwell and med reg on another call so ED Dr took patient to CT with CNS, clear thrombus seen but the radiologist refused to do CTA as they believed that Bristol would not accept as they thought Bristol stopped at 18.00. ED Dr explained they can accept patients until midnight but radiographer again refused after a few conversation with the ED doctor the radiologist phoned the neuro consultant and they confirmed that they would accept up to midnight. this delayed patient CTA and thrombolysis time.  		informed stroke consultants when they were back on shift.		Access, Admission		Access to services or admission delayed		Access to services delayed		Low		Low		Low		Incident reviewed following discussion with involved Neuro Radiologist.
Change in the cut off times for mechanical thrombectomy in Bristol had not been communicated to the On-call Radiology Registrars, who were working off the old protocol where patients needed to be in Bristol by 6pm.
		Thombectomy Protocol had not been updated in the on-call room or communicated to the on call registrars.
Both have subsequently been done.				Important to keep current with local guidelines and protocols, and communicate this appropriately to relevant parties to ensure  best practice.		9/26/23		No

		38410				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 4				9/21/23		9/21/23		09:45						Allison Powell, Carl Jenkins, Mrs Deborah Fountain, Ms Lori Bissmire		On the start of the list, when opening tray for the first case, we noticed that the laparoscopic instruments are assembled already. This is Infection Control non-compliance and the tray couldn't be used. Patient already had first part of the anaesthetics administered.
SH Laparoscopic Colorectal tray lot 616
User code LOAN046055		Tray has been replaced with the other one on the shelf.		Equipment, Devices		Medical devices		Other		Low																No

		38513				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/22/23		9/21/23								Mrs Suzanne Holloway, Rachel Newton		Patient attended ED after fall from bed. Patient keen to leave ED after seeing doctor so she could get home.
Had keys and mobile phone on her and brought up bus timetable on phone to check times.
Patient was disappointed that she had to wait longer for her blood test results as she had wanted to catch an earlier bus.
Patient seen by doctor who was happy for patient to be discharged.
Staff in Green area attempted to have a taxi for patient (given her age), but were told that no taxi's available during the day.
Patient stated that she needed the number 43 to Penlan, but wasn't sure where the bus stop was in the hospital.
Porter walked patient to bus stop.
Phone call from concerned neighbour of patient later on, to say that patient had told her that she was on the bus and would be home soon, but that time had passed and there was no sign of her.
Daughter of patient contacted department to say that her Mam had dementia and that she was really concerned about her. Staff were unaware of this and state that patient displayed no signs of confusion or lack of capacity with them.
Staff contacted security and police.
Patient found ?near home by family some time later. No injuries, but cold.		Security staff aware 
Police contacted
		Communication		Communication issues		Communication issue with patient/service user		Moderate		None														No

		38390				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/21/23		9/21/23						Mrs Katrina Rees		Gemma Rees, Mrs Sara Morgan		When checking patients pressure areas. Grade two pressure ulcer noticed on patients right buttock. Patient is currently on trolley.		Nurse in charge informed. Barrier cream applied. Patient repositioned when allows staff to. Escalated that patient requires pressure relieving mattress. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		None		Low		When checking patients pressure areas. Grade two pressure ulcer noticed on patients right buttock. Patient is currently on trolley.		Nurse in charge informed. Barrier cream applied. Patient repositioned when allows staff to. Escalated that patient requires pressure relieving mattress. 				no lessons to be learnt		9/26/23		No

		38411				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 5		theatre 6 (not available on drop down)		9/21/23		9/21/23		12:00						Dr Lewys Richmond, Miss Claire Topliss		Two analgesia blocks were inserted on correct side of surgery did not cover area intended (PENG and lateral cutaneous nerve of thigh) because surgery was lower down on knee. The lady already received a spinal and there were no issues with surgery. I had ample local anaesthetic remaining to provide an adductor canal block which aimed cover the knee to provide long term analgesia. PENG and Lateral cutaneous nerve of thigh blocks are motor sparing blocks so no harm should come to patient. 		 Surgeons informed. Adductor canal block performed at end of surgery. Patient to be informed post-surgery.  Datix completed		Treatment, Procedure		Treatment or procedure issues		Other		None		Low														No

		38438				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		Bathroom C		9/21/23		9/21/23		18:10				Mrs Caroline Riseley		Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		Bank HCA informed other HCA that patient was on floor in bathroom C, & patients daughter was in the bathroom with patient when found on floor. Daughter didn't ask staff for help. HCA in that bay was with a patient in CT at the time, & other staff un aware daughter had assisted patient to bathroom. 
It appears daughter had helped patient to bathroom without informing staff & daughter waited outside bathroom for her. Patient states she turned around to wash her hands & she lost her balance. Patient states she did not hit head. 
When staff went to assist patient, it was evident patient was only wearing TED stockings & no other footwear. Patient had zimmer frame with her. 		Patient was checked over, & uncomplaining of pain. Patient states she did not hit head. Patient embarrassed and keen to get back up on feet. Staff assisted patient back to feet, and into bed. 
No marks or abrasions when checked.
Observations stable & bms stable. Lying and standing bp obtained. Neuro obs commenced.
Falls RCA completed & falls sticker completed. Falls risk assessment updated. 
Dr informed & is reviewing patient at present. 
Staff nurse earlier on in the day had asked family to bring in suitable footwear. When family came back this evening, they didn't bring any in & assisted patient to bathroom with only TEDS on. 
NOK aware of fall, as they were present. 
Falls booklet given to patient & family. 		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		Low		Low		Low		It appears that daughter had taken patient to the bathroom with her zimmer frame & without suitable footwear, only TEDS on her feet. Patient said she went to turn around to wash her hands and lost her balance. Staff were not aware & it was only brought to staffs attention that patient was in the bathroom, when daughter informed bank HCA that patient was on the floor. At the time, the HCA in that section was with another patient in CT. 
Documented in RCA document that there was no call bell in bathroom at time of fall and estates were aware. However, daughter was present with patient. Call bell now fixed. 
Its noted that the staff nurse that day, had spoken to family earlier that day about bringing in suitable footwear for the patient. However, when they visited in the evening they hadn't brought any in. Patient does now have suitable footwear. 
From falls risk assessments patient was deemed to be a high risk of falls from admission. However, this was not updated straight after fall. Was updated 4 days later. Patient was a hoist transfer, and has worked towards being mobile with a zimmer frame x1 staff. 
No sedation given prior to fall. 
Staff checked patient over, no injuries or harm. Patient state that she did not hit her head, was embarrassed and shaken up. Observations stable and bms satisfactory. Lying and standing blood pressure was taken, and there was no deficit. Dr was contacted and reviewed patient, for hourly observations and its documented neuro obs not required. Falls leaflet given to patient and family after fall. 
		In conclusion, patients daughter had assisted patient to the bathroom without suitable footwear, only TEDS on her feet. Staff were not aware & it was only brought to staffs attention that patient was in the bathroom, when daughter informed bank HCA that patient was on the floor. At the time, the HCA in that section was with another patient in CT. 
Its noted that the staff nurse that day, had spoken to family earlier that day about bringing in suitable footwear for the patient. However, when they visited in the evening they hadn't brought any in. Patient does now have suitable footwear. 
From falls risk assessments patient was deemed to be a high risk of falls from admission. Patient was a hoist transfer, and has worked towards being mobile with a zimmer frame x1 staff. 
No sedation given prior to fall. 
Staff checked patient over, no injuries or harm. Patient state that she did not hit her head, was embarrassed and shaken up. Observations stable and bms satisfactory. Lying and standing blood pressure was taken, and there was no deficit. Dr was contacted and reviewed patient, for hourly observations and its documented neuro obs not required. Staff had given falls leaflet given to patient and family after fall. 				To also give falls booklet to families & and patients on admissions, so they are aware of risks around falls and ways to prevent them. Will highlight this in daily huddles. 		9/27/23		No

		38415				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		C3		9/21/23		9/21/23		07:30						Julius OBANA, Nerys Jones, Samantha Evans		After handover, healthcare support worker was in cubicle 2, staff nurse went into the bay and saw that every patient was sleeping. Staff nurse then went outside to prepare medication and heard a loud noise. Patient seen face down on the floor and bleeding from a cut on left side of forehead. Patient stood up by himself, advised previously to sit on bed and wait for assistance from staff to help him stand however not complying. Patient is aware to use the call bell and has been advised previously however patient calls out to staff instead.		Obs (all stable), BMs, ECG done. Doctor came to assess patient 10 minutes after fall, neuro obs done-all normal, assisted patient into bed-minimal assistance needed. Advised patient to stay in bed and wait for assistance from staff before standing up. Commode and bottles used at bedside.		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Low														No

		38458				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		cube 1		9/22/23		9/21/23						Mrs Katrina Rees		Miss Melissa Rogers		patient has moisture associated skin damage on his groin and foreskin. Patient has declined skin checks in the past despite of encouragement		skin checks and hygiene needs provided		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		second datix completed with Moisture damage finding. 
Datixs linked. 		-Second datix completed after areas examined and moisture damage found. Datix linked. 
-Passport completed. 
-Moisture damage cleaned and topicals applied regularly. 				None. 		9/26/23		No

		38432				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit		Nurses Station		9/21/23		9/21/23		13:30				Mr Richard Walters		Catherine Allen, Helen Davies, Mr Richard Walters		I was approached by patients daughter at approximately 13:30 who asked to speak to the nurse who was in charge of her fathers care. I explained that the nurse was on break and she was due to return in around 15 minutes. The patients daughter then started shouting and became very aggressive stating that she is 'sick of all the lies' and that we are 'doing nothing other than shattering my fathers dreams, knocking him down'. She stated that she would not stand around watching this anymore. She stated that the doctor in charge of her fathers care should have been more clear with his plans and that he should have explained them better to her father. She stated that she knew people in high places and that she would be reporting all of the staff for lying. She was very aggressive, intimidating and many staff and patients on the ward were feeling quite threatened by her behaviour. She was asking why IV iron had only been prescribed today when they identified yesterday evening that his bloods were abnormal. I explained that the hospital protocol is that IV Iron should be given between the hours of 9-5 however she called me a liar and stated that she is in the know and that she is aware that an IVI can be given overnight as her father had previously been on a drip. I tried calmly reassuring her and explaining the difference between IV fluids and IV Iron. However she was not prepared to listed to anything I was saying and she continued to shout and scream at the nurses station. This was witnessed by many members of staff and patients. She stated that she would report us all to her relative who is the director of nursing. A doctor was present and suggested that we informed the band 7 of this situation and get the relative removed from the ward as he feared that the situation was going to escalate and get worse. I called my manager and the relative went over to her fathers bed. My manager was just coming from the cath labs to CSSU when the daughter passed us, again hurling verbal abuse and I asked her if she could wait where she was as my manager was on her way to speak with her. However, she continued to shout and scream and pointed her two fingers at me (imitating that she had a gun) and made a shooting sound. She then continued yelling and stormed off the ward again hurling threats of reporting.		All staff and patients who witnessed this were reassured and my manager suggested that if the relative returned we were to try and keep her at the nurses station until she came to have a word with her. We agreed that if she returned we would call security in order to protect both staff and patients. 		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Member of the public to staff		Low				Low		The patients condition had changed and he could not be discharged. He required further treatment. Patients relative became aggressive on the unit, not fully understanding the treatment required. Was handled correctly, in a calm manner. the relative left the ward and did not return. There was a plan in place had she have returned		The situation was handled appropriately. The relative left the ward and did not return., The staff and patients were given reassurances following the altercation				To keep calm in confrontational situations. To ensure staff know how to contact security when required		9/25/23		No

		38738				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/21/23		13:17				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 


		9/26/23		No

		38452				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward		Bed 1		9/22/23		9/21/23		20:30						Mr Ross Phillips, Mrs Melanie Davies		Handed over that patient was previous MRSA. Patient arrived on CITU from theatre at approximately 19.30pm and it was discovered following arrival that patient had current MRSA infection in the nose.		When it was uncovered patient had current MRSA infection all beds apart from bed 2 in CITU were occupied. Cubicle 6 had patient too unstable to move and Cube 9 had a patient with C-Difficile. Decision made to keep patient in bed 1 as it is separated from the adjacent bed area by a wall and was not directly opposite any other patients. Staff informed to be thorough with hand hygiene and PPE.  		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low																No

		38630				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		B Bay bed 5		9/25/23		9/21/23		18:00						Julius OBANA, Nerys Jones, Samantha Evans		Informed by infection control that the patient was identified as C Diff positive. Unable to isolate internally on the ward. Contacted site, no available cubicles within the hospital. 		Patient barriered around the bed, Red wipes to be used in the bay. Staff aware to use appropriate PPE. Visitors to use PPE, information leaflet given to family. Doctors aware. 		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low														No

		38424				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Endoscopy Unit		booking office 		9/21/23		9/21/23		15:00				Sandra John-Cox		Sandra John-Cox		Patient contacted the unit and informed us she had an appointment letter with another patients details on  . 		apologies given and asked the patient to destroy this appointment letter and another  letter with the correct info would be sent to her . she was happy to do this and did not want the matter taken any further 		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information sent to wrong recipient (electronic and paper)		None		None		None		This was Human Error 
Increase in workload for Nursing and Clerical Teams 		Discussed with teams care to be taken with all patients data 				Increase In workload by 10 Endoscopy sessions 
Human Error 		9/26/23		No

		38461				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/22/23		9/21/23		18:15				Mrs Gwennan Hall		Jade Stamate, Mrs Dayana Francis		Patient was diagnosed with bilateral PE on 21/09/23. It was handed over by the nurse in charge on the overview that patient had IV Heparin given and for  APTTR after 6hrs AT 12:15 AM and depends on the APTTR will decide on thrombolysis. After overview the  allocated  staff took individual handover from the day staff and this was handed over to her that the infusion was given over an hour and to repeat APTTR at 12:15 HRS. After the hand over myself and the nurse together asked the day staff is the patient on Heparin infusion and he said clearly not for infusion, given it over an hour and to repeat APTTR.

APTTR was checked at 12:15 hrs as advised and the report came back as1.6 and the doctor said to continue same rate of infusion and I said patient is not on infusion as per the handover from day staff.
Checked the prescription chart and it was prescribed as 1800 units per hour. but it was given as 20ml started at 18:15hrs and finished at 19:15 hrs. It was also documented that patient had 18ml of heparin on the fluid balance chart and also on WNCR. Heparin comes in 20,000 units in 20ml for infusion so if this was given 18ml from this it would have been 18,000 units instead of 1,800units. This needs to be confirmed with the nurses who administered and also no heparin infusion started after this.

		Informed SPR on call who kindly came and reviewed the situation and it was very confusing from the start of the prescription. SPR Informed the patient regarding the incident and apologised to patient.
Advised to start on heparin infusion 1.5ml/hr according to patient weight and repeat APTTR AND FBC in 2Hrs.
Monitor sign of any bleeding.		Medication, IV Fluids		Administration errors		Incorrect rate of administration		Severe		Low		Low		IV Heparin prescribed for patient to treat PE, handed over and prescribed by SPR on call to give 1800 units per hour. The dose of IV heparin is 20,000 units in 20ml meaning there is 1000 units per 1ml. Nurse in question had stated that he had misinterpreted the SpR in saying 1800 units over the hour which in hindsight is correct, however had given 18000 units over the hour instead of 1800 thinking there was 2000 units in the syringe not 20,000 despite being checked with x2 nurses the dosage and it being prescribed correctly. Nurse in question gave the infusion over the hour but second nurse got called away and didn't check the pump for the administration rate

Patient monitored closely overnight for bleeding 
Patient informed as soon as incident noted after handover to night staff
Plan was to check APPTr at 00:15 which was in range at 1.6 		Drug error, prescribed and drawn up correctly but administered incorrectly
Communication error as nurse in question had specified 1.8mlhr he misinterpreted the Dr saying 1800 units over the hour not per hour however 1800 units is 1.8ml and not 18ml as on infusion chart it states 1000 units = 1ml.
Conversation had with reg,nurse and nurse in charge regarding the correct dosing prior to the incident 
DOC discussion had with patient about the drug error				Thorough checks of dosage and infusion rate before giving administered.  
Ensure that the right medication, in the right dose, is given to the right patient by the right route at the right time
Always two nurses at bed side checks for pumps 
Policy is that on completion of the checks by both registrants administration can be a single registrant procedure however in a critical care area and when the dose is related to body weight is must be prepared and administered by 2 nurse 
Volume and infusion rate on Doctor prescription but not dose of heparin although it is documented on heparin chart		10/9/23		No

		38737				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/21/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted.  		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38651				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B		red bay 1-7		9/25/23		9/21/23		16:00				Sister Claire Williams		Leanne Edwards, Mrs Debra Gormley, Sister Claire Williams		2 male patient nursed in female bay		all patients were explained that due to bed crisis the bay had to be mixed		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		None				None		site pressures not enough males beds
bay unmixed 27/9/23		No harm
Bay unmixed				NA		9/29/23		No

		38422				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		Cubical 2		9/21/23		9/21/23		15:07				Mrs Katrina Rees		Miss Melissa Rogers		While providing hygiene care to the patient, I noticed a small area of moisture damage to the patients foreskin.		Nurse in charge made aware
Passport completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Moisture damage present to groin and penis. 
Skin damage caused by obesity, poor mobility and perspiration.  
Correct identification. 
Correct protocol followed. 		-Correct procedure followed when skin damage identified. 
-Passport completed. 
-Areas being cleaned and treated with topicals regularly. 
				None. 		9/26/23		No

		38445				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/21/23		9/21/23		20:00						Michelle Furlong		Patient came in to ED via ambulance due to patient being assaulted  by his girlfriend with a large lac to the right side of his head. Patient was very intoxicated and aggressive on arrival to staff ambulance staff and security. 
Patient was throwing  bottles of water at the wall and started swearing and shouting at staff. Patient then walked down the ambulance corridor pacing and being unpredictable with swearing and shouting. We asked patient to come back to the REACT area to be assessed but he demanded using the toilet - assisted to toilet with two paramedics, on walking back through trolley bay patient kicked the door glass with full force and cracked it. Very aggressive in nature. Patient taken back to REACT and security and police called. 		Security called. 
Police called. 
Security arrived quickly and patient continued being verbally aggressive and aggressive in nature. 
Police arrived and took statement. 
Patient had treatment and discharged. 		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		Low		Low														No

		38511				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 10		Acute Oncology Assessment unit		9/22/23		9/21/23		20:00				Mrs Victoria Watts		Laura Kleinberg, Mrs Victoria Watts, Sean Evans		A phone call was received in AOS from a radiologist/radiographer stating that she had to send up a patient that had a CT TAP due to haemoptysis (acute problem) and was found to have an incidental PE and she handed over that this patient was an oncology patient. 

The unit was due to close at the time but to try and relieve pressure from ward 12 the decision was made for staff on 10 to stay a bit later as the impression given was it would be a quick bloods, injection, ECG and go home to be seen the follow up with CAT clinic. 

When the patient had arrived and our PA was reading on the patient to get more information ready for the doctor- realised the patient was not an oncology patient. 

The patient understandably was upset asking our Night nurse prac 'why am I here, do I have cancer?' 

When the Medical SPR call came down to see the patient we got more of the full story. 

The radiographer phoned the medical registrar who advised the radiographer the patient should go to Morriston hospital, she then said to him that is is policy and that they have always done it that the patient comes to the assessment unit and went against the advice of the medical SPR on call and proceeded to phone us and told us the patient was oncology. 
The radiographer had phoned our on call oncology registrar to see if the patient could come to assessment unit- the registrar was in her car on her way home and was unable to read the details of the patient. 

Our understanding was, the radiographer phoned the medical SPR first possibly knowing the patient wasn't oncology and when advised to send the patient to Morriston said that a policy states they needs to come for assessment. Then proceeded to contact oncology and told our PA the patient was an oncology patient.

This resulted in the patient being extremely anxious and upset as he was not oncology and was confused to why he had been brought onto an oncology and haematology unit.
It resulted in what was given the impression to be a quick issue to sort resulted in the patient to be here for a long time to calm him down and get seen by the medical SPR on call and resulted in the patient (as initially advised) to go to Morriston. 
The staff on the assessment unit had to stay over an hour past the unit close time to sort issue- the night nurse pracs were still on the unit on us leaving so the patient was on a closed ward for well over closing time. 		Ensured patient was safe. 
Seen by the oncall medical SPR quickly. 
Night nurse pracs came out of hours to support and take over care for day staff to go home. 
Handed over to senior staff for AOS.
Datix completed. 		Communication		Communication issues		Communication failure with another care setting		Low		None		None		Every week day evening the X-ray department performs evening outpatients CT list from 5pm to 8pm.
On Thursday 21st of September around 7pm, an outpatient attended his CT scan, which involved a contrast injection.
As per departmental policy, every scan is assessed by a radiographer for incidental or acute findings before the patients leave the department.
The  scan for the patient was assessed by a radiographer, who suspected a bilateral PE, acute condition subsequently confirmed by the on call Radiologist.
As per hospital policy, agreed by Medical Director, the acute condition of pulmonary embolism as incidental finding subsequently a contrasted CT scan, needs to be assessed by a medical team on site.
Medical Registrar on call informed of the situation.
The Medical Registrar was unaware of the "PE policy" in place and suggested to send the patient to Morriston. 
Oncology Registrar on call informed to determine whether he/she was also unaware of this protocol and the Medical Registrar on call agreed on this action.
Oncology Registrar On call agreed to send the patient to ward 10 for assessment. 
Information requested was the name of the patient and instruction given to inform ward 10 to admit patient. 
Patient was never informed he was an oncology patient.
Radiographer not asked who the referring clinician was, by the Medical Registrar on call, the Oncology Registrar on call or the nurse from ward 10. 
Please note the extract from policy agreed by Medical Director:-

"People will be redirected to the appropriate service where possible (e.g. GP, minor injuries unit) but for some an on-site medical assessment is needed. Deal with situations that fall within the competency of the medical registrar. The assessment may be possible where the patient is, e.g. outpatients, but may require a room. There is no designated area for this, in hours the Medical Day Unit may be able to be used, out of hours possibly the oncology assessment area. Ask the bed manager or night nurse practitioner for advice."


		Medical staff unaware of policy in place				None by Radiology		10/5/23		No

		38846				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Singleton Hospital / Radiology or X Ray Department		Radiology		9/27/23		9/21/23		16:15						Mrs Victoria Watts, Laura Kleinberg		Two patients with the same first name were booked at the same time by member of admin team. Only one letter was printed, and it was put in the wrong envelope.  Lady turned up at department at correct time with the letter. The lady who did not receive any letter, also turned up as she had received a text message informing her of the date and time 		member of admin staff immediately spoken to, and asked to look at their actions and asked to fill out reflection form.		Communication		Communication issues		Communication issue with patient/service user		None																No

		38448				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/21/23		9/21/23		21:06				Mrs Suzanne Holloway		Mrs Suzanne Holloway		Father of child who had been brought in to the emergency department in cardiac arrest was on a night shift at work and got brought to emergency department by police as daughter had sadly passed away. Mum was present and wanted to tell Father the news in the family room. On entering the family room Father of the child heard the bad news and instantly screamed and started punching the door and the glass on the door with full force.  Caused the glass to crack all across the window. Dad then punched the wall and head banged the wall, then threw himself on the floor kicking out. Police were present still from bringing patient in and restrained Father in floor due to safety. 		Police restrained him. 
Patient calmed down eventually and sat calmly in family room. 		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Damage - Deliberate damage to property by patient		Moderate				None		No significant harm caused as a result of the event		The reported events could not have been predicted and were a response to extreme grief. 				Response of family member could not have been anticipated		9/22/23		No

		38740				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/21/23		05:50				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38394				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/21/23		9/21/23								Marietta Tunay		Faecal sample obtained 17/09/2023 - C. difficile toxin positive. 
Clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.
		Referred to clinical team and unit to review.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - probable		Low		None														No

		38457				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Red trolley bay, cublicle 3		9/22/23		9/21/23		02:15						Rachel Newton, Claire Herbert		Staff repositioning patient and performing skin check. Noticed grade 2 pressure area on right shoulder on the bony prominence. Wound is approx 3cm high x 5cm wide. Appears that it could be a wound caused by shearing.		Pressure relieved from area. Applied allevyn dressing to protect wound. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38743				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/21/23		02:00				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38451				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)				9/21/23		9/21/23								Mrs Natalie Dark-Harry		The patient had a unwitnessed fall. The patient explained that he was disturbed by the noise going around was trying to stand up and slipped down to floor.He told he didnt hit anywhere hard and he is not having new pain. He was on floor on his right side .He verbalised that he didn't hit his head and there was no any new signs of injury The patient was very confused since the beginning of the shift. Patient was on and off from the bed. Tried to explain him that he is not steady on the feet and he will fall. He insisted to have curtains around him, didnt want anyone to stay in there with him  because it was disturbing his sleep. I have explained him that its necessary to keep at least the curtain open , but he refused .The staff member were seeing to another patient in the same section who was agitated and was trying to climb out from bed. The patient was not listening to any of the staff even after explaining the importance of his safety		Checked for any signs of injury, informed oncall and commenced him on neuro observation as per falls protocol. BMS checked. I have explained the patient it is necessary to keep curtains and stayed with him for the remaining time of the shift as 1:1 ,eventhought the patient was happy, Patient refused to lie down in the bed and preferred to stay on the chair		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		None		None														No

		38555				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/23/23		9/22/23						Mrs Katrina Rees		Dr Ahsan Mughal, Mrs Sian Ackland		An overseas nurse who is not yet signed off their medications, countersigned a controlled medication with a member of staff.  The overseas nurse was having to be countersigned for all; their medications rounds, failed to inform the other nurse that they were not yet signed off themselves.
No drug error made, however the band 4 nurse should not have signed for the medication as she was not signed off her medications.		Both nurses were spoken to in confidence, and explained what the possible consequences could have been
The overseas nurse knew that they could not give a medication without being countersigned, they had been told on several occasions that if they were unsure of anything or didn't know, that they were to ask to maintain safe practice.  Communication seems to be an issue and feel they still are not fully aware of the medications and consequences.
The qualified nurse also should have made sure by asking if they were signed off, and not assuming they were.		Communication		Communication issues		Communication issues within unit/ward/teams		Moderate				Low		More teaching need for the overseas nurse. A greater understanding of controlled medications
Communication can be an ongoing issue.		Both parties should of communicated better, if unsure then ask.				Both parties will take learning from this
Staff on the ward always work besides and support the overseas nurses, to be able to get them independent and confident in what they do. Staff cannot always be on hand to watch them 24/7.
		10/5/23		No

		38512				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C		bed area		9/22/23		9/22/23		15:50				Mrs Helen Thomas		Bethan James, Marie Grace Aveo, Sheree Kowalski		patient on next bed called nurse. Patient found sitting on his bottom on the floor by his bedside chair.		checked for injuries. none visible. assisted by two staff nurses to get up off the floor by going on his knees  with difficulty and 2 nurses assisted him back to bed. unable to say what happened. patient was found to be incontinent of fecaes, patient washed and changed. cot sides insitu. observations  done BP 92/55 , pulse 69. respiration 18, saturations  95%,temp 36.9. GCS 14/15. BM 6.5 mmols. Dr on call made aware. family to be informed. falls pack completed. Cohort Nursing in progress. 		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		None		Low		Low		patient admitted on 18.8.23 with increased confusion slurred speech and decreased mobility, diagnosed as delerium, progression of dementia and folate deficiency 
past medical history lewy body dementia. 
nursed on ward under enhanced observations - patient known to be high risk of falls, nursed in general bay at present. 

checked for injuries. none visible. assisted by two staff nurses to get up off the floor by going on his knees  with difficulty and 2 nurses assisted him back to bed. unable to say what happened. patient was found to be incontinent of fecaes, patient washed and changed. cot sides insitu. observations  done BP 92/55 , pulse 69. respiration 18, saturations  95%,temp 36.9. GCS 14/15. BM 6.5 mmols. Dr on call made aware. family to be informed. falls pack completed. Cohort Nursing in progress. 		patient fall - members of staff were in the bay at the time however were attending to another patient behind the curtains when the patient slipped from the chair. No extra staff member to oversee observations when substantive staff were busy with another pt. 				Important to ensure patients at risk of falling are supervised at all times.		10/10/23		No

		38460				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		green bay		9/22/23		9/22/23		04:00				Mrs Katrina Rees		Isla Mckenzie-Phillips		patient is not steady on feet, and attempted to get out of bed, always showing wandering nature. bay is busy with  out of 14 , 3 patients were confused and needs 1 is to 1 care. i was with other patient who is all care and trying  come out of  bed with increased risk for fall and my colleague was on her break. support worker is taken 1 patient to rest room. witnessed fall. i was running to reach her . before that she had a fall.		observations taken, NEWS 1 BP 101/71. No acute clinical changes from previous BP. BM 4.5mmols.
Falls alert sticker, hot debrief tool, falls diary and Risk assessment all updated. Enhanced observations completed. Dr on call reviewed patient, stated no indication for neuro obs or further imaging. Staff continuing to uphold 1:1 nursing.		Accident, Injury		Slip, trip or fall		Fall on level surface		None		Low		Low		Patient admitted on 16/9 with recurrent falls and not coping at home. Patient already had 2 previous falls on unit.
patient is not steady on feet, and attempted to get out of bed, always showing wandering nature. bay is busy with  out of 14 , 3 patients were confused and needs 1 is to 1 care. i was with other patient who is all care and trying  come out of  bed with increased risk for fall and my colleague was on her break. support worker is taken 1 patient to rest room. witnessed fall. i was running to reach her . before that she had a fall. Staff unable to phone NOK due to time period but will hand over to day shift to update. Nurse in charge made aware, mental health nurse was requested for the high acuity bay but no one picked up.		Patient was admitted on 16/9/23 with recurrent falls and not coping at home. Patient already had 2 other previous falls on unit since admission and required 1:1 nursing. Due to lack of appropriate staff to manage these patients, patient fell as a result of unsteadiness and no 1:1. Staff nurse was with other patient, one staff nurse on break, HCSW helping another patient to bathroom.
All falls protocol followed. NEWS 1- BP 101/71, Bm 4.5mmols, no signs of injury on body, all paperwork completed and updated. Staff unable to phone NOK due to time period but will hand over to day shift to update. Nurse in charge made aware, mental health nurse was requested for the high acuity bay but no one picked up.				Staff need to ensure close monitoring of high falls risk patient. 
Need to be given 1:1 nurse for high acuity.		10/5/23		No

		38533				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		HAPPENED IN AMU		9/23/23		9/22/23		23:10						Rachel Newton, Claire Herbert		Patient was transferred over from ED for a bed  at 2300 but the allocation was done on the day shift. Once patient arrived no bed available. NEWS 8 at 1950 when admitted to ED- respiratory rate 28, oxygen saturation 89%, BP 105/55 and temperature 38.2. Bed manager phoned to ask where patient is to go. Whilst bed manager sorting out bed area, AMU staff repeated observations . NEWS 11 at 2310- respiratory rate 28, 3L o2 in insitu, oxygen saturations 89%, BP 90/57. Agency nurse that handed over patient to staff forgot to say patient was on oxygen from ED, this was not reflected on original observations. Observations were not repeated as per NEWS protocol and NEWS had escalated. Agency nurse was told to wait as staff not originally aware of being on o2 and needed to discuss this with NIC.		Bed manager informed, patient to go back to red resus as inappropriate transfer. Agency nurse and porter had left even though they were asked to wait a moment to sort out situation. Patient safety compromised and AMU staff had to take this patient back. Bed manager discussed this with NIC in ED. 		Transfer, Discharge		Transfer		Transfer inappropriate or unsafe		Low		Low														No

		38745				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/22/23		21:28				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38464				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Endoscopy (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		3.6		9/22/23		9/22/23		06:00						Alison Williams, Mrs Caroline Morton, Mrs Hilary Thorne		Noted G2 on the left and right buttocks which was ML before 		Detox done barrier cream applied 
Repositioned 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38656				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/25/23		9/22/23		08:58						Tal Anjum		Frail person with background of dementia and previous stroke admitted from care home with increasing confusion, vomiting and fever on 22/9. Daughter in attendance.  Treated by oncall team as Sepsis ?source with antibiotics, fluids. Patient was moved to ward F and ward rounds on 25/9 revealed a left sided weakness. Urgent CT performed revealing Intracranial bleed.  Large bleed, not for any surgical intervention. Detailed discussion with daughter explaining the diagnosis and unusual presentation resulting in missed diagnosis on admission. Daughter happy with the care given so far, and support palliative care considering pre-morbid dependence and poor quality of life.  Prophylactic heparin on drug chart (for VTE), but stopped on 25/9 after clarifying ICH diagnosis. Likely mild harm		As above, detailed discussion and documentation. Detailed discussion with daughter explaining the diagnosis and unusual presentation resulting in missed diagnosis on admission. Daughter happy with the care given so far, and support palliative care considering pre-morbid dependence and poor quality of life.  Prophylactic heparin on drug chart (for VTE), but stopped on 25/9 after clarifying ICH diagnosis. Likely mild harm		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Diagnosis wrong (mis-diagnosis)		Low		Low														No

		38525				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		blue zone 		9/22/23		9/22/23						Mrs Katrina Rees		Gemma Rees		when changing patient on night shift at 20:00 dressing over sacrum, no information on this was handed over under dressing appears to have moisture lesion, barrier cream applied. air mattress in situ. dressing has been removed . unsure when this has been acquired if this was before or during admission. 		barrier cream applied
air mattress in situ
		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low		Low		when changing patient on night shift at 20:00 dressing over sacrum, no information on this was handed over under dressing appears to have moisture lesion, barrier cream applied. air mattress in situ. dressing has been removed . unsure when this has been acquired if this was before or during admission. 		barrier cream applied
air mattress in situ				No lessons learnt		9/26/23		No

		38542				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Children's Emergency Unit 		9/23/23		9/22/23						Rachel Newton		Nicola Dunn, Claire Herbert		Patient came into A&E via Ambulance after having a choking episode. Whilst speaking to both parents in the waiting area (no other patients/family members were in the area) patient went to play with the toys on the floor, fell over her own feet and fell on her face. This was witnessed by myself and the patients Mum and Dad. Her mouth started bleeding straight away and on further examination it was noted that she had torn her Frenulum from the fall. 
Despite toys being on the floor, patient had not fallen over these. Floor was not wet or damaged to cause the fall. 		First aid applied. Analgesia given by mum. 
Doctor and consultant in charge assessed the mouth injury.
Nurse in charge aware		Accident, Injury		Slip, trip or fall		Fall on level surface (internal)		Moderate		Low		None		Mechanical fall in young child who is just learning to walk.
No significant injuries sustained.
Patient reviewed by Ed doctor and discharged home		No SBU failures - patient could have fallen in any setting				Nil		9/28/23		No

		38479				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)		ward e waiting room 2		9/22/23		9/22/23		10:40						Matt Searle, Mrs Natalie Dark-Harry		 Patient is a bariatric patient on bariatric bed found with scattered moisture lesions over the sacrum and right buttocks 		Repositioning done and barrier spray applied		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None														No

		38748				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/22/23		10:05				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38539				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		care home		9/23/23		9/22/23						Mrs Katrina Rees		Gemma Rees		on admission and routine check of patients skin and pressure areas it was noticed that patient had moisture damage to sacrum and buttocks		skin bundle commenced, skeletal updated, cleaned dried area and applied barrier cream, completed datix and informed nurse incharge		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		on admission and routine check of patients skin and pressure areas it was noticed that patient had moisture damage to sacrum and buttocks		skin bundle commenced, skeletal updated, cleaned dried area and applied barrier cream, completed datix and informed nurse incharge				no lessons to be learnt		9/26/23		No

		38484				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat		Swansea Bay UHB / Hospitals / Morriston Hospital / Outpatient Department		Room 16		9/22/23		9/22/23		09:30						Mrs Suzanne Holloway, Sister Karen Humphreys		histology Pot was taken from room procedure trolley 16 in ENT OPD. It was kept with the other empty pots.
Pot was unlabelled, appeared unused from outside. Fortunately I checked before placing the biopsy I have just taken - there was a sample in it already. 


		Changed to new pot, checked, apologised to patient. Carried out and finished procedure. 
I have written ‘Unlabeled Tissue , Room 16, found 22/9/23 9:30’ on the pot. 
Alerted sister in charge and clinical lead. 
Made rest of ENT team aware to avoid further incidents. 
		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Other		Severe		None														No

		38524				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/22/23		9/22/23		09:00						Mrs Sara Morgan, Marietta Tunay, Maria Briones, Miss Nicola Caley		When assisting with wash this morning, SDTI noted to L heel. 		Patient transferred onto airflow mattress, heels offloaded, skin bundle updated, passport complete. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38530				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		Cubicle 2		9/22/23		9/22/23		21:30				Holly Robinson		Bessy Howell, Holly Robinson, Ms Sarah Yeap		During patient skin check noticed open moisture spilt in the abdominal apron fold on right and left side. 		Cleaned the area and pat dried 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None		None		split under abdominal fold likely due to moisture - not pressure related.
area cleaned and dried. advised to apply metanium ointment when prescribed. 		This was not pressure related but potentially due to moisture and fragility of the skin.				Continue to apply small amounts of metanium to assist in keeping the area dry.  Be cautious that the skin under the abdominal fold is fragile. 		9/28/23		No

		38744				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/22/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38472				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Spinal		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/22/23		9/22/23								Julie Eley, Laura Haynes, Mrs Eliza Guinto		Staph. aureus has been identified from a blood culture sample obtained on20/09/23 (Day 6 of admission). 
The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low. 
		Referred to clinical team and ward to review.
Please use bacteraemia investigation tool to complete review: 
Swansea Bay UHB enhanced surveillance of Gram-positive and Gram-negative bacteraemias
https://forms.office.com/pages/responsepage.aspx?id=uChWuyjjgkCoVkM8ntyPrivcSaqB5mlOiGlrwZtNJVZUN0wxM1cyU0RSVkdVMkxVNFdQOTdMN1BTSC4u		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - probable		Low		Low														No

		38509				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/22/23		9/22/23								Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		Patient covid positive-unable to isolate.		 Bed manager informed, no cubicles available on any other wards.  
Barrier nursed in bay.
Other patients in bay aware of the situation. 		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low		None		Patient unable to isolate therefore barrier nursed in bay whilst she had covid. 
Bed manager unable to find cubicle in the hospital.
patient isolated in cubicle as per infection control policy. 
Other patient in bay monitored and did not contract covid. 		Patient unable to isolate after confirmed covid. 
Barrier nursed in bay
Bed manager involved no cubicle available to isolate patient in the hospital. 
Other patient in bay monitored no one developed covid. 				Unable to isolate patient
Continue to try to isolate. 				Yes

		38518				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre 5		Theatre 6 		9/22/23		9/22/23		17:52						Dr Lewys Richmond, Ms Rita Chohan		AT 17:50 I discovered that this post op patient had Propofol solution remaining in her IV octopus. Canula removed. Ward doctor to insert new one. 		Removed canula to avoid this solution being injected into patient. 		Equipment, Devices		Medical devices		Medical device user error		Low		None														No

		38478				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W				9/22/23		9/22/23						Sister Claire Williams		Victoria Hopkins		Patient admitted to ward with sdti to left heel. this is known to the team as diabetes related and was present on admission to hospital. needs debridement and ? amputation 		inadine dressing applied, medical photography informed so that we can monitor  		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Low		None		None		admitted to clydach ward 9/9/23  for a w/o removal of cephalomedullary Nail 14/9/23
Poorly controlled insulin diabetic non compliant. prev Rt  BKA for osteomyelitis 
poor diet intake seen several times by dietician.
the area to foot was there prior to admission-dressed by district nurse twice a day. 
seeing podiatry as a inpatient currently having maggot therapy 		not resulting to ward. this is a area treated in the community by district nurse 				wound chart insitu following podiatry guidelines. ivabx given to patient 		9/29/23		No

		38501				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/22/23		9/22/23		08:00				Mrs Helen Thomas		Bethan James		The patient was due for a CT Colon today but due to the staff nurse caring for the patient yesterday not giving the patient the preparation medication this has resulted in him having to have his procedure delayed and this has resulted in him having an extended hospital stay. Patient was not very happy and reminded me about the medication. Nurse contacted CT regarding this and asked for an opinion.   		CT Colon was cancelled and re-arranged for Monday at 10am and patient informed. 		Medication, IV Fluids		Administration errors		Delayed administration		None		None		Low		patient was admitted on 30.98.23 with a pre syncopal event 
past medical history - pyoderna gangrenosum, hypertension asthma leg ulcers 
patient had an ogd on 20.9.23 showed a hiatus hernia and a biopsy was done 
was then for a ct colon - required prep prior to the procedure - prep had to be prescribed 
doctor did prescribe the prep however it was prescribed on the stat side of hepma not as several stat doses at a certain time 
therefore the nurse in looking after the patient did not give the prep pre procedure 
		no harm to the patient
patient procedure postponed 				nurses to check all sections of hepma when giving out medications 
		10/10/23		No

		38747				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/22/23		01:57				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38939				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/28/23		9/22/23								Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown		Patient has been readmitted from wound clinic due to having a surgical wound infection in the sternum. 		VAC dressing applied.
Antibiotics commenced. 		Treatment, Procedure		Treatment or procedure issues		Wound infection		Low		Low														No

		38540				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		patients care home		9/23/23		9/22/23						Mrs Katrina Rees		Gemma Rees		on admission and routine skin check of pressure areas it was noticed that the patient had moisture damage to sacrum, scrotum and groin area.		cleaned and dried affected areas, creams applied, skin bundle commenced skeletal updated, and nurse in charge informed.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		on admission and routine skin check of pressure areas it was noticed that the patient had moisture damage to sacrum, scrotum and groin area.		cleaned and dried affected areas, creams applied, skin bundle commenced skeletal updated, and nurse in charge informed.				cleaned and dried affected areas, creams applied, skin bundle commenced skeletal updated, and nurse in charge informed.		9/26/23		No

		38749				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/22/23		14:48				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patients was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/27/23		No

		38746				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/22/23		21:13				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38465				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/22/23		9/22/23		06:30						Mrs Caroline Morton, Alison Williams, Mrs Hilary Thorne		staff  noted patient had a grade 2 on the  left buttocks		Repositioned the patient @ intervels Frequentely to avoid further pressure damage.kept the patient on  airflow mattress and barrier cream applied. Make sure that patient the incontinence care rendered properly.
Escalated to ward staff the patient is high risk of pressure ulcer and needs frequent skin checks		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		None		None														No

		38505				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)		Theatre Reception		9/22/23		9/22/23		13:43						Amanda Griffiths, Emma Morgan-Williams		A Patient arrived to Theatre Reception, that had not been sent for.
Theatres quickly acsertained that this patient was not required for Theatre as yet and apologised to patient and advised patient to be return to the ward.
Consultant Surgeon saw his patient just before they were returned to ward and took the opportunity to explain to patient that had arrived in error that there was a strong possibility that they would not have their operation as the operating time was running out.
Patient returned to ward.		Ward Sister telephoned by Theatre Reception to explain that the wrong patient had been sent from the ward and that Theatres needed  the correct patient to be bought over as now there was a delay in the list.
Ward Sister explained to Theatres that patient was upset as she may be cancelled and I reiterated the rationale around the Consultant Surgeon`s explanation.		Communication		Communication issues		Communication issues within unit/ward/teams		None				Low		The ward was very busy on this day, we had 12 patients for theatre plus 9 from the previous day and staff were under a lot of pressure. 
		I feel that this would not have happened if the staffing levels were better on this day. 
All the staff were feeling under pressure. 
No staff had had a break all day. 
Theatre were aware of staff shortages this day as theatre matron had visited the ward to see what was going on as many patients were delayed and some had not had pre op bloods. 				Clearer communication between staff. 
Support from other areas - in future instances I will request theatre to transport their own patients to and from theatre when staffing on the ward is low. 				No

		38491				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A		ward A		9/22/23		9/22/23		12:55				Sister Claire Williams		Laura Haynes		Asked to go to patient to redress his wound to left knee (2 areas of carpet burn). Patient has capacity and uses an electric wheelchair as he has MS. He was discharged from hospital ?Tuesday/Wednesday after being admitted for a long lie as he wasn’t able to get back on to the sofa after getting out of his chair onto the fall to charge his phone. On assessment, patient was covered in some blood. The patient’s left toe was severely swollen and when I looked, it was severed partly underneath (tendons available). Phoned team lead as this was not on malinko or on the discharge letter. Patients PA said that he done it on Monday but he also had dislocated it. Patient said that the DRs saw to the dislocation but not to the wound. PA tried to get through to the ward that the patient was discharged but no answer so phoned an ambulance who said there was around a 2 hour wait. Team lead advised to cleanse area and pad up with gauze, bandage, wool and bandage. 

The image with the hand visible is the photo that was taken by PA on Monday
Other image of wound was taken during visit 		Padded patient up 
Advised to go back to hospital 		Transfer, Discharge		Discharge		Discharge inappropriate		Low		None		None		District nurses asked to go to patient to redress wound to left knee (2 areas of carpet burn). Patient has capacity and uses an electric wheelchair as he has MS. 
He was discharged from hospital 19/09/23 after being admitted for fall and long lie, sustaining a dislocated left toe.
On assessment, patient was covered in some blood. The patient’s left toe was severely swollen, it was severed partly underneath (tendons available). 		Patient was discharged 19/09/23 around 19.00 after an attempted reduction of left little toe, this was unsuccessful so the doctor cleaned the wound and dressed it with Inadine and crepe bandage. 
Patient was discharged home on oral antibiotics and was to come back to clinic 1 week later for wound check 
Due to the time of the day the district nurses were booked the following day 20/09/23 to attend patient on 22/09/23. Transfer of care letter was sent. 
As patient was discharged in the evening, a staff nurse went to the patients house on 21/09/23 to provide dressings for the district nurse and to give patient his TTO medication. On arrival the dressings had come loose so the nurse redressed them.
The district nurses then went out the following day				Although ward and medical team were aware of the 5th toe injury and had dressed the toe appropriately, there was no mention of the toe dressing on the discharge letter for the district nurse.  Nurses to ensure all appropriate information is contained within the discharge letter.		10/11/23		No

		38462				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		BLUE TROLLEY		9/22/23		9/22/23		05:15				Rachel Newton		Claire Herbert		While checking skin of the patient ,we found that patient have red colour and  small moisture lesions on the left side buttocks . Not reported  Datix before, patient came on 19/09/23.		checked skin  4 hourly
monitor the patient
applied barrier cream
given position to patient
informed nurse incharge		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		?if degree of Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
Very long waiting times for admission

		?if degree of Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
Very long waiting times for admission				nil		9/25/23		No

		38508				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/22/23		9/22/23		07:50				Rachel Newton		Claire Herbert, Miss Nicola Caley, Miss Rhyanne Aston, Mrs Rachel Thomas, Mrs Sara Morgan		while providing hygiene needs of patient found to have moisture lesion to right groin		hygiene needs  provided
datix completed 
passport completed
regular turning & repositioning  done 
repose mattress in situ
ski bundle and body map completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				nil		9/27/23		Yes

		38566				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		red trolley 		9/23/23		9/23/23		16:00				Rachel Newton		Claire Herbert		Patient found to have a moisture lession in her groins.  Patient has been in miors department overnight.  		Barrier cream applied to sore areas, washed and dried.  
datic written by rhiannon price dns agency 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/25/23		No

		38609				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		ED		9/24/23		9/23/23		05:00						Karen Thomas, Michelle Furlong		Patient attended post assault he had already caused some trouble resulting in us calling Security, he wanted to go outside drink his Vodka then come back inside, when told he could not do this he became verbally aggressive to Nurses and security. This was at 0200
Vodka was taken off him by police and put in office and he was told he had to leave if he wanted to drink it.  Patient was NFA and had a bike and approx 3 bags with him.
At 0510 he was caught by Domestic in her cupboard with her bag, he had broken the door to get in,  she asked for her bag back and he said it was his friends, she stated it was hers then one of the porters intervened, and shouted at him to give it back which he did.
There was a packet of cigarettes missing 
He is seen on CCTV going breaking into the cupboard and going in there 3 times, and he is seen with domestics bag
		Security called
Police informed of incident, although they were reluctant to take it any further, I am not sure if they have yet taken statements from domestic involved 
Patient escorted off the premises by security
Domestic supervisor informed as domestic quite shook up		Behaviour (including violence and aggression)		Anti social behaviour		Drinking alcohol on NHS premises		Moderate																No

		38755				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/23/23		03:50				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38898				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V				9/28/23		9/23/23		00:00				Mrs Sophie Evans		Mrs Nerys Dunn, Mrs Sophie Evans		Klebsiella pneumoniae has been identified from a blood culturesample obtained on 23.09.23 00:00hrs. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

Timeline provided in documents.
Wound and blood cultures both positive to klebsiella pneumoniae.
		Referred to clinical team and ward to review and investigate.

See attatched surveillance form and timeline.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		None		Klebsiella pneumoniae found to wound and blood cultures.
Please see timeline and surveillance form for clinical information.		await scrutiny panel				await scrutiny panel		10/10/23		No

		38752				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/23/23		02:45				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38562				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3		Anaesthetic Room THEATRE 3		9/23/23		9/23/23		09:30						Dean Williams, Mrs Johanna Banks		While preparing anaesthetic machine for a case, I removed the airway tray from the anaesthetic machine work surface and when trying to change the breathing circuit, the work surface on the anaesthetic machine detached by itself and hit my left thigh and left foot. This caused a laceration on my thigh and pain and swelling on my foot. 		Informed plastics scrub team leader about my injury and helped to clean the wound and to apply dressing. Informed anaesthetic coordinator Dave Clarke, asked advise from plastic surgeon, Daisy Ryan who was in the theatre at that time . Her advise was to clean the wound and apply dressing. Faulty anaesthetic machine removed from the room and placed to medical electronics for repair and replacement brought in.		Accident, Injury		Struck against or by an object		Struck by falling or collapsing Object		Low																No

		38565				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		SD2		9/23/23		9/23/23		16:30						Natasha Pearson, Mrs Sallyanne Greenfield		Patient had witnessed fall at bedside. Knocked his right elbow - skin tear about 1cm. Obs stable. Neuro obs not necessary. CT head NAD. 		Team informed. CT head, chest xray, neuro observations requested. Urine sample and wound swab requested - however patient declined and is unco-operative. Ideally patient should be nursed with 1:1 care - but lack of staffing prevents this.		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low														No

		38545				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Ward D		9/23/23		9/23/23		10:15						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Band 4 went to patients room and patient handed her a tube of flamazine and asked if this was to eat. Band 4 stated no and asked if she had eaten any. Patient stated that she had. Patient does have episodes of confusion.		Cream taken away and checked for any other creams etc that should not be near patient, on call doctor informed of incident. Patient observations stable and sitting in chair reading a magazine eating grapes. 
Doctor went on to toxbase and informed pharmacy. No further action required but to monitor patient.		Accident, Injury		Contact with or exposure to hazardous substance		Other		Low		Low														No

		38751				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/23/23		13:42				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38756				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/23/23		02:45				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38573				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/23/23		9/23/23		22:30				Mrs Helen Thomas		Toni Davies		Handed over patient has vulnerable area to left groin, with the potential to develop to moisture lesion.
Patient was on air mattress that was faulty.
Went to change patient incontinence pad, groin area very moist and red.
Moisture lesion noted to Left groin area.
Patient is double incontinent.
		Inflated a new air mattress, but that was also faulty. Changed mattress to foam as no air mattress available.
Informed nurse in charge.
Updated Skin bundle.
Moisture lesion passport.
Increased patient repositioning.
Updated skeletal chart.
Applied barrier cream.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		None		None		I have inspected the patient's groins this morning and I find that it is not moisture in between groins but friction to L side of his Inner leg causing a line shape red mark. The patient's current condition and inability to move in bed/mobilise is contributing to the potential breakdown of his skin. Patient is also currently doubly incontinent wearing Pads which has caused this particular mark. 
		I have found that the patient does not currently have moisture lesions in his groins, he does have a red line on his L inner thigh which is indicative of his pad causing friction against his skin. This patient is at high risk of skin breakdown and therefore it will continue to be highlighted that we closely monitor this patient's skin. 				No new lessons to be learnt at present. I am satisfied we are providing high standards of nursing care and monitoring for any potential skin damage. 		10/10/23		No

		38579				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		OPAS		9/24/23		9/23/23		21:45						Dr Rhodri Edwards, Helen Davies, Mrs Katrina Rees, Mrs Rebecca Bowers, Pete Matthews, Rebecca Davies		Patient in OPAS
At 2233 arrest call put out (2222) for patient as GCS 3/15
On arrival of ED staff,  OPAS staff attempting to put on pads, no 02 had been given at this point so given by ED staff.  Found to have a BM<2 but had a pulse so CPR not commenced.  
No oral Glucose or Hypo box in OPAS, so staff had to run into ED for oral Glucose as no IV access
Access then gained and then had 500mls IV Glucose
		Arrest team arrived
Oral Glucose given
Access gained and IV Glucose given
Moved into Resus ED
CT scan as GCS only 10/15 despite resolving BM
NOK informed of incident		Infrastructure (including staffing, facilities, environment)		Service resources		Failure to resource service adequately		Severe		Moderate														No

		38553				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		CCU - MORRISTON HOSPITAL		9/23/23		9/23/23		15:00				Mrs Helen Thomas		Amy Payne, Cerys Evans, Jade Stamate, Mrs Dayana Francis, Resmi Michael, Robert Zaiz, Toni Davies		Pt is incontinent of urine and faeces , when checking patient's pad/skin this afternoon, noticed moisture lesion to sacrum. This was not noticed on the previous check and  on this occasion, only the front of the pad was wet, the skin of the affected area was not wet. It had been handed over from night staff that the pt had a healed moisture lesion to the sacrum. The skin now looks broken. Washed patient, applied barrier cream and put a clean pad on. 		Washed skin, applied barrier cream and changed pad. Air mattress is currently being inflated, patient will be transferred onto this when ready. We will continue with regular skin checks and turns to ensure the skin stay dry and clean. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient was admitted to CCU from PPH with large pericardial effusion.
Bed bound for many months due to ongoing health issues.
Also incontinent of urine and faeces regularly. 
Nursing records show that patient was put on to an air mattress on admission, however this became faulty. The patient's mattress was changed several times, a separate DATIX was completed for this. (38027)
Skin bundles show patient was incontinent of urine and faeces regularly, nursing records show the patient skin was cleaned, dried and barrier cream applied after each episode of incontinence. 
Nursing documentation on admission shows that the patient has an old ML to sacrum which was healed. 
The patient's skin integrity was compromised by multiple core morbidities such as CVA, HF which has left the patient bed bound. 
No evidence of passport put in place 
Patient skin checks were increased to ensure no further breakdown occurred.   		Patient incontinence of urine and faeces despite regular skin checks, the integrity of his skin was already compromised from previous moisture damage and core morbidities  				Continue to provide good nursing care 
Ensure passport is put in place following ML 		10/10/23		No

		38561				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B		Red bay bed 14		9/23/23		9/23/23		16:10				Sister Claire Williams		Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		Pt had an unwitnessed fall from bed. HCA heard a thump whilst she was attending to another patient in the bay and pt was found laying on the floor by bedside. 		Pt found laying on the floor by her bed. Vital signs taken and stable. No obvious signs of bony injury. GCS was 15/15. No signs of bleeding and no complaint of any pain. Doctor informed. Pt assisted up from the floor with 2 HCA and handhold and placed in bed, cot sides up. Neuro observations taken and satisfactory. Falls protocol started. BM's recorded and stable. NOK contacted to inform. 		Accident, Injury		Slip, trip or fall		Found on the floor		Low		None		None		No injury apparent
Falls risk assessment and manual handling not updated post fall
Policy was followed		No injury found
risk assessments not updated at the time				Improvement of updating falls paperwork		10/4/23		No

		38538				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)				9/23/23		9/23/23								Matt Searle, Mrs Natalie Dark-Harry		A patient in section B , B11, hit me on my chest while trying get him settled. Patient is on DOLS and has history of multiple falls on the ward. It was important for him to stay on bed because he was very unsteady on feet. He was so aggressive and didnt listen. He did also hit the HCSW working along with me and tried to hit doctor while doing catheterisation.		Explained patient that its not appropriate to hit the staff . He was still agitated and very confused. We had to closely monitor him with 2 staff after that.		Behaviour (including violence and aggression)		Physical assault (physical contact)		Patient/service user to staff		Low																No

		38564				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward		Cube c		9/23/23		9/23/23						Mrs Helen Thomas		Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown		Patient got Moisture lesion in between buttock. Its looks red and peeled skin around the edges.		Side lying position given. Barrier cream applied. Encouraged the patient for 4hourly turns. Informed family.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		This patient was admitted on 21/09/23 from WWGH under Thoracic. On 23/09/23 the patient was discovered to have moisture damage to his buttocks. All documentation completed. 		This patient was admitted on 21/09/23 from WWGH under Thoracic. On 23/09/23 the patient was discovered to have moisture damage to his buttocks. All documentation completed. The patient will undergo mre frequent repositioning and skin inspection. 				Ensure patients skin is checked regularly. 
Barrier cream to be applied. 		10/10/23		No

		38750				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/23/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38552				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		3.4		9/23/23		9/23/23						Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		slit on her natal clift		applied barrier cream
		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		Low		-Split in natal cleft now healed. 
-Patient usually mobile to the toilet independently. 
-Patient had hemorrhoids which made her go to the toilet frequently she states she developed the wound from wiping. 		Patient had hemorrhoids and was going to the toilet frequently, she has informed me that she developed wound from wiping. 
Patient treated the wound with topicals, wound now healed. 
Patient usually independent to personal needs. 				None		10/5/23		No

		38753				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/23/23		17:49				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38551				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		Section 2:3		9/23/23		9/23/23		14:35						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		While giving personal care, noticed moisture lesions near anus		Barrier cream applied, Repositioned. Informed to in charge , Tanya Fuller		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low														No

		38754				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/23/23		01:30				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38548				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit				9/23/23		9/23/23		10:30						Paula Jones		Member of the medical profession was sitting at the desk, heard a noise. Found patient on floor.		Patient assessed for injury. Assisted back to bed. Observations checked. Family updated when came to visit.  Falls paperwork completed. 		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low														No

		38580				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/24/23		9/23/23						Mrs Helen Thomas		Ceri Lewis-Freeman, Hannah Killa, Laura Scrine, Rachael Brown		a patient bed which was airflow 
went flat even though pump was working well 
changed for a 2nd mattress and pump and same thing happened  so patient was placed on a foam mattress as pat slidng was causing a lot of distress and we could not locate a third mattress 		foam mattress obtained and rolls were increased to ensure no further skin damage 		Equipment, Devices		Non-medical equipment		Failure of equipment		Low		Low		None		The patients mattress deflated whilst the patient was on the mattress. A replacement was found however this error occurred with  the replacement mattress and pump. This patient has extensive pressure damage and it was not suitable for them to be on a foam mattress but staff had no other option. This potentially could have caused further damage to the patient. 		The patients mattress deflated whilst the patient was on the mattress. A replacement was found however this error occurred with  the replacement mattress and pump. This patient has extensive pressure damage and it was not suitable for them to be on a foam mattress but staff had no other option. This potentially could have caused further damage to the patient. 				Huntleigh to ensure all mattresses are working prior to distributing to the hospitals		10/10/23		No

		38557				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow bay cons room 1		9/23/23		9/23/23		14:00				Mrs Katrina Rees		Gemma Rees		Moisture damage noted in between buttocks and grade 1 		pad changed, washed and dried area, barrier cream applied repositioned patient , skin bundle updated, datix completed.  Patient requested air flow mattress and will repositioned 4 hourly		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		Moisture damage noted in between buttocks and grade 1 		pad changed, washed and dried area, barrier cream applied repositioned patient , skin bundle updated, datix completed.  Patient requested air flow mattress and will repositioned 4 hourly				request air flow mattress in a timely manner when patients have reduced mobility and are spending long periods in the chair or bed.		9/26/23		No

		38589				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		F14		9/24/23		9/24/23		09:20				Mrs Katrina Rees		Gemma Rees		Moisture lesion identified to natal cleft this morning. 		Area cleaned, dried + barrier cream applied. Patient nursed on hospital bed, requires air flow mattress [ ]. Skeletal chart and skin bundle updated. Passport completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None		Low		Moisture lesion identified to natal cleft this morning. 		Area cleaned, dried + barrier cream applied. Patient nursed on hospital bed, requires air flow mattress [ ]. Skeletal chart and skin bundle updated. Passport completed. 				No lessons to be learnt		9/26/23		No

		38583				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/24/23		9/24/23						Rachel Newton		Claire Herbert		Patient admitted to Red Resus ED as pre alert CVA; upon arrival, pt. on O2 via NRM at 15 LPM with SPO2 fluctuating from 87% to 95%. Pt is alert but appears drowsy, noted with slurred speech when speaking to us. Pt visited by family after initial nursing and medical treatment rendered. At 05:15, pt rolled, skin integrity checked, noted erythematous skin on both under breast area and moisture lesions on the apron folds. Other pressure areas are intact.		Placed new gown on.
Cleansed affected areas with wipes. Placed new pad on.
kept skin dry and clean.
Kept patient safe and comfortable.
Skeletal chart and skin bundle done.
Datix and skin passport done.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.

		No SBU failures				nil		9/25/23		No

		38606				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		ITU WEST		9/24/23		9/24/23		15:45						Coca Sewell		Patient receiving non invasive ventilation refused rest periods off the mask as short of breath and anxious when removed. Granuflex has been applied to the bridge of patients nose to protect it but unfortunately it has broken down.		Mask changed to full face to relieve pressure from the nose. The importance of frequent rest periods has been explained to the patient to prevent any further skin breakdown.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low				The patient was receiving NIV therapy.  The patient was refusing to have breaks from the NIV mask  and became really anxious when asked to have short breaks.   Granuflex was used to the bridge of the nose. 										No

		38598				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/24/23		9/24/23		03:00						Mrs Carys Walters, Alison Williams, Mrs Caroline Morton, Mrs Hilary Thorne		 patient (previously an ITU nurse) made allegations that staff had neglected a fellow patient when she was unwell overnight. The fellow patient in question had chest pain, on call doctor was contacted and immediately attended the ward and gave correct treatment for that patient. At no time was the patient put at risk and received treatment promptly. Staff felt vulnerable, intimidated and bullied by this patient whilst they were seeing to 2 very unwell patients at the time. Patient has been difficult at times regarding her treatment and has discussed her concerns previously with PALS		staff informed myself this morning when I arrived on shift. I contacted professional lead and asked her to come to the ward to discuss the situation. Professional lead informed of concerns and how staff feel following this incident		Communication		Communication issues		Communication issue with patient/service user		Low																No

		38618				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/24/23		9/24/23		23:00				Rachel Newton		Claire Herbert		patient was in middle of resus bay,when skin checked patient has moisture lesions inbetween buttocks,patient has catheter in situ 		areas clean and dried,barrier cream applied,ensure regular pad/skin checks		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		?if Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/25/23		No

		38761				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/24/23		11:44				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38762				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/24/23		20:35				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38585				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/24/23		9/24/23		06:00				Mrs Helen Thomas		Mrs Melanie Brooker		Checking patients skin this morning - can see by natal cleft area that area has split/moisture damage. 		Datix completed. Encourage patient to turn regularly but due to patients arthritis, struggles to go on side so is continuously on back.
This datix completed by night bank nurse.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		Low		Low		Admitted with decompensated heart failure , pleural effusions and fast atrial fibrillation. Treated with intravenous diuretics and catheter in place. 
Skin inspection showed old grade 2 to sacrum on admission 
Catheter removed and patient became incontinent of urine. Regular skin checks and repositioning undertake. n Barrier cream and continence products used. Nursed on airflow mattress. Poor nutrition therefore supplement drinks provided. 
		moisture lesion following removal of catheter, leaving patient incontinent. nursed on airflow and appropriate use of barrier cream, continence products and regular repositioning.				all appropriate actions taken 
staff to continue good practise		10/10/23		No

		38593				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home				9/24/23		9/24/23		12:30				Rachel Newton		Claire Herbert		patient attended A+E following episode of haematemesis. Skin checked on arrival. Noted patient to have moisture damage under both breasts. Skin to buttocks assessed as able and only very red and blanching skin visualised, however, very difficult to visualise on ambulance stretcher. 		Skin bundle and skeletal chart completed. Currently no offload.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.

		No sbu failures				nil		9/25/23		Yes

		38608				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Sterilising and Disinfecting Services		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 5				9/24/23		9/24/23								Allison Powell, Carl Jenkins, Mrs Deborah Fountain, Ms Lori Bissmire		Stryker CD4 Trauma Power tool (Tray 04) had Stryker 8 Handpiece instead. Not compatible or safe to use for intended purpose. Alternative was required. If alternative had not been available this could have caused harm through abandoning procedure etc		Alternative used. Non conformance form submitted. Theatre speciality manager informed. Datix completed		Equipment, Devices		Medical devices		Lack of availability of medical device		Low																No

		38582				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Singleton Hospital / Obstetric Theatres		MAIN THEATRE		9/24/23		9/24/23		02:00						Mr Robert Collins, Mrs Suzanne Holloway, Sister Rhian Medwell, Mrs Kate Bannister		AROUND 2AM ON 24.09.2023 SCRUB TEAM HAS BEEN INFOREMED THAT THEATRE IS NOT HEALTH CARE PROVIDED BY LAUBOUR WARD.   THIS WAS A NIGHTSHIFT AND SCRUB TEAM NEEDED TO CALL IN HEALTH CARE STAFF ALLOCALED FOR MAIN THEATRES. THIS LEFT MAIN DEPARTMENT SHORT STAFF. ONE PERSON PRESENT IN THE DEPATEMENT.  
		CALLED HEALTHCARE FROM MAIN THEATRE. INFORM MANAGMENT TEAM NEXT AVALIABLE DAY. 		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		Moderate																No

		38759				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/24/23		03:00				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38610				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU				9/24/23		9/24/23		18:00				Mrs Caroline Riseley		Miss Kirsty Hopkins		Patient brought into triage - Patient re catheterized. skin check made and noticed patient has moisture damage to buttocks where catheter has by bypassing through patient fistula. barrier cream applied and will hopefully now improve that patient is not bypassing urine now he has been catheterized. 		barrier cream applied.
datix completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Moisture damage developed prior to admission due to incontinence caused by blocked catheter, on review with GPOOH incontinence pad documented to be soaked.
Patient known to have a prostato-perineal fistula which is managed with a long term catheter.		Moisture damage caused by increased incontinence due to blocked catheter.
Area cleansed and barrier cream applied.				Patient admitted with moisture damage present. Area identified on initial skin check following admission.		9/28/23		No

		38587				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F		PRE-EMPT BED		9/24/23		9/24/23		04:45						Bessy Howell, Holly Robinson, Ms Sarah Yeap		 Patient was moved to pre-empt bed around 22;00 on 23/09/2023 as per order for drainage service on 24/09/2023 in her front cubicle. Call bell given to her and kept the rails up as per care plan 
.  Around 04;45 heard a sound from her bay and found her on floor sitting on her side. She complained of hip pain and she reported haven't hit the head.		Neurological observations done and GCS was 15/15.BM monitored and recorded it was 5.1.  complaining of right hip pain and noticed change in positioning of her right leg. kept the patient on floor until the doctor assessed. informed to the doctor @ 04:52 and doctor reviewed @ 04:55. Suspected hip fracture, took her back to bed with scoop slide and with assistance of 5 people. sent her for hip X-Ray and given pain killer as prescribed before X-ray. Reviewed by the doctor confirmed acetabulam#. Seen by night cover T&O. She is for T&O  day team review. Informed to the family.		Accident, Injury		Slip, trip or fall		Found on the floor		Moderate		Moderate				This lady was transferred in to the pre-empt/therapies room for essential diagnostic work to be undertaken on the drains to which cubicle 3 needed to be vacated for. This lady was appropriate to be transferred. Family had been notified that the transfer would happen and only be temporary. 

It was reported as per the incident details that Iris had attempted to go to the bathroom, mobilised as far as the door by walking around the furniture and frames then fell in the door way. At the time, Iris denied hitting her head several times to staff but stated she was in pain in her right hip. 

Staff managed to get Iris back to bed promptly and the out of hours medical team immediately come. Scanning and T&O also were very prompt in this case and protocol was adhered too. Family were informed as soon as possible and patient safety was maintained.

Surgery occurred on the Monday following the fall.
										No

		38758				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/24/23		15:03				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38624				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone, F 11		9/25/23		9/24/23		20:00						June Pederson, Maria Briones, Marietta Tunay, Miss Nicola Caley, Miss Rhyanne Aston, Mrs Jackie Ibrahim, Mrs Jenny Hughes, Mrs Rachel Thomas, Mrs Sara Morgan		On admission  to yellow zone via ambulance and transferred to trolley. Checked skin areas ,noted with SDTI to L buttock around 3cm and moisture lesion to buttocks and sacrum. Patient is doubly incontinence and all care		Repositioned, completed skeletal chart, skin bundle, passport and Purpose T. To provide mattress.		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Moderate																No

		38584				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Red Resus		9/24/23		9/24/23		05:35				Claire Herbert		Rachel Newton		I have had noticed the haematoma on the left forearm. Patient has stated that when she suddenly moved her hand, it banged on the  the side rails. Apart from that she has got bruises in multiple areas.		Informed the doctor and as per the doctor nothing to do at the moment apart from observation. Instructed the patient to avoid vigorous movements from the bed. Will continue to observe further.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low		Low		None				Patient hit hand against cot side sustaining haematoma/bruise to area
No failure in care				as above		10/10/23		No

		38763				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/24/23		22:20				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38623				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		Bay 4 bed 4		9/25/23		9/24/23		19:15						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		The fall was unwitnessed by staff as it occurred during handover. Patient states that they had gone to speak to the patient in the opposite bed and lost their footing, falling onto his left hip.  The pt in bed 4:4 had called for staff to come and assist.		Staff undertook thorough investigation as per protocol.  Observations and blood glucose levels were tested and neuro observations were commenced. Pupils were reacting normally and there were no concerns regarding the observations. The doctor who was on the ward at the time came to review the patient and requested an x-ray of the hip. The patient was taken to radiology at 12:30am where numerous x-rays were taken, indicating a fracture in the left hip. The team were called to review the patient who was referred to the trauma and orthopaedic team. Patient has now been consented for theatre tomorrow and is now NBM on IV fluids.		Accident, Injury		Slip, trip or fall		Fall on level surface		Moderate		Moderate		Moderate		Patient intended to walk to the sink to wash his hands, however, on the way, he walked over to see the patient in the opposite bed.  He states he lost his footing and fell onto his left hip.  There were no nurses in the section at the time, due to it being at handover, also there was a particularly unwell patient in another section who was needing a lot of attention.  Patient is baseline mobile without assistance, however since surgery has been using a zimmer frame.  The physio team had assessed the patient as competent to be independently mobile with the frame, and the plan was for discharge home the following Monday.  Patient was hoisted into bed and reviewed promptly by the medical team.  X-rays confirmed a bony injury to left hip.  Neuro obs carried out in line with protocol remained within normal limits.  Patient has capacity and is not on sedation.  Patient was informed immediately, and his wife, first thing the following morning.		Patient was assessed by physio as able to be independently mobile with the aid of a zimmer frame. He had also been assessed as able to put on slippers and stand independently.  Patient states he lost his footing and slipped while trying to turn too quickly.  Mobility assessment had been completed 2 days prior to the fall, however prior to that, it had not been updated since admission.				N/A				No

		38720				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Clydach Ward				9/26/23		9/24/23						Sister Claire Williams		Ffion Thomas, Sister Claire Williams		Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
		Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 		Medication, IV Fluids		Administration errors		Omitted medication		None		None		None		Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 		Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 				Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 		10/4/23		No

		38605				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A				9/24/23		9/24/23						Sister Claire Williams		Julie Eley, Laura Haynes, Mrs Eliza Guinto, Sister Claire Williams		Patient arrived to Theatre for Hip Hemiarthroplasty (Neck of femur fracture). In anaesthetic room it was discovered that patient had a grade 2 sacral pressure ulcer. Not documented or handed over from ward. Ward contacted and did not know of the incident.		Documented on TOMS, skin form completed, handed over to recovery, Datix completed		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low		None		Patient went to theatre where they found a G2 to sacrum. Documentation on skin bundle on admission shows red non blanching skin
On arrival back from theatre sacrum was red blanching.
Skin checked by sister 05/10/23 - no broken area to sacrum only redness in-between buttocks 		Skin if broken is now healed, in between buttocks is very red but not broken 				Skin checks to be completed as per protocol.  Areas of concern to be highlighted to nurse in charge for second oopinion and advise		10/11/23		Yes

		38614				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		Triage 2 		9/24/23		9/24/23		12:00				Mr David Steel		Miss Kirsty Hopkins		On inspection noted damage to top of sacrum. Patient stating it was also painful to touch. Area cleaned and cream applied. Sister notified and also assessed wound at a later time. 		Patient already on airwave mattress. Regular repositioning and barrier cream application. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		Patient has developed moisture damage during admission. 
Patient is occasionally incontinent of faeces and requests to wear incontinence pad due to significantly reduced mobility.
Area cleansed and barrier cream applied on identification.		Patient has developed moisture damage since admission due to occasional faecal incontinence. Patients mobility has significantly decreased due to loss of sensation to limb.
On identification of damage area cleansed and barrier cream supplied.
Patient is currently nursed on a dynamic mattress.
 				Ensure barrier creams are used if patient becomes incontinent to prevent moisture damage developing.		9/26/23		No

		38757				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/24/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38638				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Ambulance Bay		9/25/23		9/25/23		08:30				Claire Herbert		Rachel Newton		Patient who is a self harmer and was brought in by ambulance for a suicide attempt was wanting to leave the hospital. Staff and security tried to convince the patient to stay but they just wanted to go home and shower. The patient was not aggressive in anyway. Security and medical staff attempted to reason with the patient and advise them to stay for help.		Security took note of taxi company, Taxi Number and Vehicle registration. The Doctor was then going to call the police.		Behaviour (including violence and aggression)		Absconding or missing patient/service user		Missing patient/service user		Low		Low		None				All appropriate actions undertaken by staff
Unable to detain patient due to having capacity
Security called to dept
				as above		10/9/23		No

		38692				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		MG2		9/25/23		9/25/23		18:45				Mrs Lisa Morris		Kristine Labayo, Mrs Lisa Morris, Mrs Sharon Howells		Patient arrived in x-ray department from Cardigan ward, no infection status on x-ray request form. Was informed by porters they are barrier nursed, but no information about what organism. Patient also arrived with young, pregnant female healthcare support worker who was not wearing PPE. Halfway through x-ray examination an x-ray helper informed me that the patient was a suspected CPO case. The people potentially affected were the porters, the healthcare support worker and x-ray staff helping with the case, as well as any patients in the waiting room and any future patient contacts of the porters and x-ray staff. 		Immediately applied PPE to staff who were not wearing any and told them to clean their hands. Had to organise a 4D clean in the only currently working x-ray room, which affected the workflow and care of patients waiting for x-ray. X-ray patients had to be transferred to a&e x-ray department. Deputy site lead of radiology was informed. Porters informed of the correct PPE required for CPO.		Accident, Injury		Contact with or exposure to hazardous substance		Other		Moderate				Moderate		The ward sister and the matron had a meeting as soon as the incident has been brought to their attention. Interviews were made with staff involved in the incident and statements were given by staff, all of which will be attached to the datix.

On investigation, it was established that:

1. Patient was moved to a cubicle on the afternoon of 25th September 2023 following infection control review. Isolation precautions have been started as patient is suspected CPO. 2nd swab was sent on the same day an is still in progress. 1st swab came back negative. 3rd swab is due on the 27th of September 2023. The bay that the patient was moved from has been 3d cleaned and the patient is presumed infectious until all swabs come back negative, as per infection control advice.

2. A lumbar spine xray was requested for the patient during the ward rounds early on in the day, during which the patient was still in the bay and infection control review has not happened yet, hence the request form did not reflect the infection control issue.

3. As per staff nurse statement, she was not aware that patient was going for an xray until the porters showed up at 18:45. Staff informed the porters that the patient was barrier-nursed for suspected CPO. Porters went ahead and took patient, no questions asked. The pregnant healthcare support worker who escorted the patient volunteered to go.

4. As per healthcare support worker statement, she was aware that the patient was infectious but did not know what infection the patient had. She went to escort the patient without PPEs.

5. None of the staff on shift informed the radiology department about the patient's infection and radiology only found out when they rang the ward to query, during which patient was already in the xray department.

6. As a result, the xray department's workflow has been disrupted as they had to request for a 4D clean for all of the areas that patient was in. 

The ward recognizes the seriousness of the situation and does not take the incident lightly. Failings have been recognized and awareness has been raised. There are a lot of learning outcomes that could be taken from this which will be discussed in the Lessons Learned box below. The issue has also been discussed in the Renal Clinical Governance Meeting where all the renal consultants and Sisters were present. This will also be highlighted in the next ward meeting.		The ward recognizes the seriousness of the situation and does not take the incident lightly. Failings have been recognized and awareness has been raised. There are a lot of learning outcomes that could be taken from this which will be imparted with all of the staff. The issue has also been discussed in the Renal Clinical Governance Meeting where all the renal consultants and Sisters were present. This will also be highlighted in the next ward meeting. We couldn't change the outcome of the situation but we could change our practices based on the learnings from this incident.				1. There should be transparent communication in the ward when it comes to patients with infection or suspected infection. All should be made aware and IPC precautions must be in place and strictly adhered to.

2. There should be transparent communication between the ward and any and all areas that the patient is transported to. For example, in this case, the ward should have informed the radiology department of the patient's infection prior to sending the patient.

3. Members of staff who have been risk-assessed to be highly susceptible to infectious diseases must not be assigned to infectious patients. For example, in this case, the pregnant healthcare should have been assigned in the clean bay.

4. Any member of staff who tend to infectious patients must wear appropriate PPEs, including porters. On the same note, any member of staff who witnesses another member tend to infectious patient without PPEs must prompt them to follow infection control protocols.

5. Effective communication must be observed in any and all hospital settings, especially when it comes to patient care.		10/10/23		No

		38689				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/25/23		9/25/23		13:30				Rachel Newton		Claire Herbert		Patient approached staff  stating he wanted to leave, I asked patient to wait until i get hold of his doctors, after speaking to the medical doctor i went back to minors where the patient was but he was no longer there. patient had a cannular in his arm. 		NIC informed 
sercurity called 
housing options cardiff and swansea contacted as NFA for patient 		Equipment, Devices		Medical devices		Other		Low		Low		Low		Correct procedures followed following patient absconding from the department.
		No SBU failures.
Correct procedures followed				See above		9/27/23		No

		38626				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/25/23		9/25/23						Mrs Katrina Rees		Maria Briones, Marietta Tunay, Miss Nicola Caley, Miss Rhyanne Aston, Mrs Rachel Thomas, Mrs Sara Morgan		Patient turned over whilst sleeping on examination bed and rolled onto the floor		Observations taken. Patient expressed no injuries sustained. Patient stated no head injury.
Patient assisted back into bed. Nurse in charge informed. Doctor asked to review. Doctor stated neuro observations not required. 		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		None		None		None		patient rolled over whilst lying on examination trolley		in patient accidental fall. no injuries				patient on examination trolley in SDEC. 		10/5/23		No

		38688				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		bed 4.6		9/25/23		9/25/23		17:00				Mrs Carys Walters		Alison Williams, Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		Patient was sitting on bed and stood up and tripped over his own feet and fell to the ground hitting head on floor, no loss of consciousness.
Fall was witness by myself		Doctor immediately at bedside helped to pick patient up and set of observations carried out
Dr reviewed patient and notes and requested a CT scan as patient hit head on ground
lacerations to right eyebrow, right hand and left forearm cleaned and dressed		Accident, Injury		Slip, trip or fall		Other		Low		Low		None		Patient was sitting on bed and stood up and tripped over his own feet and fell to the ground hitting head on floor, no loss of consciousness.
Fall was witness by myself
no falls sticker in notes post fall
CT head - nil acute 
patient assessed by physio prior to fall and discharged as independent
falls risk assessment not reviewed/updated post fall  		unavoidable fall due to misplaced footing resulting in no harm 				all appropriate action taken by staff pre fall as patient independent to all needs 
post falls procedures to be followed in accordance with HB policies 
		9/28/23		No

		38645				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / Vascular Access				9/25/23		9/25/23		10:00						Frankie Thompson		Patient listed for PICC line on CEPOD list
No vascular access team member available (all in oncology dept was the message received).

(This was one of 3 calls for vascular access assistance this morning)		No alternative practitioner immediately available 		Treatment, Procedure		Treatment or procedure issues		Other		Low																No

		38693				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		Step Down 2		9/25/23		9/25/23		21:00				Mrs Caroline Riseley		Niamh Parry		Patient very agitated and confused - trying remove drain and nerve block 
Patient removed cannular 
Patient removing surgical gown - exposing himself  
staff tried to calm him down and distract him to prevent him from removing nerve block and drain 
As staff tried to distract him, patient grab staff right wrist with his both wrist and twisted in different direction 		it took 4 members of staff to calm him down and to get him into a safe position and dressed 
on hi/low bed - mattress by the side  
Patient shouting out in welsh - no one on the shift spoke welsh 

		Behaviour (including violence and aggression)		Patient clinically challenging behaviour		Physical assault to staff		Low				Low		The patient is a 79 year old male who was admitted due to a necrotic wound. The patient has had a pervious hallux amputation and was taken for a left below knee amputation on 24.09.2023. Over night the patient became very agitated and confused - trying remove his drain and nerve block 
Patient removed his cannular, removed his surgical gown - exposing himself.
Staff tried to calm him down and distract him to prevent him from removing the nerve block and drain.
As staff tried to distract him, patient grabbed staff nurses right wrist with his both hands and twisted in different directions.
It took 4 members of staff to calm him down and to get him into a safe position and dressed 
Patient is nursed on a high/low bed - mattress by the side on the floor as patient frequently throws himself off the bed. 
Patient shouting out in welsh - no one on the shift spoke welsh. 
Today, the patient is a lot calmer. The patient has been spoken to in welsh by the band 6 which has helped. Ward manager explained situation to the vascular team and the patient was reviewed. Drain removed. 
The patient remains on a DOLS and 1:1 HCA has been put out to bank. 
RN spoken to in the morning by ward manager. The RN states that she is ok and does not want to go to A&E. The RN has visible marking to her arm. 
The patient remains confused but a lot calmer. 		The patient is a 79 year old male who was admitted due to a necrotic wound. The patient has had a pervious hallux amputation and was taken for a left below knee amputation on 24.09.2023. Over night the patient became very agitated and confused - trying remove his drain and nerve block 
Patient removed his cannular, removed his surgical gown - exposing himself.
Staff tried to calm him down and distract him to prevent him from removing the nerve block and drain.
As staff tried to distract him, patient grabbed staff nurses right wrist with his both hands and twisted in different directions.
It took 4 members of staff to calm him down and to get him into a safe position and dressed 
Patient is nursed on a high/low bed - mattress by the side on the floor as patient frequently throws himself off the bed. 
Patient shouting out in welsh - no one on the shift spoke welsh. 
Today, the patient is a lot calmer. The patient has been spoken to in welsh by the band 6 which has helped. Ward manager explained situation to the vascular team and the patient was reviewed. Drain removed. 
The patient remains on a DOLS and 1:1 HCA has been put out to bank. 
RN spoken to in the morning by ward manager. The RN states that she is ok and does not want to go to A&E. The RN has visible marking to her arm. 
The patient remains confused but a lot calmer. 				- Patient to remain on a DOLS
- Mental health review once delirium has resolved 
- 1:1 put out to bank to assist with the care of this patient to ensure his safety and safety of the staff
- Patient to remain on a high low bed as he is throwing himself out of bed
- Patient to remain on a behavioural chart		9/27/23		No

		38765				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/25/23		05:00				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38705				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/26/23		9/25/23		19:00						Maria Briones, Marietta Tunay, Miss Nicola Caley, Mrs Katrina Rees, Mrs Rachel Thomas, Mrs Sara Morgan, Ms Shirley Hoskins, Rebecca Davies		•	3 Ambulances outside, 2 of which were news 9
•	2 consultation rooms & react room currently being used for patients requiring isolation
•	Poor discharge profile
•	Poor flow within the hospital
•	13 in triage 8 on the list still to come in
•	7 patients in SDEC, 3 SDEC patients, 4 AMU patients, consultation rooms being used for clerking and react
•	3 patients in triage area, being closely monitored or having active treatment
•	Staff skill mix was variable in terms of length of experience
•	Patient on ambulance, with Tracheostomy/trachy mask, peg and no paramedic crew
•	No staff to manage the trachy overnight in AMU
•	Impact it has on SDEC service the following day.  11 patients in total obstructing SDEC area.
		Escalated to site team and professional lead
Arranging trachy training for staff within the unit		Infrastructure (including staffing, facilities, environment)		Inappropriate clinical environment		Outlying of patient(s)/service users(s) (when not clinically indicated)		Moderate																No

		38662				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		Bed 6		9/25/23		9/25/23		13:50						Rachael Brown		Pressure damage category 2 to lower right side of lip from endotracheal tube.		Tube placed to other side of lip (right lower lip). Anchor Fast endotracheal tube fastener in place to relieve pressure from lower lip and make it easier to re-position tube.		Equipment, Devices		Medical devices		Accidental damage / loss		Low		Low		Low		This patient was admitted to CITU on 20/09/23 following post elective cardiac surgery. Unfortunately due to complications the patient required extended intubation and continues to be tubed now. On 25/09/23 the patient was discovered to have grade 2 pressure damage from the ET tapes. ET taps removed and Anchorfast now in situ. All documentation completed. Anchorfast should have been used 24-48 hours following arrival in CITU if the patient was to continue to be intubated. If the patient was possibly to be extubated the ET tapes should be changed to the soft foam ones. 		This patient was admitted to CITU on 20/09/23 following post elective cardiac surgery. Unfortunately due to complications the patient required extended intubation and continues to be tubed now. On 25/09/23 the patient was discovered to have grade 2 pressure damage from the ET tapes. ET taps removed and Anchorfast now in situ. All documentation completed. Anchorfast should have been used 24-48 hours following arrival in CITU if the patient was to continue to be intubated. If the patient was possibly to be extubated the ET tapes should be changed to the soft foam ones. 				Ensure patients that are intubated longer than 24-48 hours have the tapes removed and an anchorfst applied. 
If the patient was possibly to be extubated the ET tapes should be changed to the soft foam ones. 				No

		39054				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward M				9/30/23		9/25/23								Mrs Julie Rees, Miss Cherri Douglas, Mr Paul Jones		Account taken from colleague feedback, not witnessed/dealt with by myself: 

Reportedly from colleagues a child was admitted with a dog bite to the face and had surgery for exploration of skin of bilateral head and neck. On return the post operative instructions were antibiotics, analgesia PRN and for discharge after x2 further doses of IVABxs. Colleagues report that patient had pyrexia post operatively and assumed that because the IVABx doses were early in the morning that parent/child would want to stay and go home after going to sleep for the night. Colleagues reported that after maxfax review and parent insisting on hom, maxfax decided that the child could go home. On reviewing the notes there is no police reference number for the incident in the notes as per Safeguarding CNS request to staff. Dad has reportedly also rung the ward to ask about follow up as enquiring about stitches as nothing had been arranged, post operative notes says no follow up.		The child name will be placed on the safeguarding form retrospectively for safeguarding staff to be made aware. Incident has been logged as a Datix. Follow up enquiry made my colleague regarding whether follow up appointment required, they believed that it did. Consultant performing surgery for ward cover this weekend, to handover to day staff on 30/09/23 to enquire with consultant.		Safeguarding		Safeguarding - Child		Failure to follow Safeguarding policies / procedures		Low																No

		38664				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		west cubicle 		9/25/23		9/25/23						Bethan James		Mr Edward Smale		The patient has moisture damage to her cleft and sacrum 		The area was reviewed by a band 7 and he agreed that it was moisture damage.  The area was cleaned and antiseptic barrier cream was applied.  We will nurse the patien from side to side when possible to aid quick healing.  Furthermore, we will ensure the area is kept clean and cream applied.  		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		None		None		None		The patient has had regular pressure relief with no gaps in care.  However, when filling in the risk assessment she has scored an orange (at risk of developing pressure damage).  The patient has occassionally been reluctant of having pressure relief, but has still allowed the nurses to carry this out.  		We will aim to heal this area ASAP with continued strict pressure relief and antiseptic cream. 				As above 		9/25/23		No

		38707				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Discharge Lounge		chair		9/26/23		9/25/23		14:30						Dr Kirsty Dickson Jardine, Dr Rhodri Edwards, Joanna Davies, Mr Mark Poulden, Rebecca Davies, Ms Amanda Reece		Mr. Thomas was reviewed by Physiotherapy on 25/09/23. He was unable to weight bear due to severe pain in left hip, which he pointed to as he attempted standing with Frame +2 people. He couldnt attempt mobilisation. He had been complaining of the same pain the previous day to another Physiotherapist. She had asked for pain review, and reporting of his Xray of pelvis /left hip and appropriate documentation in the medical notes, which was not done. No doctor reviewed him on the 25/09/23. He had received no pain relief by nursing staff yesterday until 14.30pm, when we went to see him.
I was told the care home would have him back as a stedy transfer, which the nursing staff said he had done with them earlier in the day.
They booked the ambulance for D/C despite no doctor reviewing his pain relief, or a formal report of his Xray,we raised  our concerns and explained that we could refer to community Physio as patient wasnt at his baseline, but that without proper pain relief and a report of xray this was not an appropriate D/C , and the patient shouldnt have been placed in D/C lounge where there isnt the Doctor cover, or proper MDT cover 
The Xray report has shown suspicion of an undisplaced greater trochanter fracture, according to xray reporting , which I discovered  when I looked at the Clinical portal for information to potentially refer patient to community Physio.
The CARE HOME HAVE NOT BEEN INFORMED THAT PATIENT HAS A POTENTIAL FRACTURE, AND PATIENT WAS ONLY DISCHAGEDED WITH ONLY PARACETAMOL.		I asked for a doctor review and appropriate medication, I voiced my concern that no doctor had reviewed this patient yesterday or reported xray. I also highlighted the issue to my line manager and Site Lead Physiotherapist		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Failure to clinically assess		Moderate																No

		38647				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/25/23		9/25/23		12:11				Mrs Helen Thomas		Laura Scrine, Rachael Brown		patient complaints of soreness over buttocks checked his skin. Found moisture lesion in sacrum. Skin red in colour 		applied barrier cream and informed line manager.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		This patient was admitted to the ward on 13/09/23 with chest pain and on the 25/09/23 was discovered to have a moisture lesion. The patient has been an inpatient for 12 days now awaiting cardiac surgery. The patient is less mobile and either in the bed or in a chair. Area is now being treated. Documentation completed, however no skin bundle completed on finding the moisture damage. 		This patient was admitted to the ward on 13/09/23 with chest pain and on the 25/09/23 was discovered to have a moisture lesion. The patient has been an inpatient for 12 days now awaiting cardiac surgery. The patient is less mobile and either in the bed or in a chair. Area is now being treated. Documentation completed, however no skin bundle completed on finding the moisture damage. 				Ensure all skin checks are documented. 		10/10/23		No

		38641				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		Bay area 		9/25/23		9/25/23		09:00						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		Pt has developed 2 broken area's to buttocks - Left + Right sided. Pt has PTC drain insitu + Rectal catheter / drain. 		No incontinence pads used as not required. Pt nursed on Airwave mattress , 4 hourly repositioning on each side to alleviate pressure - pt made aware. Ensuring medical devices are not causing pressure to skin. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		Damage identified as moisture damage with broken skin.  Risk assessments updated as appropriate.  Patient has a urinary catheter insitu and a stoma, however there has been some leakage from a rectal drain leading to the potential for increased moisture.  No incontinence pads in place, however sheets changed regularly and when necessary.  Patient is nursed on a pressure relieving mattress and assisted to change position regularly to help prevent excess moisture on skin.  Appropriate products used for cleaning and protection and area appears to be improving since datix was submitted.		Patient has been particularly unwell and nursed in bed over the last few days due to clinical condition.  Patient has a urinary catheter insitu and a stoma, however, there has been some leakage from a rectal drain leading to the potential for increased moisture.  No incontinence pads in place, however sheets changed regularly and when necessary.  Patient is nursed on a pressure relieving mattress and assisted to change position regularly to help prevent excess moisture on skin.  Appropriate products used on skin and area appears to be improving since datix was submitted.				N/A				No

		38627				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		Bed area		9/25/23		9/25/23		06:20				Mrs Carys Walters		Alison Williams, Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		Nursing staff heard a noise and patient was found sitting on the floor at the end of her bed. Patient able to move all limbs, complained of pain on left top side of her head. Patient stated she come out of bed, fell and banged her head. Some redness noted on the left top side of head		Patient put back to bed. Vital sign and neuro observation recorded. On-call doctor informed of fall who attended ward and examined patient. Daughter Candy contacted and informed of fall		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Low		Low		patient known to be confused and unable to mobilise safely unsupervised. 
Nursing staff heard a noise and patient was found sitting on the floor at the end of her bed. Patient able to move all limbs, complained of pain on left top side of her head. Patient stated she come out of bed, fell and banged her head. Some redness noted on the left top side of head		no harm as result of fall
family supporting with 1:1 care 
at time of medical review patient out onto EOLCP 				to ensure presence in bay at all times. 		10/4/23		No

		38764				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/25/23		00:00				Beverley Guy		Beverley Guy		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		

Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38633				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/25/23		9/25/23								Kristine Labayo, Mrs Sharon Howells, Tracy Davies		Klebsiella pneumoniae has been identified from a blood culture sample obtained on 22.09.2023. 
The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low. 
		Referred to clinical team to review.

Please complete Enhanced bacteraemia surveillance form: https://forms.office.com/pages/responsepage.aspx?id=uChWuyjjgkCoVkM8ntyPrivcSaqB5mlOiGlrwZtNJVZUN0wxM1cyU0RSVkdVMkxVNFdQOTdMN1BTSC4u&sid=f3fd2860-72d6-456b-9e11-4080b63fd0b7		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		None														No

		38690				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		Bay 3 Bed 3 		9/25/23		9/25/23		19:12				Mrs Caroline Riseley		Miss Kirsty Hopkins		On skin inspection colleague informed me that they had noted damaged area of skin on sacrum area whilst assisting with hygiene needs. Area checked sister informed who also checked area. Discussed with patient the importance of changing mattresses who agreed to airwave mattress. 		Placed on airwave mattress. Repositioned every 4 hours. Barrier cream applied. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		Patient has been extremely unwell for last 24hrs with high news score and persistent pyrexia.
Moisture damage caused by perspiration caused by the ongoing pyrexia.
Patient unable to reposition frequently due to clinical condition.		Moisture damage caused by perspiration from persistent pyrexia over last 24hrs.				Ensure patients clothing and bedding are kept dry during pyrexia episodes.
Ensure skin is cleansed and dried thoroughly.		9/27/23		No

		38676				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/25/23		9/25/23						Mrs Carys Walters		Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
4 doses of Co-Trimoxazole missed.
		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		Low		Patient missed 4 doses of Co-Trimoxazole.
		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 				The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		10/10/23		No

		38657				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Phase IV Recovery				9/25/23		9/25/23		11:30				Mrs Nicola Dickens		Mr Stewart Dow, Mrs Nicola Dickens, Stuart Hughes		Patient details was documented in another patient records confusion due to change in theatre list which was not updated in Toms		information deleted from other patient record. theatre team aware. Re-entered information into correct patient record		Records, Information		Healthcare record		Incorrect information documented		None				Low		This isolated incident, came about due to the change of Theatre re-location that was not adjusted on the TOMS system. The practitioner was also distracted by the patient being agitated. This distraction then exacerbated the lack of focus, identifying the change of data.		This was an unfortunate incident, whereby the practitioner was distracted by the agitated patient, and failed to identify the error on the TOMS record, whereby theatre position had been swapped.
The Practitioner is now fully aware of checking the correct data matches the patient being cared for. 				Always check the patient matches the patient profile/data.		10/3/23		No

		38654				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/25/23		9/25/23						Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 

8 doses of Co-Trimoxazole missed.		This patient has now missed at least 24 hours of antibiotics. The prescription was resumed before the HEPMA team called the ward to inform the prescribers.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
8 doses of Co-Trimoxazole missed.		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
8 doses of Co-Trimoxazole missed.
Incident happened over the weekend, regular medical team not on. 
				To review antibiotics 72hrs after they are commenced. 
Nurses to monitor charts over the weekend and inform on call if antibiotics are held. 		10/5/23		No

		38683				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/25/23		9/25/23						Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
4 doses of Doxycycline missed
		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		Low		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
4 doses of Doxycycline missed		treatment was discontinued 
no harm resulted in suspension of treatment 				nursing staff to prompt medics too review, stop, extend therapies 		10/5/23		No

		38766				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/26/23		9/25/23		04:30				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/26/23		No

		38809				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/25/23		02:13				Kevin Thomas		Kevin Thomas		Patient waited in excess of 1 HOUR to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38643				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/25/23		9/25/23								Rachael Brown		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 

4 doses of Ciprofloxacin missed.
 

		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None														No

		38706				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B		Bay 15-20		9/26/23		9/25/23		15:30				Sister Claire Williams		Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		Second pre empt patient admitted to ward B into middle of section with no curtains, o2, suction 		To be moved ASAP into bed space		Access, Admission		Patient/service user referral pathway		Inappropriate patient pathway		Low		None		None		Cared for in tilt and space chair on B
Patient later in the evening moved to Ward A		No harm to patients				NA		9/29/23		No

		38663				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/25/23		9/25/23		09:00						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		While providing patient care, I noticed a small split to the natal cleft. 		Passport completed
Nurse in charge made aware
		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38640				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H				9/25/23		9/25/23		10:50						Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		C. difficile has been identified from a faecal sample obtained on 23/09/2023  15:50:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.
		Referred to clinical team and ward to review and investigate.
		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low		Low		Low		Elderly frail patient admitted following a fall and sustaining a left GT fracture, requiring surgery.  Patient also diagnosed as Covid positive on 11/09/23.  During admission treated with IV antibiotics for potential sepsis, for Enterobacter EC and a UTI.  Early review of medication following diagnosis.  C. diff proforma initiated promptly on diagnosis and treatment commenced.  Intermittent loose stool for 04/09/23 - 22/09/23, however sample was not sent until 22/09/23.  No capacity initially for transfer to a cubicle, however patient was transferred the following day.  Patient has been reviewed daily by the T&O team.  Patient has remained well since the diagnosis.  Appropriate PPE in use and good compliance with IPC protocol.  Environmental audit - 93%.  Excellent compliance with IPC mandatory training on ward.						The need to collect type 5-7 stool samples promptly.				No

		38680				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		green bay		9/25/23		9/25/23								Carys Wilkins		Patient in bed unable to mobilise at present, checked skin, noticed a moisture lesion by the groin and above sacrum. Patient confused at present.		Washed with soap and water fully dried. Cream applied, air mattress will be put in place and regular personal care given. Patient on side at the moment and is unable to mobilise and change position.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None				Patient in bed unable to mobilise at present, checked skin, noticed a moisture lesion by the groin and above sacrum. Patient confused at present.				Ensure moisture areas are washed, dried and creamed appropriately. 				No

		38715				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Emergency		9/26/23		9/26/23		10:40				Claire Herbert		Rachel Newton		Accused of stealing patients watch, she claims I asked her to remove it during cannulation and didn't give it back. The patient didn't have a watch on when I asked her to expose her arms. Patient became angry, I thought she was going to hit me but suddenly turned and walked off.
Search made of examination room and bins-nil found. Informed nurse in charge but unable to find patient.		Search of examination room		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		None				None				All appropriate actions taken by ANP
Patient did not raise issue of watch again throughout her admission
Staff to be reminded of zero tolerance policy and to complete ASBO for inappropriate behaviours				as above		10/2/23		No

		38821				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		07:45				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38812				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/27/23		9/26/23						Mrs Lisa Morris		Kristine Labayo		Patient was a fast track discharge from Cardigan ward on 26/09/2023. Sent to nursing home, via ambulance, without completed discharge medication or discharge advice letter. Pharmacy were in the process of preparing the TTO when informed by an agency nurse that patient had left the ward. Medication ordered earlier in the morning, sent to the ward in green inpatient medication bags, were provided to ambulance crew and involved two IV medications (Haloperidol and Glycopyrronium) which were inpatient labelled i.e. no instructions for administration. Anticipatory medication and anticoagulation remained on ward. 		Action taken:
- Informed ward sister regarding incident.
- Agency nurse contacted patient's family. Son was able to collect medication from ward on 26/09/2023 to take to nursing home. 
- Pharmacist contacted nursing home to inform them of the situation. 
- DATIX completed. 		Transfer, Discharge		Discharge		Discharge planning failure - Medication not prepared		Moderate		Low		Low		Patient was transferred to Cardigan Ward from AMU on the afternoon of 22/9/23 as a Medical outlier. Past medical history include COPD, TIA, cellulitis, shingles, depression and Graves' disease. Patient was initially admitted to the hospital with deranged bloods and generally unwell. She was stable on transfer to Cardigan Ward and was planned for fast track discharge. She was stable all throughout her stay in Cardigan Ward while discharge planning was ongoing. 

On 25/9/2023 she was planned to be discharged to College Field Nursing Home in Barry the next day. Pharmacist started arrangements for TTOs as patient was going home with anticipatory meds. Thorough handover was given to the night staff and consequently to the day staff the morning after.

On the morning of 26/9/23, patient was picked up by ambulance at 11am. All properties went with patient as well as TTOs. In the afternoon of the same day pharmacist has informed sister in charge that patient went home without completed discharge medication or discharge advice letter. Pharmacy were in the process of preparing the TTO when informed by an agency nurse that patient had left the ward. Medication ordered earlier in the morning, sent to the ward in green inpatient medication bags, were provided to ambulance crew and involved two IV medications (Haloperidol and Glycopyrronium) which were inpatient labelled i.e. no instructions for administration. Anticipatory medication and anticoagulation remained on ward.

Ward sister spoke to agency nurse who discharged patient and found out that the nurse received green medication bags from pharmacy labelled with patient's name and presumed that those were all of the patient's take homes. These were the handed to ambulance crew when they arrived and were sent home with patient. Agency nurse failed to tell pharmacy or nurse in charge and did not inquire about TTOs. He contacted patient's family and spoke to patient's son who agreed to collect medications in the ward later on in the day to take to the nursing home. Pharmacist also contacted the nursing home to inform them of the situation.

The son came back later in the day to collect the medications that were left in the ward and the discharge advise letter, and an apology was given.

The agency nurse has been asked to reflect on the incident and to issue a statement to be attached to the datix.		This incident could have been unavoidable if there was effective communication between the nurse and pharmacy. This a learning opportunity for the staff involved and the whole ward as well, and this incident will be discussed in the next ward meeting. Failings have been identified, which could be rectified by re-training staff on discharge medications. Staff could learn from this incident and improve practices going forward.				 The incident stemmed from poor communication and possibly lack of knowledge on the temporary 		10/10/23		No

		38775				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Minor Injury Unit (MIU) - NPTH (from 5.12.22)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Minor Injury Unit - NPTH		Minor Injury Unit 		9/26/23		9/26/23								Mr Kevin Randall, Mrs Rebecca Clarke		I am a Trainee Emergency Nurse Practitioner in the Minor Injury Unit- Neath Port Talbot Hospital. 
Due to Unit demand I was helping out with triaging the patients that were booking into the unit- part of this role involves re-directing those to more appropriate healthcare service. 

I triaged a patient at 12:31 with another Trainee colleague and attempted to re-direct this patient to a more appropriate healthcare setting and in this case they're GP and explained the reason thoroughly.  The patient wanted referral to a speciality to investigate why he had a boil/ spot on his ear for the last 4/7 but reported that his dog headbutted him causing a small wound to the tip of his ear- I explained that the Nurse practitioners would be able to see and clean the wound accordingly. However, unable to tell him as to why he had this spot/ boil on his ear or refer him to a speciality for this. Ensuring that he understood his expectations for when he is called back through from assessment. 
Patient become verbally aggressive towards me during the triage assessment and had a rude manner and made comments such as ' he cannot understand my logic and that I keep repeating myself' ' doesn't know why I keep on repeating myself and that I may as well record myself as I keep going on about the same thing'  patient then decided to wait and and see the Nurse practitioners. 

On a separate occasion at approximately around 14:00PM patient was called in by the Nurse practitioner who walked ahead of him to find a free room for assessment. Whilst I was standing in the unit reading another patients notes, the patient sneaked up behind me and whispered in my ear 'Watch It' and laughed as he walked away from me. 

This was a direct threat to which was inappropriate behaviour and made me feel extremely uncomfortable. 		Escalated to the Nurse Consultant and senior colleague who advised DATIX and reporting to 101 to which has been completed- reference TAA-76624-23-6262-01
Documented in patients notes.		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		None																No

		38795				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Same Day Emergency Care (SDEC)		Swansea Bay UHB / Hospitals / Morriston Hospital / Same Day Emergency Care (SDEC)				9/27/23		9/26/23		19:30						Maria Briones, Marietta Tunay, Miss Nicola Caley, Miss Rhyanne Aston, Mrs Rachel Thomas, Mrs Sara Morgan		I took over from triage on night shift. I was handed over that this patient had an elevated D-dimer, but was awaiting medical clerking and was located in Same Day Emergency Care waiting room. Patient was being clerked by medics in adjacent cubicle while I was triaging patients immediately after handover. Down on SDEC Signal but triaged by AMU nurses, reviewed by AMU medics presumably (the doctor's details noted on Signal).
The doctor reviewing the patient asked me to repeat patient's ECG and left patient in cubicle area (at roughly 19:40 hours).
I assured him I could do this when I had the chance (due to having patients awaiting triage). 
When I eventually was able to complete this patient's ECG (around 22:30 hours), I could not find the patient's notes anywhere - searched the SDEC waiting area, SDEC and AMU receptions, SDEC clinical area, AMU triage rooms/racks and doctor's office. I've also searched through other patients' notes. The patient recalls being reviewed by a "junior doctor" and recounting that they felt she may benefit from bisoprolol with outpatient follow-ups. However, I have been unable to confirm this because I cannot find the notes anywhere and the doctor in question finished their shift around 21:00 hours. This is obviously led to a delay in the patient's clinical treatment/medical management. It compromises patient safety because nursing and medical staff do now have accessible records of patient's diagnosis and medical management needs.		Escalated to nurse in charge, as well as registrar. 
I've asked registrar to re-clerk patient, so staff have a physical copy of the notes and up to date plan.
Registrar has declined to do this because they are currently clerking new admissions on AMU. He has signed repeated ECG and checked bloods and states that, if patient appears clinically stable, then they can be rereviewed in morning my day team medics as not a clinical priority? I've asked registrar to ensure regular medications are prescribed. 
I've commenced new observations chart (NEWs score 0) and apologised to the patient as this has obviously meant that there is no clear plan for patient's medical care. 
Notified all members of staff (medics and nursing staff) that notes remain missing. 
Patient now in SDEC clinical area as remaining inpatient but no trollies/bed space. 
?Day staff to liaise with the doctor responsible for clerking to clarify where the medical notes were left. 
Message to be clearly communicated to medical team that, once patients have been clerked for AMU, notes are to be left in the 'Clerked' folder. 		Records, Information		Healthcare record		Documentation missing		Low		Low														No

		38818				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		19:50				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38701				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/26/23		9/26/23		02:50				Mrs Katrina Rees		June Quiambao, Mrs Marites Colarina, Nathan Riddle		Seen patient had an unwitnessed fall on the edge of the bed as the nurse only heard a sound from the section @0250H . Patient is agitated and aggressive. Unable to cooperate with care, declined BMs checking. 		Checked the response of the patient, taken the observations (GCS 15). Called the Doctor immediately for referral. Positioned himself back to bed ,independently mobile. Patient needs CT if deteriorates as advised. 		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Moderate		Low		Low		Unwitnessed fall with no injury.
Observed bay watch, staff is seeing to other patient within the bay during the incident.
		Unwitnessed fall with no injury.				Patient had unwitnessed fall with no injury; monitored as per protocol but patient was uncompliant most times		10/5/23		No

		38824				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac theatre 1		Anaesthetic room		9/27/23		9/26/23		09:00						Dr Lewys Richmond		During intubation a bridge of the upper left 1 was dislodged. It was retrieved in full immediately and no compromise to airway or tissue was observed. 		The bridge and tooth was immediately put into a specimen pot with saline as per MaxFax. They kindly reviewed on the CITU post- op. They have discussed with restorative dentistry who will repair the bridge in house as soon as he is able to go down to the dept. 

Once the patient was woken and extubated I explained the situation and the plan to him in detail and gave him the patient information leaflet. I gave him opportunity to ask any questions which he didn't have. He explained that the tooth had issues before and he had forgotten to tell us that the bridge was there. Thanked for explanation. 		Treatment, Procedure		Treatment or procedure issues		Anaesthetic complications		Low																No

		38784				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Ear, Nose & Throat		Swansea Bay UHB / Hospitals / Morriston Hospital / Outpatient Department				9/26/23		9/26/23		19:00				Sarah Davies		Sarah Davies		Unable to scope patient initially as no ambu scopes available in ENT department - was able to borrow one from ITU 
Scopes in outpatient not compatible with ambu screens used in ENT 		Ambu flexi scope borrowed from ITU 		Equipment, Devices		Medical devices		Lack of availability of medical device		Low		Low		Low		ENT AMBU scopes stored and ordered via Head and Neck OPD
Stock noted to be low and new AMBU scopes ordered via Oracle
1 week later - no stock arrived and stock lower, therefore Urgent order placed requesting stock within 48 hours
48 hours later still no stock had arrived - uplined to Procurement to chase
No feedback received , stock took longer than usual to arrive
Discussed with ENT - alternative scope sourced. Now adequate stock arrived		WE have a staff member responsible for ENT ordering and have additional staff trained in the event of annual leave or sickness
Order (X3 including an urgent) was placed but unfortunately took a while to be received from supplier				Weekly stock check		10/3/23		No

		38781				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone		9/26/23		9/26/23								Carys Wilkins		when patient mobilised to bathroom, patient stated he had a sore buttocks therefore i asked to see if there was anything. on checking the patients skin integrity, it was noticed that the patient had moisture damage in between his buttocks likely incontinence related. this has been escalated to the nurse in charge.		nurse in charge informed, barrier cream applied
skin bundle and skeletal chart updated
cream applied to the affected area
patient priority for a air flow mattress however due to ward equity patient in still on a trolley in yellow zone		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		when patient mobilised to bathroom, patient stated he had a sore buttocks therefore i asked to see if there was anything. on checking the patients skin integrity, it was noticed that the patient had moisture damage in between his buttocks likely incontinence related. this has been escalated to the nurse in charge.		when patient mobilised to bathroom, patient stated he had a sore buttocks therefore i asked to see if there was anything. on checking the patients skin integrity, it was noticed that the patient had moisture damage in between his buttocks likely incontinence related. this has been escalated to the nurse in charge.				Ensure moisture areas are washed, dried and creamed appropriately. 				No

		38782				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/26/23		9/26/23						Mrs Helen Thomas		Bethan James, Marie Grace Aveo, Sheree Kowalski		26/9/2023 - Patient attended CT scanning this afternoon with his medical notes. 
Later the same day, porters came to collect pt to attend Endoscopy, no medical notes to be found on Wd C.
Pt had had bowel preparation for this procedure. 
Endoscopy refused to take pt for procedure with them as he did not have medical notes to accompany him. 		Nursing staff searched the ward for the notes. 
Staff  member went to CT in person to see if the notes had been left behind there. Nil there.  
Ward manager spoke to radiology porters. 

In conclusion: 
a couple of hours later, a nurse from another Cyril Evans Wd phoned to say they had found the pt's notes in the back of a wheelchair that was intended for a patient who being discharged home.  		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information lost (electronic and paper)		Low		Low		Low		Pt admitted on 30/8/2023 diagnosed as NSTEMI for investigations. Had angiogram, advised to have CABG. Whilst a/w CABG needed investigations into anaemia, which have since found pt to have Ca bowel & liver. Further investigatory tests arranged for this new diagnosis immediately including the CT & endoscopy today. 

26/9/2023 - Patient attended CT scanning this afternoon with his medical notes. 
Later the same day, porters came to collect pt to attend Endoscopy, no medical notes to be found on Wd C.
Pt had had bowel preparation for this procedure. 
Endoscopy refused to take pt for procedure with them as he did not have medical notes to accompany him. 		Failure by radiology porters to correctly return pt medical notes to the ward with the patient after a procedure. 
Breach of confidentiality as notes were left in the back of a wheelchair and likely in a public space until the chair was used for another job. ??who has potentially seen these notes. 
Pt was unable to attend an important medical procedure (endoscopy) for a new Ca diagnosis even though he had taken bowel preparation for it. He will now have to go through all this unnecessarily again when it's re-booked. 
				Breach of confidentiality. (IG) 		10/10/23		No

		38719				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		bay 4		9/26/23		9/26/23		11:00				Mrs Carys Walters		Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		when changing the linen bag from the linen bag holder the lid fell down onto my arm leaving a small bruise and break in skin		I disinfected the break in skin with chlorhexidine		Accident, Injury		Contact with object or animal		Equipment or machinery		Low				Low		No holding device on lid of laundry trolley. 		No holding device on lid of laundry trolley which resulted in lid falling down which caused trauma to member of staff				All faulty equipment should be condemned. 		10/10/23		No

		38785				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/26/23		9/26/23		20:15						Mrs Sara Morgan, Mrs Rachel Thomas, Marietta Tunay, Maria Briones, Miss Nicola Caley, Miss Rhyanne Aston		On bedtime skin checks, SDTI noted to left heel and moisture damage noted on left groin-apron.		Hygiene/incontinence needs met and barrier cream applied to groin area. Patient already nursed on Auto-logic mattress, skeletal chart updated and pressure passport completed. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38722				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Office		N/A		9/26/23		9/26/23		11:00						Mr Dean Packman		A consultant required outpatient clinics set up on WPAS from 02/10/23 onwards. A Booking Clerk  from the Appointments Office phoned me to report that he was unable to set up the clinics as the consultant's status on WPAS was 'consultant has left the organisation.'  This information is incorrect.  I logged a call with IT to correct this information.  Information has now been corrected by IT and the clinics have now been set up.  The concern is how this error occurred as it meant that urgent patients could not be booked in to clinics.  Software Development team are currently investigating how the error occurred.		I logged a call with IT who forwarded the call to the Software Development team.  They have now corrected the error and are investigating how and why it happened.		Information Technology		Accuracy of Information		Information presented / displayed incorrectly		Low																No

		38788				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		A2		9/26/23		9/26/23		23:25						Samantha Evans, Nerys Jones, Julius OBANA		2300 patient was sitting outside near office, she expressed she wanted to go to bed. Patient tucked into bed by healthcare support worker. Nurse was doing meds rounds. 2325 a loud noise was heard from inside the bay, patient was seen sitting up on the floor near bed of patient opposite her. Patient is known to be confused, and is on enhanced observations.		Neurological observations done as per protocol. Nurse assessed patient before safely transferring patient back to bed with healthcare support worker. Phoned on call doctor, doctor came 5 minutes later. Nurse updated family.		Accident, Injury		Slip, trip or fall		Fall on level surface		Low		Low														No

		38702				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/26/23		9/26/23						Mrs Katrina Rees		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Upon checking patients skin @ approx 1:30am, staff members noticed blood filled blister/SDTI to L heel.		Reported to nurse in charge and updated skin bundles/skeletal chart. Elevated heels and made patient comfortable. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate		Low		Moderate		Patient bedbound and nursed on autologic mattress. Patient is immobile due to lack of consciousness.		Purpose T risk assessment completed every 4 days. Skin assessment completed every 4-5 hours				Patients with frail skin need more regular monitoring		10/3/23		No

		38768				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/26/23		9/26/23		15:45				Mrs Lisa Morris		Greeshma Sibi, Mrs Lisa Morris, Mrs Sharon Howells		Telephone call to patient , he has gone home with his usual insulin , and also Novorapid , he had this as PRN while on cardigan ward.		I have told the patient to throw the Novorapid in his sharps in , and to not use it. 		Medication, IV Fluids		Medication prescribing error		Incorrect medication/fluid		Moderate		Low		Low		Ward sister spoke to the diabetic team as soon as datix came in as the datix was not very clear on the details of the patient that was discharged. During that conversation the ward sister found out the identity of the patient involved. Ward sister spoke to the renal pharmacist who has already spoken with the diabetic team, renal pharmacist has confirmed the identity of the patient. Ward sister spoke as well to the staff nurse who discharged the patient. Staff nurse was asked to make a statement which will be attached to the datix.

On investigation, it was learned that: 

1. Patient was self-administering insulin in the ward supervised by staff. He was on Humulin M3 BD and on prn Novorapid.

2. Patient was discharged from the ward on 21/09/2023. He was seen by the diabetic nurses on discharge and sensor was put in. Patient was able to administer his own insulin and the diabetic team was happy for him to do so. District nurses have been booked to go in a week after discharge to change the sensor. 

3. Patient was discharged late in the day and was picked up by family. All TTOs given to patient by the discharging nurse.

4. As per staff nurse’s statement, the take home medications had arrived on the ward in a brown paper pharmaceutical bag. Staff nurse checked to make sure that the patient information leaflet was in the bag along with the medications. Staff nurse did not notice that a Novorapid insulin pen was with the medications, nor did he put a Novorapid pen into the take home medications bag. 

5. As per pharmacy statement, the incident is most likely a human error as Novorapid is not documented and should not be a take home medication. Circumstances paint an unclear picture as to why it got in the patient’s take home bag.

6. As per statement from the diabetic nurse, the patient has been instructed to discard the Novorapid pen, which the patient did. The patient did not administer it on himself and was unharmed.
		Following the investigation, it has not been very clear as to how the medication that was not supposed to be included in the TTOs was included in the bag with TTOs but it was clear that the incident resulted from failure to thoroughly check the patient's take home medications. This will be a learning experience for staff and the MDT in general upon which we could improve our practices.				The incident could have been avoided if the TTOs were thoroughly checked by both pharmacy and the staff nurse who discharged the patient.		10/10/23		No

		38791				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Urology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward H		bed area 		9/27/23		9/26/23		21:00				Mrs Caroline Riseley		Francesco Bonifacio, Mrs Julie Andrews, Samantha Beamond		Went to administer tinzaparin injection to pt , medication taken from stock cupboard in what appeared to be a sealed closed casing - got to patients bedside and opened tinzaparin - injection fell out of casing and dropped onto uniform - felt sharp - injection dropped to floor when picked up injection had been used no safety catch used and placed back into tubing. Unsure what patient injection had come from due to being in stock cupboard. 		Picked up sharp and placed in sharps box. Informed nurse in charge. Squeezed area to get blood from area - cleaned with wipe , escalated to site matron who said to clean area and refer to occupational health when open hours. 		Accident, Injury		Contact with needles or medical sharps		During clinical application - contaminated/used		Moderate				Low		Staff nurse went to administer Tinzaparin injection from a pre filled syringe taken from the ward stock cupboard.  On opening the container the injection fell out and dropped on to the staff member's uniform. 
 She felt a sharp scratch on her abdomen and when she looked there were two small scratch marks.  It appears that a used injection had been replaced in the casing without activating the needle safety catch.  The sharp was then safely disposed of in a sharps box.  The incident was escalated to the nurse in charge and the site matron.  Initial first aid was carried out and referrals and risk assessments completed.  Blood taken from staff.  All ward staff immediately informed of incident and the absolute need for sharps to be disposed of appropriately reiterated.		This incident occurred as a result of poor practice around disposal of sharps and use of needle guard following administering medication from a pre filled syringe.  				As above		10/2/23		No

		38779				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		RR3		9/26/23		9/26/23						Rachel Newton		Claire Herbert		when checking patients pressure areas moisture damage was found to anal cleft, groins and under chest. 		washed, dried barrier cream applied.
ir1 completed 
passport completed.
family informed
pressure relief maintained
skin bundle, skeletal completed		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		None		None		Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.
		No SBU failures				Nil		9/27/23		No

		38822				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		03:02				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38816				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		None		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/27/23		No

		38696				Closed		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Maxillofacial		Swansea Bay UHB / Hospitals / Morriston Hospital / Pembroke Ward				9/26/23		9/26/23		00:10				Mrs Caroline Riseley		Emma Walsh, Mr David Steel, Mrs Melanie Davies		Patient woke up and appears disoriented, pulled NG feeding tube out. Patient walked to toilet, when he came out of toilet, trying to pull out drain, when I was trying to stop him he forcefully bang on my jaw. He became very agitated, throwing Zimmer Frame towards staff, also he is using his drain bag swinging around and trying to beating staff.		I came out of room as my colleagues taken over his care.  I felt numb on my Jaw and mild bleeding inside my lower lips. applied some cold compress . I was mentally shocked as he was very fast and unexpected. Staff tried to keep him calm and safe. Informed to Max fax SHO and IM Diazepam given. Commenced on CIWAR monitoring.		Behaviour (including violence and aggression)		Physical assault (physical contact)		Patient/service user to staff		Moderate				Low		Patient became acutely confused over night.  This is out of character for the patient, who had not shown signs of confusion or aggression prior to this incident. 		Minor harm caused to member of staff.  
Update required post patient review regarding cause of confusion.  				Unexpected incident medical review undertaken to determine cause.  		9/28/23		No

		38776				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery		bay 2		9/26/23		9/26/23		16:45						Sister Claire Williams, Edward Lyn Hopkin, Mrs Eliza Guinto		On waiting to discharge patient to ward A, nurse informed us that the patient cannot be discharged at this time due to being positive of C-DIFF, VRE and GRE. The ward had only just found this information out before the phone call, and did not know before patient being discharged to theatre.		Informed duty manager of phonecall from ward,
informed recovery staff looking after patient,
informed theatre of current information,
recovery area to be 3d cleaned by domestics when patient discharged.
		Infection Prevention and Control		Infection diagnosis		Delay in diagnosis of infection		Low																No

		38695				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		patient's home		9/26/23		9/26/23		01:08						Carys Wilkins		Patient admitted on the 24/9/23 from home. When checking patients pressure areas, moisture damage was noted to natal cleft and right groin area.		Areas noted, washed and dried thoroughly , regular pressure areas checked to ensure areas remain dry to prevent further deterioration. Skeletal chart and skin bundle updated. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		None		Patient admitted on the 24/9/23 from home. When checking patients pressure areas, moisture damage was noted to natal cleft and right groin area.		Patient admitted on the 24/9/23 from home. When checking patients pressure areas, moisture damage was noted to natal cleft and right groin area.				Ensure moisture areas are washed, dried and creamed appropriately. 				No

		38819				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		03:17				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38770				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		echo room		9/26/23		9/26/23		14:30						Mrs Ailsa Wallis, Mrs Rebecca Bowers		POCUS- PHILLIPS device ( ID: 109941) was found in the Echo room in a poor state of cleanliness. The transducer heads were visibly clean, however, the tray, cloth straps and base had evidence of visible blood splatter. The bottle of ultrasound gel was also blood stained.
There was no "I am clean" tape on the device		The Matron of the unit was immediately informed.		Equipment, Devices		Medical devices		Poorly maintained device		Low						Manager of Echocardiography attended AMU and spoke with matron to explain that this ultrasound machine is not part of Clinical Physiology equipment (although the machine is stored in the echo room). This ultrasound machine belongs to the doctors/medical team. Please could this incident be directed to the consultant lead for AMU. Many thanks										No

		38872				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		ITU SOUTH		9/27/23		9/26/23		02:00						Mygnon Buendia		At handover on morning shift 27/9/23 was noted that the mattress on the patients bed was flat. On handover the night nurse stated that the mattress wouldn't inflate but that they couldn't change him over to another bed as there were no spare beds available. Morning staff attempted to re-inflate the mattress and when it was noted not to be able to we got an empty bed from another unit and transferred the patient across onto it. On repositioning the patient following this it was noted that he had a red non-blanching area on his sacrum approx. 5cm in size.		Transferred the patient onto a new bed with a working mattress and monitored the mattress throughout shift to ensure still working. Monitored the area on patients sacrum and put a dermis plus pad under the area to try and further relieve the pressure. Increased repositioning to two hourly. 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38826				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Diabetic Centre or Clinic				9/27/23		9/26/23		17:00						Rebecca Davies, Ms Shirley Hoskins		Patient attended endocrine clinic and seen by Consultant. Patient came with no escort. On assessment, he is tachycardic, hypotensive and appeared pale. Consultant arranged admission in AMAU after speaking with on call Med Registrar. Called the porters for the transfer but they said they are not allowed to transfer from CAB building to the main hospital. They said we need to call ambulance for the transferring  patient as we are outside of the hospital. 		The consultant and myself assessed the situation and from the clinical view point as did not think that it was  appropriate and clinically safe for the patient to wait for an ambulance (which could takes hours).  Also, the incident happened just before 5 pm and our department closes at 5pm. I tried to contact Matron Carys but there was no answer. Also, I tried to contact bed management. But no answer. 
So, we found a wheelchair and decided to transfer him ourselves to AMAU. 
It is not ideal that we transferring patient by ourselves in the wheelchair up the hospital site. Is there any possibility that porters can do the transfer if a patient needs admission from Diabetes department.
We would like to know what transport will be  available is available for the future if patient needs admission. 		Transfer, Discharge		Transfer		Transfer inappropriate or unsafe		Low																No

		38912				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		CT SCAN		9/28/23		9/26/23		20:59						Miss Amy Goggins		Patient scanned under the wrong patient details.		Reporting radiologist informed. Report put in under correct patient details. E mailed PACS manager the information so that the images could be moved into the correct folder in the morning as the incident happened out of hours. Referring clinician notified that the images wouldn't be available to view until the morning but a report was available.		Assessment, Investigation, Diagnosis		Diagnostic testing - Radiology		Images - not available when required		None				None		Incorrect patient details picked up on CT scanner by Radiographer. 
Duty Consultant Radiologist made aware immediately who then put the report on the correct patients Radis entry. 
Radiographer informed referring clinician of the mistake and that the report would be correct on the system but no images to view until the morning when PACs available to correct mistake. 
PACs manager and CT superintendent made aware by email. PACs manager rectified mistake by 8:40am. 		Patient scanned under the wrong name on the scanner.
Images were still reported under the correct name to not delay patient care. 
Good communication between Radiographer, Consultant Radiologist and referring clinician. 
PACs manager rectified mistake first thing the following morning. 				Greater care to be taken when selecting patient details on equipment. 				No

		38786				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G		Ward G, Toilet by section 1		9/26/23		9/26/23		19:40						Alison Williams, Mrs Tanya Fuller, Miss Melissa Rogers		Patient was walked to toilet with the assistance of HCSW Steph, Safety belt was on. Steph said when  she was tried to pull up his shorts he loss his balance and fall to his left side and bang his head on the waste bin. Assessed by me and Nia as per the falls alert protocol. He was conscious, breathing and not bleeding.  He was able to stand with assistance And steady transferred to bed.
Observations recorded Temp:36.6, pulse: 62,resp:20/min, BP: 166/93mmhg. NEWS =0
GCS 15, Neurological observations commenced. Pupils equal and reacting to light
Blood glucose reading :6.4mmols
Body map /skeletal chart updated- small graze noticed on back of the shoulder
Informed to doctor, reviewed and requested for a CT Head		Assessed as per fall alert protocol
Observations checked and recorded
Neurological observations commenced
Informed to doctor
Will contact with next of Kin		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		Moderate																No

		38760				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/26/23		9/26/23								Laura Scrine, Rachael Brown		Following examination of patients skin, noted deterioration in previous SDTI now  part of area is un-stageable pressure ulcer. Patient also has extensive moisture damage to buttocks, groin and down both legs due to continuous melaena. 		Patient is already on an air mattress and flamazine being applied, increased repositioning to 2 hourly turns. External FMS bag put on to try and prevent further moisture damage. 		Pressure Damage, Moisture Damage		Unstageable pressure ulcer		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38717				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		CT scanning		9/26/23		9/26/23		11:00						Miss Amy Goggins		Patient attended CT scanning for a CTPA scan, cannula was inserted on ward.  Patient is known to be difficult to cannulate after a previous stay on ITU.  Cannula was inserted using an ultrasound scan.
Cannula flushed before scan and seemed to be fine, no problems, patient said it felt fine.
During scan the vein/cannula extravasated, around 70 mls of omni 350.		Ice pack applied, told patient to keep arm elevated, information leaflet also given to patient explaining potential problems and what to look out for.  Ward also informed.		Treatment, Procedure		Treatment or procedure issues		Extravasation (infusion injury)		None				None		Known risk to examination. Departmental policy followed. Venflon inserted by Doctor, ultrasound guided. Known difficult veins. 		Known risk to examination. Departmental policy followed. 				Known risk to examination. Departmental policy followed. 				No

		38820				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		20:59				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 

		9/27/23		No

		38694				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		ward bay		9/26/23		9/26/23		00:45						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Patient slip out of the chair and was found on the floor as reported by HCA.		Falls protocol commenced, patient was seen by doctor. No injury found and observations are stable.		Accident, Injury		Slip, trip or fall		Fall/slip from chair, bed or trolley		None		None		None		Patient admitted to ward with acute confusion and delirium. Patient independently mobile with a frame. Nursed in a cohort bay for supervision as risk of falls. Patient can became agitated and requires reassurance at night time.
At the time of the incident it was at night and most of the ward were settled into their beds. The named patient was sitting in her chair. Staff were around the ward seeing to those patients that required assistance. The HCSW supervising was in the room at the time of the incident but was behind a curtain with another patient. There were no injuries noted to the patient and she was assisted back into bed. Doctor on-call reviewed and advised 2 hours of neuro observations before discontinuing. Family were updated and patient was discharged to a nursing home the following day.		Appropriate action taken. Falls policy followed. No injury to patient noted. This incident was un-avoidable due to the patient being mobile independently however there are some learning points with regards to supervising co-horted patients and when help is required				The importance of continued supervision and the need to supervise patients at all times				No

		38854				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/27/23		9/26/23		12:00				Sister Claire Williams		Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		Patient tried to leave the Ward, staff followed as patient refused to return, After a lengthy period of time security called for assistance to help bring patient back to the Ward, security brought patient back to the Ward against her will. A short time later patient again left the Ward, she was outside the hospital but still in hospital grounds, shouting and standing in front of moving traffic, shouting about Gwalia, she was displaying very erratic behaviour, patient continue to act this way as she made her way onto the main road. Due to her safety with traffic security again contacted back to the ward against her will. Patient had been seen by Psychiatrist when it was verbalised that patient had capacity and no mental health issues  		Psychiatrist contacted and informed of ongoing issues and asked to review patient again, reviewed and deemed patient had no insight to her wellbeing and safety, Urgent Dols completed and sent, Nurse prac and doctor informed as well T&O matron   		Behaviour (including violence and aggression)		Absconding or missing patient/service user		Actual		Moderate		None		None		Patient remains on enhanced obs and 121.
Mental health suggested a learning disability referral be sent, same done.
DOL's team contacted and patient for an independent capacity assessment. This was had and agreed patient doesnt have capacity. 
As patient from out of area Powys contacted for advice on best transfer location for discharge planning. Unfortunatley this appears to be here in swansea		No harm to patient as we are now providing 121 care				NA as behaviour changed during this admission		10/11/23		No

		38823				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		07:40				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved 		9/27/23		No

		38817				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/27/23		9/26/23		03:28				Beverley Guy		Beverley Guy		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing
regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
		9/27/23		No

		38910				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Minor Injury Unit (MIU) - NPTH (from 5.12.22)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Minor Injury Unit - NPTH		overflow waiting area 		9/28/23		9/27/23		14:45						Mr Kevin Randall, Mrs Rebecca Clarke		A 17-year-old patient was brought to the minor injury unit by three carers. the patient lives in a residential care setting and was known to have Prada-Willi syndrome and developmental delays. the patient was brought inappropriately to MIU due to expressing suicidal ideation and attempting to harm himself ( but had not actually harmed himself). A CAMHS nurse was called to assess the patient. on discharge, the patient escalated and became assaultive. The three care home staff were unable to safely restrain the patient who was attempting to kick, pinch, scram, and bite staff members. attempts to de-escalate the situation failed. health board staff had to assist in the restrain to prevent others from being assaulted. There was a sustained period of assaultive behavior of over 20 mins. Police were called. Rapid tranquilization was given (IM lorazepam). On police arrival, the patient was still highly agitated and attempting to assault staff. a number of staff (health board and carers) sustained minor injuries. The police use a bite hood and handcuff to restrain the patient. Shortly afterward the patient de-escalated. A CAMHS consultant was also in attendance at this time. 
When in a calm state the patient made allegations of being harmed in the care home. Safeguarding procedures were commenced, and Swansea's Social Services Single Point of Contact (SPOC) was contacted who advised Manchester SPOC (the area where the patient was from). The patient's mother was kept updated via telephone. Arrangements were made to admit the child to a learning disabilities bed. patient mother then decided to drive from Manchester to collect the patient. SPOC Manchester called the unit and spoke to a CAHMS nurse who stated that the patient's mother had parental responsibility. The patient was transferred to the care of the crisis team due to the MIU closing. I have been informed that the patient was collected by Mum at approximately 22:00. 
Children's safeguarding nurse and corporate safeguarding informed. CAHMS has completed safeguarding referrals. 		CAMHS called 
Staff assisted in restraint
police called 
rapid tranquillisation used 
the patient has been examined post-restraint for injuries 
Safeguarding procedure followed 
		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Moderate																No

		38855				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Bathroom, red bay cubicle 4		9/27/23		9/27/23		14:30						Mrs Sara Morgan, Mrs Rachel Thomas, Miss Rhyanne Aston, Miss Nicola Caley, Marietta Tunay, Maria Briones		unwitnessed fall, patient went to toilet had thick socks and felt himself slipping to floor
manage to roll over onto knees but couldn't get up called for help
patient states didn't lose consciousness		nurse practioner present helped back to bed nurse completed observations news 0 blood sugar 5.8 checked  contacted dr and neuro obs commenced 		Accident, Injury		Slip, trip or fall		Other		None		None														No

		38798				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/27/23		9/27/23						Mrs Katrina Rees		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Patient had asked HCSW to assist her to the bathroom. Walked to bathroom w/zimmer frame and Ao1. Patient went into bathroom and HCSW stepped back to give patient some privacy, leaving door ajar. A minute or so later the HCSW in question along with another HCSW heard to click of the door being closed and then locked. Upon looking through the gap in the door, the HCSW's could see the patient had sat back down on the toilet and was tying her pyjama bottoms that she had been wearing around her neck. 		HCSW's managed to disengage the lock using an ID card and called for help. They entered the bathroom and used their hands to loosen ligature from patients neck. Patient was holding the pyjamas bottoms tightly attempting to keep the ligature around her neck. Staff managed to loosen her grip and remove ligature from her neck. Patient was extremely upset and kept repeating that she had 'committed the unpardonable sin'. After sitting in the bathroom and re-assuring patient that 'Jesus loves her' she agreed to go back to bed with 1:1 supervision. 		Behaviour (including violence and aggression)		Self-harm / self-injurious behaviour		Actual self-harm / self-injurious behaviour		Low		Low		Low		Patient already known high risk, nursed 1-1.		Ensure 1-1 nurses go into bathroom with patient rather than monitor from a distance				Ensure 1-1 nurses go into bathroom with patient rather than monitor from a distance		9/27/23		No

		38930				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 5				9/28/23		9/27/23								Nicola Williams		Patient has developed a blister on their right shin from the traction table. The injury is not an unstageable pressure ulcer, it is a blister. 		handed over to recovery and documented injury on TOMS and skin form. DATIX completed.		Accident, Injury		Patient injury		Injury of unknown origin / unwitnessed		Low																No

		38881				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Non Health Board Premises / Patient's Home / Patient's Home		Own home - Haverfordwest 		9/28/23		9/27/23		23:30						Joanne Noble, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke		Patient was admitted to SDMU on the 27/09/2023. Patient uses a wheelchair with an assistance of x 1 staff to go to the toilet, when checking  the patients skin staff noticed moisture damage in the sacrum area. Patient explained that her bottom is probably sore as her mobility has decreased since her foot has got worse and she sits in the same position for long periods of time. 		Patient has been put on a skin bundle to be updated 4 hourly. Barrier cream has been given to patient and has been applied. Patient will be transferred onto an airwave mattress in the morning. Staff also advised patient to try and sleep on side as it will relieve pressure from the sacrum. 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		None		Low		Once admitted to a bed area, staff checked patients skin within two hours.  Moisture damage was found in-between the buttock area.  Staff washed and dried the area, barrier cream applied.  Patient already on an air flow mattress, skin bundle in place and body map updated.
Patients mobility has recently decreased due to vascular issue.  No community nursing in place. 		Patient had regular skin checks, area washed and dried, barrier cream applied.  Body map updated and nursed on an airflow mattress. Will be referred to district nurses if area remains on discharge.				Staff have acted appropriately when dealing with moisture damage.				No

		38894				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/28/23		9/27/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/28/23		No

		38937				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		outside cubicle 1 		9/28/23		9/27/23		21:00						Samantha Evans, Nerys Jones, Julius OBANA		Two 1-1 patients were sat by the nurses station, the patient in cube 1 was inside the cubicle (also a 1-1) he saw the two other patients together, and he ran towards the male patient and made a fist and attempted to hit him, this was intervened by the staff members present. 		Staff took patients back into the cubicle, and attempted to move the other two patients away from the area of the cubicle.  No injuries were sustained by any patient, 		Behaviour (including violence and aggression)		Patient clinically challenging behaviour		Physical assault to patient/service user		None		None														No

		38900				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/28/23		9/27/23		00:00				Kevin Thomas		Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/28/23		No

		38871				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/27/23		9/27/23		18:00				Holly Robinson		Bessy Howell, Holly Robinson, Ms Sarah Yeap		Patient admitted to ward from Bristol, handed over to staff on ward that patients skin is intact. Upon checking patients skin on arrival to the ward it has been noted that patient has split to natal cleft.		Skeletal chart updated accordingly, pressure area care maintained patient nursed on pressure air mattress. Nurse in charge informed.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		None		None		Managed appropriately by immediately transferring to an air mattress to relieve pressure. Regular repositioning ongoing. Not pressure related but could develop if not managed.		Continue to provide regular repositioning and skin checks as appropriate. 				to continue to check skin on admission and document.		9/28/23		No

		38836				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Red Trolley Bay 9		9/27/23		9/27/23		12:20				Rachel Newton		Claire Herbert		Care taken over at 07:30 on 27/09/23.
Patient arrived at ED at 20:48 on 26/09/23, presented with confusion and being generally unwell. Has received x2 doses of IV lorazepam overnight due to level of agitation. 
Patient extremely agitated and confused since start of shift, yelling out and thrashing around on trolley.
Staff saw patient at approx. 12:20 and noted leg was jammed in the bed rail. Staff managed to get leg out of the bed rail and noted some small superficial skin tears to right knee. These are not bleeding. There is also an area which appears to be a bruise forming on the right shin area. These have been documented on the skeletal chart.		Updated on skeletal chart		Accident, Injury		Struck against or by an object		Struck against stationary object e.g. furniture, fixtures, fittings, equipment, machinery		Low		Low		Low		Patients clinical condition has resulted in increased agitation.
Attempts made to reassure and calm patient and eventually sedation used.
Padded cot side are not available in the unit and are not used.
Option of enhanced observation is available although staffing levels at time of this incident prevented this.
No significant harm caused to patient - superficial skin tears - no dressing required.		Patients clinical condition has resulted in increased agitation.
Attempts made to reassure and calm patient and eventually sedation used.
Padded cot side are not available in the unit and are not used.
Option of enhanced observation is available although staffing levels at time of this incident prevented this.
No significant harm caused to patient - superficial skin tears - no dressing required.				See above		9/28/23		No

		38865				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Operations Division / Site Management (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery				9/27/23		9/27/23								Mrs Rhiannon Jones, Mr David Steel, Rebecca Davies, Miss Joanne Williams		Delayed discharge from recovery - patient ready to leave at 13:00, was unable to leave until 16:30 due to unavailability of surgical bed on Ward H. The anaesthetic team did check with the surgical bed manager that there would be a bed available prior to administering the intrathecal diamorphine and reassurance that the bed would be ready in plenty of time before the end of the procedure was given at 8:45a.m.		Patient was looked after in recovery until the bed was ready. Their relatives were allowed special dispensation to visit them in recovery. This was only possible because there was an unusually low number of patients in recovery today - on another day this would have resulted in distress to the patient due to inappropriate place of care and being unable to see relatives, and also would have resulted in stopping some operating activity due to the lack of recovery space. 		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		None																No

		38845				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/27/23		9/27/23		14:15						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses Ciprofloxacin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		System suspended antibiotics as per ark policy		Hepna system automatically suspends abx 72 hrs after commencing no notice sent. 				Medical team reminded to review antibiotics 72hrs after commencing. 
Notice on ward to remind staff. 				No

		38876				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/27/23		9/27/23								Mrs Sara Morgan, Mrs Rachel Thomas, Miss Nicola Caley, Miss Rhyanne Aston, Marietta Tunay, Maria Briones		2 consultation rooms in use for query CPO and covid. Patient in REACT room due to ?Cdiff. Nurse in charge had to off load from ambulance after being on there for 19hrs and complex nursing needs. Escalated to bed managers and site but no other cubicle available. 2 ambulances outside AMU unable to be offloaded. No ambulance triage nurse overnight to be assigned for their care, triage nurse will be allocated alongside triage itself. 13 trolleys in use, ring fence free for emergencies. 9 patients in SDEC at the end of the day shift. SDEC is not meant to have patient's overnight as in the morning it is used for medical patient's returning, walk in medical patients via AMU and AGPU and hot clinic. This will could potentially delay assessment and clinics in the morning. 7 patients requiring beds on AMU, 2 query discharge overnight. 6 patients referred to come in overnight, no bed capacity at present.		Escalated to bed manager throughout day shift and site matron. Drs made aware to help with discharges. Risk assessment completed. Staff will continue to escalate to site throughout the night 		Infrastructure (including staffing, facilities, environment)		Bed availability (general)		Lack of availability of beds		Low																No

		38801				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/27/23		9/27/23						Mrs Katrina Rees		Alison Williams, Eloise Slee, Mrs Caroline Morton, Mrs Carys Walters, Rebecca Davies		Patient has been brought into the ward in a section to be in the middle of the bay. Patient doesn't have a bed and is on a trolley. In the section there are multiple confused patient's, multiple high risk of fall patients and a patient on a DOLS with increased needs. I explained to bed managers that we can't take any more patients however, they said every ward in the hospital will be taking a pre-empt patient and we didn't have a choice		Patient brought onto ward and is in the section. Patient orientated to ward and was brought a cup of tea and tried to settle for the night		Transfer, Discharge		Transfer		Transfer inappropriate or unsafe		None		None		None		patient admitted into pre empt area but unsuitable		absorbed patient into bed following discharge and d/w site				staff to challenge site if inappropriate admission		10/3/23		No

		38896				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/28/23		9/27/23		07:45				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/28/23		No

		38873				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		hOSPITAL @ nIGHT		9/27/23		9/27/23								Ms Louise Wade		limited service provision from the Hospital @ Night Team to the best of my ability
only one night nurse practitioner on duty ( supported number 2) and no clinical assistant tonight due to staff sickness		site management team informed 		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		Low																No

		38799				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		Ward S		9/27/23		9/27/23		03:40						Mrs Caroline Morton, Mrs Hilary Thorne, Alison Williams		Patient went out of the ward to have a vape with an other patient called ,,John'' and when she come back I could smell the Marihuana on her. When I have informed the permanent staff they were aware of this already and I was told that staff Gemma have found the marihuana in patient's pencil casein the tobacco bag. Nurse in charge informed.		Nurse in charge informed.		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		Low																No

		38902				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/28/23		9/27/23		22:23				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/28/23		No

		38842				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/27/23		9/27/23		14:07						Mrs Sara Morgan, Miss Nicola Caley, Mrs Rachel Thomas, Marietta Tunay, Maria Briones		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses Nitrofurantoin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		38897				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		Outside Cubicle 1		9/28/23		9/27/23								Julius OBANA, Nerys Jones, Samantha Evans		Patient was very agitated, he was trying to run out of the cubicle, he is very high risk of falls. the staff member tried to assist him with walking, he grabbed both of her arms and lifted them above her head, and then twisted her right arm, causing pain and leaving red marks on her forearm. 		Patient sat at nursing station for a while, male 1-1 rotated to take over. Patient calmed down following this for a while. 		Behaviour (including violence and aggression)		Physical assault (physical contact)		Patient/service user to staff		Low																No

		38797				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward		Cubicle 1		9/27/23		9/27/23		03:22				Mrs Katrina Rees		June Quiambao, Mrs Marites Colarina, Nathan Riddle		Patient became verbally hostile towards staff on Enhanced observation. Patient was racially abusive several times calling staff  the N word and that they should go back to their country. When other colleagues attended the room to offer support, patient became physically aggressive and spat at staff's face who was on his enhanced observations. Patient continued to be aggressive and staff then removed themselves and tried to maintain a safe distance within line of sight. Patient got out of bed and charged towards staff and spat at staff again. Patient was redirected back to his room. Patient continued to be racially abusive and aggressive targeting the nurse on his enhanced observations.
		Verbal deescalation
Redirection
Other staff colleagues attempted to engage with patient 
PRN medication given		Behaviour (including violence and aggression)		Verbal assault (racial abuse)		Patient/service user to staff		Moderate		Low		Low		This patient is currently nursed with a 1to1 RMN nurse due to his challenging behaviour. Multiple incidents reported due to the same behaviour.
He is deemed to have no capacity which involved mental health assessment; DOLS in place.
Although the patient spat at staff and was physically aggressive the harm was low and staff stayed at safe distance to avoid injury to staff and situation deescalated soon after; as needed medications given too.
Therefore no security and site management required. 		This patient is currently nursed with a 1to1 RMN nurse due to his challenging behaviour. Multiple incidents reported due to the same behaviour.
He is deemed to have no capacity which involved mental health assessment; DOLS in place. 
				Escalate to safety officer as required e.g security/site.
		10/3/23		No

		38883				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/28/23		9/27/23								Mrs Sharon Howells, Kristine Labayo		whilst filing notes of a patient who was transferred to cardigan ward. another patients records were found being misfiled		records returned to ward to be correctly filed.		Information Governance, Confidentiality		Breach of patient / service user confidentiality		Patient records/information sent to wrong recipient (electronic and paper)		Low		Low														No

		38903				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/28/23		9/27/23		22:09				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/28/23		No

		38869				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		patient's home		9/27/23		9/27/23		17:30						Claire Herbert, Rachel Newton		Patient has two dry areas, one on either sidr of the buttocks, both G1
Both heals are a g1 and non blanching		Legs elevated patient able to move around in bed, no air mattresses available. family made aware patient normal MSC 		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		None																No

		38895				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/28/23		9/27/23		06:25				Kevin Thomas		Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/28/23		No

		38852				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/27/23		9/27/23						Mrs Katrina Rees		Mrs Rachel Thomas		Patient admitted from residential home with moisture damage in-between buttocks. Patient is all care in bed and requiring x2 members of staff to roll patient. Very poor information provided from crew, patient unable to communicate with staff. Patient has a learning disability and has cerebral palsy. Unable to offload patient as of yet as patient currently requiring isolation due to loose stool ?C-Diff therefore patient remaining on ambulance trolley. I have asked the crew to bring the patient in numerous times this morning in order to check the patients pressure areas however they have not brought the patient in due to their own staffing levels. Patient has a LT catheter and has loose stool. Moisture damage likely developed before admission due to patients past medical history, being bedbound and incontinent of faeces and during of time on ambulance. 		Pressure areas cleaned, dried and barrier cream applied thoroughly, patient repositioned on the trolley off buttocks to alleviate pressure from bottom, highlighted to NIC regarding crew not bringing patient in to check pressure areas and ambulance flow. Datix completed, highlighted to staff to get a pressure relieving mattress ready in preparation for offloading. Passport and care plan in place. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low		moisture damage pre admission to hospital		non health board acquired moisture damage				non health board acquired moisture damage		10/3/23		No

		38981				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/29/23		9/28/23		15:20						Mrs Caroline Morton, Mrs Hilary Thorne, Eloise Slee		patient  on the ward with CVC line which drs had requested to be removed. 
I contacted outreach and asked that they attend the ward later in day to remove the line 
At 15.20 I observed a dr in the room with the patient and a sterile field, attempting to remove the CVC whist the patient was sat upright in bed. 		I immediately went into the room and asked if the dr had been trained in removal of CVC line, to which he said yes.
I then went on to advise him that during removal of the line the patient should be laid flat, with feet elevated and that this position is maintaining for 4 hours post removal to avoid thrombus. 
The dr continued to remove the line and incorrectly dressed the site, at which point I left the room to call the outreach team
Outreach attended, advised dr on correct removal technique, provided the patient with education and correctly dressed the site. 		Treatment, Procedure		Treatment or procedure issues		Incorrect decannulation by staff		Low		Low														No

		38958				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D				9/28/23		9/28/23		07:45				Mrs Carys Walters		Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		patient had an unwitnessed fall. he was found on the floor. upon checking, patient have a cut on right eyebrow, grazed right knee and bruise on left forearm. was able to move all limbs, denies pain when asked. no obvious signs of fracture. medical on-call was informed and was reviewed		checked for obvious signs of fracture. neuro obs done, blood sugar monitored and recorded. first aid applied over injured area, steri-strips applied on cut. medical on-call informed, ECG done. family informed		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Low		Low		Low		The named patient was admitted to ward with Hypotension and falls. He was nursed in bed due to ongoing hypotensive episodes. Patient is also being treated for an infection and subsequently has delirium as a result. This has caused ongoing confusion and agitation.
The staff nurse had gone to see the named patient and was walking to the other side of the bay when the named patient got out at the bottom of the bed unaided. The named patient is nursed in a cohort bay for supervision and whilst he can be very calm and unable to move in bed, on occasions especially when agitated he will attempt to get out of bed.
 The nurse heard the patient fall behind but did not witness it. The patient was found at the side of the bed area and they appeared to have a small abrasion to their eye brow which was evidentially bleeding. Staff examined the patient for any other injuries and no injury was noted. The patient was hoisted back into bed and made comfortable. Vital signs and neuro observations were taken. Family were updated and patient was reviewed by medical team. CT head was conducted and no changes were noted. Neuro observations and were conducted in line with policy. Falls policy followed. Eye brow dressed with steri-strips.		Patient sustained laceration to head. First aid was given and appropriate action taken. Falls policy followed and risk assessments updated				Patient had a unwitnessed fall in a cohort bay. 
Staff nurse had their back to the patient and the HCA was assisting another patient in the room. 
Falls policy followed		10/9/23		No

		39001				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/29/23		9/28/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/29/23		No

		38884				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/28/23		9/28/23						Mrs Carys Walters		Alison Williams, Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		we were keeping close supervision on patient but we had a busy spell and pt had an unwitnessed fall. she has two lacerations on her forehead.		after ABC assessment we assisted pt back onto the bed
observations recorded, oxygen applied as saturations were 69%
nuro observations commenced - GCS 13 
on call called for review 
ECG done
BMs - 9.4
CT head requested and complete 
family phoned and aware that she has fallen 		Accident, Injury		Slip, trip or fall		Fall from bed/trolley		Moderate		Low		Low		patient known to be high risk of falls and staff had to leave unattended due to acuity on ward with other patients. 
Patient stood unaided and fell, hitting her head which resulted in head lacerations 
patient known to be end of life care and confused 		CT head shows no acute bleed 
bruising to head but no cuts observed by manager 
family asked to support with enhanced monitoring 
additional shifts out for cover but fall unavoidable due acuity of other patients 				family asked to support with enhanced observations 
staff to remain with patient if family not present 		9/28/23		No

		38984				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/29/23		9/28/23		00:00				Kevin Thomas		Beverley Guy, Kevin Thomas		Patients waited in excess of 1 HOUR to be offloaded from Ambulance.

Patients were Reacted. 		Patients were offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/29/23		No

		38941				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Room 3 Bed 3.2		9/28/23		9/28/23		15:43						Miss Louise Horton, Natalee Parsons, Mrs Phylippa Thomas-Dyer		Patient A  has become quite disruptive, then went over to another patient bed area and sat on their bed. Patient B was becoming quite distressed. I politely asked patient A to leave the area and they declined. Patient A then decided to  start walking around and started to try and get into patient B face. I acted as a shield for patient B. Patient A also stole patient B packet of crisps. 

Patient A then started hitting me and trying to grab my arm to cause injury. I requested further assistance from nursing staff. Consequently security were called. Patient has continued to be aggressive and lash out at the security. 

Relative of patient B  has stated that they are not happy with the overall situation, have also stated that they are concerned for their grandmother, 		Security called - patient to be administered medication by nursing staff.  Physical copy of DOLS to be made available by nursing staff for medical staff and security. 		Behaviour (including violence and aggression)		Physical assault (physical contact)		Patient/service user to staff		Low																No

		38964				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/28/23		9/28/23		23:00						Claire Herbert		Patient arrived to Cardigan ward with SDTI on L heel. A&E skeletal chart and Skin bundle states that area is red and blanching. 		All other pressure areas checked. Both heels offloaded. Allevyn applied to L Heel. Patient already arrived to ward from renal west on an airflow mattress. 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Moderate																No

		38947				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		React		9/28/23		9/28/23		17:08				Claire Herbert		Rachel Newton		When assessing patient skin moisture damage under right breast.  		Patient states she does suffer with it regularly. skin bundle and skeletal completed. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low		Low		Low				All appropriate nursing care undertaken 
Patient given all advice regarding same
Patient aware of MD pre hospital states she has same issue regularly ~ likely to be pre hospital presentation

				as above		9/29/23		No

		38951				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward E (from 5.12.22)				9/28/23		9/28/23						Mrs Carys Walters		Matt Searle, Mrs Natalie Dark-Harry		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 
3 doses of Tazocin missed		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.		Monitoring, Observations		Patient/service user monitoring		Failure to monitor patient/service user adequately		None		None		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 		This patient has now missed at least 24 hours of antibiotics 
 				These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.		10/4/23		No

		38968				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Blue Zone Bed 1		9/29/23		9/28/23		20:00						Carys Wilkins		ML in sacrum noted when pad was changed.		Barrier cream/spray applied		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		None		ML in sacrum noted when pad was changed.		ML in sacrum noted when pad was changed.				Ensure moisture areas are washed, dried and creamed appropriately . 				Yes

		38931				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/28/23		9/28/23								Mrs Sara Morgan, Mrs Rachel Thomas, Maria Briones, Marietta Tunay, Miss Gemma Hanbury, Mrs Rebecca Bowers		Patient brought in by ambulance as a failed d/c. when observing skin, patient has a non blanching redness to the sacrum and to the left heel. 		patient is on ambulance stretcher at present, no offload present as no beds available as yet. advised patient to move self as much as possible. barrier cream to be applied where appropriate. unable to reposition patient at present as amb crew have taken patient elsewhere to cover breaks.		Pressure Damage, Moisture Damage		Pressure ulcer category 1		Pressure ulcer present before admission to this clinical care area/caseload		Low																No

		38928				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Zone 3 - Bed 3.2		9/28/23		9/28/23		13:52						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Patient was complaining that she had her purse taken / lost. She then started looking through her holdall bag. at this point I noticed that she had taken out a hospital dinner knife - mental. I then offered to assist her in checking her property. After all checks discovered 2 dinner knifes, 1 spoon and 2 forks. Furthermore, in a Quality Street tin there were a strip of 5 salbutamol pods. 		I took the cutlery and medications away, asked the nurse in that zone if the patient was on salbutamol to establish if she was on medication as it had become apparent from being with her today that she has be taking things from other peoples areas. Have also informed the nurse in charge of the discovery.  		Medication, IV Fluids		Medication storage, security and disposal		Medication left unattended		Low		Low														No

		39023				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit		Bed9		9/29/23		9/28/23						Mr Richard Walters		Catherine Allen, Dr James Barry		Patient was admitted from A&E on 28/09/23 and was commenced on HEPMA. Today 29/09/23 it was noted that none of her regular medication had been administered including diabetes medication and insulin. 		Dr's were made aware and I discussed this with the diabetic nurse specialist who advised what I administer the insulin. 		Medication, IV Fluids		Medication prescribing error		Omitted medicine		Low		Low		None		The admitting doctors did not prescribe her regular medication. Patients BMs were elevated and then it was noted that she was an insulin dependent diabetic. Later in the afternoon, the patient queried her medication with the nursing staff and the doctors were called to amend HEPMA		Doctors need to ensure they are reviewing patients medications on admission and prescribing accordingly				To ensure staff are aware of medical history and be mindful when giving out medications, particularly if they are insulin dependent. Importance of closely monitoring blood sugars. To check with the patient if the medications administered seem to correspond with their usual medication. Doctors need to ensure the pre admission medications are prescribed on admission		10/4/23		No

		38985				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/29/23		9/28/23		00:12				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/29/23		No

		38950				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Green zone		9/28/23		9/28/23		08:00						Maria Briones, Mrs Sara Morgan, Miss Nicola Caley, Mrs Rachel Thomas		Patient was in the bathroom this morning and was found on the floor. Patient states she didn't hit her head and fell due to dizziness.		Observations recorded
BM taken
Assisted patient back to bed space
Doctor informed and patient reviewed
Falls sticker and datix completed		Accident, Injury		Slip, trip or fall		Fall using bathroom/toilet		Low		Low														No

		38890				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/28/23		9/28/23								Mrs Sara Morgan, Mrs Rachel Thomas, Miss Rhyanne Aston, Miss Nicola Caley, Marietta Tunay, Maria Briones		Staff found patient face down on floor. No bang (staff on other side of curtain) to indicate patient fell, patient reports that she slipped, reports she didn't bang her head, reports that no other injuries and nothing hurting. 		Observations taken, neuro observations taken and all ok, BM 8.0, patient reported no injuries and able to get herself up off the floor. Doctor informed and requested CT head as no one witnessed fall, patient has some behavioural issues and can be confused, so CT head as precaution as patient on Apixaban. Falls alert completed and hot debrief following fall completed. 		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low														No

		38953				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Blue Resus 		9/28/23		9/28/23		10:00						Elizabeth Alexandra Davies, Dr Rhodri Edwards		Patient on DKA pathway, was seen by medics, no nurse present during medical examination due to high acuity of patients, however was located in blue resus delivering care to other patients, medical doctors obtained a blood gas, blood gas found by nursing colleagues which shown patients blood glucose level 3.4mmol. Doctors did not inform any nurses working in blue resus, no action was made in regards to the blood results. Insulin infusion still running. Nursing staff carried out glucose and ketone check. Glucose now 1.3mmol. No attempt was made to inform any nurses or other member of staff of the results. 		Insulin infusion stopped, medics contacted immediately. 20% Glucose given as prescribed. Nurse in charged informed of the incident. 		Assessment, Investigation, Diagnosis		Clinical assessment, clinical diagnosis		Failure to diagnose (missed diagnosis)		Severe		Moderate														No

		38935				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU				9/28/23		9/28/23		13:00				Mrs Caroline Riseley		Joanne Noble		Radiology porters went to ward to collect patient due for a CT scan. Nurse directed porters to a patient. Before the scan the Radiographer checked patient details, patient had the same name but different DOB and address to the details on the request form. Radiographer spoke to referring doctor to query if the correct patient has been requested for a scan. Doctor came to department to say her patient is still on the ward, she requested the correct patient however the wrong patient with the same name was brought to the department. 
Luckily the wrong patient was not scanned. 		Porters informed to return wrong patient and to bring the correct patient to the department to be scanned. 
Correct patient eventually scanned. 		Treatment, Procedure		Treatment or procedure issues		Care delivered to wrong patient		Low		Low		Low		There are two patients on the unit called David Thomas. Both were waiting for scans today.  The nurse did direct the porters to a David Thomas as that was all they asked at that time.  This was the wrong patient, however, if porters carried out their checks correctly they would not have taken the wrong patient.  All they had to do was say the details do not match, which they did not.  At this time we had over 50 patients on the unit.  This is a very common name and we would have directed the porters to the correct patient.  The porters did not communicate any identity issues before taking the patient.
Incident discussed with Portering Manager, X ray staff who advised that only patient's name is provided by Radiology staff with no additional ID e.g. hospital number or DOB.
Email sent to Radiology Lead who advised that this information can be input by the radiographer at the time of requesting the Portering staff to collect the patient. 
Portering manager and Radiology Lead to feed back to their staff to do this. Q&S Nurse has advised ward staff of this process and for a member of nursing staff to verify patient information prior to leaving the ward.
E mail trail uploaded onto this incident.
		Porters need to check the patient details and highlight any issues to staff.  The datix states they had completed the identity checks and noticed an issue. If they had highlighted this the wrong patient would not have been taken for a scan.  This was not a nursing issue at this time as they were not made aware.				Staff have been made aware of the incident.  They will also be checking the patient details in future before the porter transfers.		10/5/23		No

		38955				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Room 1 bed 1.4		9/28/23		9/28/23		17:00						Miss Louise Horton, Natalee Parsons, Mrs Phylippa Thomas-Dyer		Came to support nursing staff with blood sugar checks for patients. 
Noticed that healthcare support worker was trying to stop patient from getting out of bed. Provided assistance. 
Unable to safely manage agitation of patient with the two of us. Additional nursing staff (band 4 and registered nurse supported following patient kicked health care assistant in the chest and myself in the abdomen. Verbally aggressive throughout. 		Patient has been safely kept in bed with the support of three nursing staff. patient has also be administered medication from the registered nurse to reduce agitation levels 		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Low																No

		38943				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Radiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Radiology or X Ray Department		CT scanning		9/28/23		9/28/23								Mrs Janine Sparkes, Ceri White		Patient had a CT of thorax, abdomen and pelvis on 13/09/2023 on accident and emergency admission for query malignancy. 
Patient had a CT thorax, abdomen and pelvis on 19/09/2023 with outpatient request also querying malignancy however patient was admitted on a ward at the time. 
Patient did not need repeat scan. CT Superintendent informed by reporting Radiologist. 		Both scans reported.
Medical physics expert informed to investigate dose implications. 		Assessment, Investigation, Diagnosis		Diagnostic testing - Radiology		Accidental or unintended exposure to ionising radiation		None																No

		38960				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Stroke		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward F				9/28/23		9/28/23								Bessy Howell, Holly Robinson, Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons, Rebecca Davies, Mrs Rachel Thomas, Mrs Sara Morgan, Miss Nicola Caley, Miss Rhyanne Aston, Marietta Tunay, Maria Briones		Patient transferred from ward D having had a covid swab without informing staff that this had been done. Patient admitted into assessment bay. Patient is also Cdiff exposed and ward were unaware of this prior to/on admission. 		Patient known to infection control, covid swab checked and negative. Nurse in charge informed. 		Infection Prevention and Control		Compliance with bundle/ guidance		Non compliance with bundle/guidance		None		None														No

		39003				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/29/23		9/28/23		00:28				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/29/23		No

		38969				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W		Bed 21		9/29/23		9/28/23		21:30						Karen Allcock, Mr Jonathan Phillips, Victoria Hopkins		During skin check, notice a small moisture lesion in patient's natal cleft. 		Continence care continued. Patient is nursed on an Autologic air mattress. On regular pressure relief as well.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low																No

		38963				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		bed 7:2		9/28/23		9/28/23		21:20						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		incident happened while changing the pad of the patient. patient seems to be calm but when we rolled the patient, the hand of the staff was by the patient's mouth side and all of a sudden the patient bitten, couldn't take off the hand as the patient bitten tightly, so the staff just pulled her hand and found to have bruise on her right hand below the posterior elbow with bitten marks. 		informed the matron on duty, as per her instruction went to A&E and assessed by the triage nurse. they said, since there is no open wound, nil action required. 		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		Low																No

		38987				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/29/23		9/29/23		09:55						Leanne Edwards, Mrs Ceri James, Mrs Debra Gormley		C. difficile has been identified from a faecal sample obtained on 26/09/2023  16:45:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

		Referred to clinical team and ward to review and investigate.		Infection Prevention and Control		Healthcare Acquired Infection (community, primary care or hospital)		Healthcare associated - actual		Low																No

		39004				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/29/23		9/29/23		10:40				Kevin Thomas		Beverley Guy, Kevin Thomas		Patient waited in excess of 6 HOURS to be offloaded from Ambulance.

Patient was Reacted. 		Patient was offloaded when space became available. 		Access, Admission		Access to services or admission delayed		Access to admission delayed		None		Low		Low		Hospital at level 4. Extreme pressures throughout site.  Poor bed capacity within Morriston affecting flow from the Emergency Department.  Site situation escalated during daily conference call meetings plus speciality escalation leads informed of the pressures within the Emergency Department. 
Nurse in Charge & Bed Managers completing regular safety huddles within the department – medical reviews of patients undertaken. 
Ambulance triage Nurse monitoring patient’s condition whilst unable to offload and liaising with WAST crews. 
		The recent frequent escalation to level 4 is a noted and a high priority for the Health Board executives and service Directors.
This breach of 15min offload is recognised as a negative to both patient experience & outcomes, therefore taken seriously by all involved.  
				Correct actions & escalation processes were followed regarding the lack of offload and apologies made to the patient involved. 		9/29/23		No

		39041				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T		G6		9/29/23		9/29/23		21:30						Mrs Sallyanne Greenfield, Niamh Parry		Patient is all care in bed.
While doing the skin check ,moisture lesion was found in between the buttocks and sacrum.
Patient is incontinent.
		Informed the sister Incharge.
Cleaned the area and dried it.
Applied derma spray.
Covered with allewyn dressing .
Frequent position changes every 4 hourly.
Datix completed.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low														No

		38977				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital				9/29/23		9/29/23		08:00						Mrs Catherine Beynon-Howells, Rebecca Davies, Nia Daniel		Patient has been in the OPAS pod since 23/09/2023 this is not a suitable environment for patients to stay for a long period of time due to the lac of facilities & windows this increases confusion in out patients as there is no difference to time of day. Although patients are able to wash there are no showering facilities therefore very limited hygiene needs are being met. 
As our patients are frail being on a trolley for more than 24 hours is not appropriate.		reported to bed managers daily 
Assisted with hygiene needs to the best of our ability 
nursed on repose mattress 
pressure areas checked regularly 
reporeted to matron 		Access, Admission		Access to services or admission delayed		Access to admission delayed		Low		Low														No

		38983				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W				9/29/23		9/29/23								Mr Jonathan Phillips		Patient stated to night staff that he received an Oral antibiotic during the evening medication round (28.09.2023). Patient is not prescribed any oral antibiotics		Dr was informed by night staff who stated he was not concerned as patient has no known drug allergies. 
No documentation of review 
Charge nurse informed on the morning of 29.09.2023 
Checked medication charts: 
Levofloxacin is prescribed for Cubicle 8 and appears to have been arrowed down from evening administration to night time and then signed for. Charge nurse spoke to patient in cubicle 8 who states he never received medication. Patient in cubicle 7 states he received a "small orange or pink tablet on it's own" during the evening medication round 		Medication, IV Fluids		Administration errors		Incorrect patient/service user		Low		None		None		Low staffing levels this day meant that we had to move staff from Ward B to cover Ward W on a long day and the Nurse covering ward Manager was the 4th on duty in the morning and 3rd in the afternoon. 
I have spoken to both staff nurses on duty covering Beds 1 - 8 during the time of the incident. 
One was a staff nurse sent to Ward W from ward B (Jazmine Hill) and the other is a newly qualified staff nurse (Aibgail Liney)
Abigail states that she did not administer medications during the evening round 
Jazmine states that she definitely gave the correct medication to the correct patient 
I have spoken to Paul Swain who states that "a nurse came into my room and said here's the tablet I couldn't give you earlier" and handed him "a single orange tablet in a pot on it's own" 
I have also spoken to Stephen Florence who stated that the nurse "only gave me the two paracetamol and two Fusidic Acid" 		N/A				N/A				No

		38991				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / SDMU		patient's home		9/29/23		9/29/23						Mrs Caroline Riseley		Joanne Noble, Mrs Arlene Davies, Mrs Jayne Howells, Mrs Rebecca Clarke, Vaughan Davies		patient admitted with existing moisture damage to natal cleft 		patient admitted with existing moisture damage to natal cleft 
skeletal chart completed 
pressure damage passport completed 
regular skin bundle assessments
cream provided 
		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		Low		Low		Patient was admitted under the care of the vascular team with circulation issue to the leg.  Staff checked patients pressure areas within two hours of admission.  Moisture damage was found to the natal cleft area.  Staff washed and dried the area, updated skin bundle, body map in place, air flow mattress obtained.		Staff acted appropriately and followed hospital policy.  Will refer to district nurse on discharge if area remains.				Staff acted appropriately and followed hospital policy.		10/3/23		No

		38994				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Renal		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward		Cube 1 bedside		9/29/23		9/29/23		09:30						Kristine Labayo, Mrs Sharon Howells		Patient got out of bed to weigh on sitting weighing scales and caught his leg on the chair causing a small skin tear on the lower right leg		Patient reassured
leg clean and dressed with allevyn. 
Dr informed		Accident, Injury		Struck against or by an object		Struck against stationary object e.g. furniture, fixtures, fittings, equipment, machinery		Low																No

		39057				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V		bed area		9/30/23		9/29/23		20:30				Mrs Sophie Evans		Huw Collins, Mrs Kerstin Harley		moisture lesion to Left buttock. discovered on carrying out pressure area care.		patients skin washed and dried. ensured wound site intact. skin bundle updated. skeletal chart updated. encouraged to lay onto side. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		Low		No major key points were found ,since preventative measures are already in place , apart from , to increase skin check frequencies. 
And advise patient to lie on side in order to let air circulate , to prevent further breakdown of moisture lesion .		Although preventative measures in place , there are contributing factors ,such as leaking drain site ,decreased mobility and nutritional status.				See above		10/2/23		No

		39016				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/29/23		9/29/23								Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		Patient found lying on the toilet floor		Patient asked if they had injured themselves, or if they had any pain.
Assisted onto a wheelchair and patient examined for any injury
Vital signs taken and documented
Medical team informed		Accident, Injury		Slip, trip or fall		Fall on level surface		None		None														No

		38979				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Older Persons Assessment Service (OPAS) Morriston Hospital				9/29/23		9/29/23		08:00						Mrs Catherine Beynon-Howells, Rebecca Davies, Nia Daniel, Debra Clee		Patient has been in the OPAS pod since 24/09/2023 this is not an appropriate unit for patients o stay a long period of time as there is a lack of facilities such as a shower therefore patients hygiene needs are only being met to the best of our ability, there are no windows in the unit so patient become increasingly confused to the difference between day or night. 
Our patients are very frail therefore should not be nursed on a trolley for a long period of time.		Reported to bed manager daily 
Matron informed 
patient nursed on repose mattress 
regular skin checks performed 		Access, Admission		Access to services or admission delayed		Access to admission delayed		Low		Low														No

		39042				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R		WARD R  NURSES STATION 		9/29/23		9/29/23		22:10						Julius OBANA, Nerys Jones, Samantha Evans		patient started swearing and getting aggressive abusing staff verbally pushed two members of staff very aggressive i was sat at computer doing my skin bundles when patient aproached me shouting and swearing at me to get out patient punched myself 4 times in the top of my arm i rang security for assistance and patient pushed me and tried to pull phone out of my hand he was very aggressive security arrived and patient became very calm .		AS ABOVE 		Behaviour (including violence and aggression)		Aggressive/threatening behaviour		Patient/service user to staff		Moderate																No

		39036				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B		Bed 12		9/29/23		9/29/23		19:20						Leanne Edwards, Mrs Debra Gormley, Sister Claire Williams		I was doing handover when one of the other nurses informed staff that a patient in my bay had fallen. Went into the bay and patient was on the floor. 		Checked patient was okay and helped assist onto bed. Phoned doctor to come and review and checked all observations. 		Accident, Injury		Slip, trip or fall		Found on the floor		Low		Low		Moderate		Patient had an unwitnessed fall		reviewed by OG on 02/10/23, x-ray requested, same shows comminuted fracture to right Greater Trochanter, x-ray reviewed by T&O, no surgery required, conservative management, mobilise as able with physio        				always observe patient in Baywatch bay				No

		39008				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward A		Operating Room		9/29/23		9/29/23		13:00						Julie Eley, Laura Haynes, Mrs Eliza Guinto, Sister Claire Williams		While positioning the patient for surgery, a pre-operative skin check was completed. Numerous skin issues were found including a blister and a moisture lesion. These had not been documented by ward staff in the patient's notes or the Welsh Portal. 		Datix completed
Reported to Line Manager 
Ward staff informed
Application of dressings not required 		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low		Low		While positioning the patient for surgery, a pre-operative skin check was completed. Numerous skin issues were found including a blister and a moisture lesion. These had not been documented by ward staff in the patient's notes or the Welsh Portal. 		Poor documentation of skin checks on WNCR, skin documented as red or normal. 
Staff training on pressure area care needs to be completed by T&O educator 				Patient's skin should be checked once a shift by a qualified nurse. If any concerns it needs to be highlighted to a senior nurse or sister.
Medical photography to be taken in the first instance of finding skin of concern				No

		39028				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Intensive Therapy Unit		Bed 6		9/29/23		9/29/23		16:45						Rachael Brown, Mr Ross Phillips		When rolling patient, suspected deep tissue injury found to inner left ankle not on bony prominence but in gap between foot and ankle. Patient not reporting any pain and no pressure is on it, unsure of origin. 		Explained to patient to ensure he is not lying with his ankles placed together and if he is on his side he needs to ask us to put a pillow between his ankles. Nurse in charge aware and handed over to staff.		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low														No

		38966				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cyril Evans Ward				9/29/23		9/29/23		03:15						Laura Scrine, Hannah Killa, Rachael Brown, Ceri Lewis-Freeman		Crash sound heard, went and found patient on floor. The floor was wet with urine. Patient said he couldn't find his buzzer and tried to get up but was too late and was incontinent. He then slipped on the wet floor.  Patient said he thinks he hit his head.		Observations and neuro obs done. No obvious injuries. Assisted up into chair and then bed. SHO called and informed. Patient reviewed. Falls documentation done and datix completed. 		Accident, Injury		Slip, trip or fall		Fall on a slippery or wet surface		Low		Low														No

		39046				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T				9/30/23		9/29/23		18:09						Niamh Parry, Mrs Sallyanne Greenfield		Patient had multiple hypoglycaemia episodes whilst on variable rate insulin on the ward. This was escalated to anaesthetic team and surgical oncall teams and surgical SHO prescribed IV treatment with dextrose 20%. This was because patient had been nil by mouth prior to surgery. Despite this being prescribed, the patient was sent for theatre and his blood sugar was 3.2. When the ward staff were questioned about this, they said they could not find the prescribed concentration of dextrose and had therefore not administered it, despite not informing his surgical team. This meant the patient had hypoglycaemia from 18:32-23:30.		The anaesthetic team administered glucose intravenously, to raise the patient's glucose, making him suitable to undergo his much needed operation. At the time of arrival into theatre, the patient was shivering and felt nauseous, this may have been exacerbated by the hypoglycaemia. 		Medication, IV Fluids		Administration errors		Omitted medication		Moderate																No

		38992				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/29/23		9/29/23		11:02				Mrs Katrina Rees		June Quiambao, Nathan Riddle		Handed over that the patient recently had type 7 stool prior to transfer but was handed over late. 

Unable to isolate as there is no cube to isolate the patient.
		Send stool sample when able to.

Put a plan into action to isolate the patient when a cubicle is available.		Infection Prevention and Control		Isolation process, procedure		Incorrect procedure for isolation of infected patients followed		Low		Low		Low		Patient was initially admitted into a 4-bedder room. He was supposed to be isolated in a cubicle due to lack of handover from where he came from that he had type 7 loose stools prior to admission to us.

Isolation was planned but ultimately unable to isolate the patient as patient did not have recurring loose stools after admission to the ward and the cubicle was given to another patient.		Poor communication made it hard for us to plan for the patient's isolation.

If we were informed ahead of time, we could have planned properly and avoided the incident altogether.

There was no further problems that arose from it but it could have been worst and the incident could have been avoided.				Be vigilant in asking for information that concerns Infection Prevention and Control and isolate them whenever possible.		10/9/23		No

		39038				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Spinal		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward B				9/29/23		9/29/23		19:50				Sister Claire Williams		Sister Claire Williams		Just after finished hand over from evening staff ,found patient sitting on the floor ,patient was tried to get out from chair self and landed on the floor		Assisted back to bed ,no bruices noted and not complained any pain Vital signs checked and recorded,stable 
Informed oncall doctor ,Tried to contact family ,but no one answered 
Neuro observations commenced 
Oncall doctor reviewed 20.30 hours stopped neuro observations 
Constant supervision maintained Advised patient to ask help when needed
Falls alert completed and falls risk assessment completed 		Accident, Injury		Slip, trip or fall		Fall from chair		Low		Low		None		falls sticker done
no injury visable
Falls RA done prior to fall and after
Manual handling up to date
patient to be observed at all times in Baywatch bay		patient needs supervision				N/A		10/11/23		No

		39055				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S		Cube 2		9/30/23		9/29/23		19:30						Mrs Hilary Thorne, Mrs Caroline Morton, Eloise Slee		Patient is a known IVDU ,a known smoker,  with anxiety and depression .,she is treating for infective endocarditis and posted for cvc insertion .Cvc insertion was postpended multiple times as she refused to have procedure due to mood swings .Patient was taken to theatre by the staff for cvc insertion @19:10 .While she was waiting in the reception she claimed that the staff didn't administer her Oromorph .She was verbally abusive to the staff in the presence of other theatre staffs she personally insulted the staff .She is prescribed for Oromorph on prn side second hourly it was not due until 19:30 as she had a dose at 17:30 .

when she was on ward post procedure, Anaesthetist came to bleed her from cvc ,but refused and shouted at him .he tried to explain to her but she is very rude and argumentative, Doctor felt really bad and left the ward .		Reassured the patient and explained to her it is inappropriate to behaviour towards the staff member who are trying to help her		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		Low																No

		39035				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Main Recovery				9/29/23		9/29/23								Stephen Williams		Patient was brought through into recovery with nil skin issues handed over, only a necrotic right toe. Pre-operative checklist from ward also states skin intact, nil skin bundles brought with patient.

On examination in recovery, multiple skin issues noted. There is a dressing covering a wound to the left big toe, there is extensive moisture damage to the right groin area, and a small 2-3mm puncture wound to left groin actively bleeding, ? from theatre but uncovered.		Discussed with theatre team who were not aware of issues. Peri-operative skin bundle updated. Dressing applied to left groin. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		Low																No

		39087				Under Investigation		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/30/23		9/30/23		08:45						June Quiambao, Mr Stewart Dow, Mrs Marites Colarina, Nathan Riddle, Rebecca Davies		At 08:45 am after I was seeing to another Trachy Patient in Cub 4, I went to Cub 3 to attend to the patient. Both his parents were in the room at that time. I greeted everyone good morning and said that I am with them now to attend to the Patient and his needs. This Patient also have Trachy and NJ feeding. As I came in, I noticed that the feed was disconnected. The Mum said that the Patient went to the toilet. I asked how was he on his feet and she said he is a bit wobbly but they held him. I said, before I will reconnect the feed, I will just check for the Medications he is due. The Mum said that he already had his morning Medications. I checked the system and he had the Sertraline and Levetiracetam given at 6am. I explained that he had the 2 meds that was due at 6am but not the rest of it. The Mum was insistent that he had it all, so I showed her the screen of Hepma and showed her the Administration history. I went back to the screen of the due medications and showed her that the other medications are due at 07:30. I said it comes up at 7:30 but said that we have 90 mins window to give the medications as we have other patients too. She said, 'You told me you have other patients..is it my fault?' She wasn't happy. I contacted SN Maria who did the night shift and she said she only gave the meds that she signed. I explained it to both parents that I spoke to the Nurse who was looking after him last night about the medications she gave at 6am but still not convinced. Both parents were verbally aggressive on their tone and raised a lot of issues. I said that I recognize their concerns but is it possible that I can do what care or medications the Patient is due and we can discuss their concerns afterwards. The Mum agreed. The husband then said to the wife to list all the medications and the times. I was OK with that if that was they wanted to do. I asked why are they so concerned about having their son to have the double dose...I was going to ask  if there was an incident like that that happened before? Before I can even finish the sentence the Mum picked up on the words 'why so concerned' and barked at me 'Why so concerned?' with her hands on her waist saying..because he is my son. I said to her that I understand where she is coming from because I was in the same situation with both of my parents(they were both vented too). Then I asked the patient if he needs some pain killers? The Dad said that the patient is unable to tell me at all if he is in pain. The Dad said that he always holds his head when he is in pain. I respected the word of the Dad, despite I can do other tools to assess the patients pain. I gathered all equipment like syringes, cups and medicine pots. As I came in the room, the Mum was still murmuring a lot of words in an aggressive tone that in Cardiff, that is how it is being done and at that time the medications are being given. I said, I never worked in Cardiff and only is aware what we do here in Morriston and I depend on the prescription times. I said to her in a pleading way, saying 'please don't attack me, i am just doing my best to care for the patients the best I can'. Once again, she picked on the word attack(I might have used the wrong word??) and with her hands on her waist, growled at me saying, Now I am attacking you? Her behaviour was so challenging and it really hit me emotionally to the point I was crying feeling so small and intimidated. Her husband tried to calm her down but she still continued. I told her, could we not do this in front of your son please. We can talk outside if possible. She still continued. At this point, I told them both that I am so sorry, I can't continue to give care to your son on this way. I will contact the Site Manager for replacement.		I contacted the Bed Manager, spoken to Helen but she said she can't come down as in some way she knows the family. She told me that Stewart Dow will be coming soon as he can after his meeting. For the mean time I told my colleagues if they can continue the care of the patient as I don't want him to be deprived of the care that he needs because of this incident. Two staff from Outreach came and attended the Patient for the mean time. I had a lengthy discussion with Stewart Dow and also in the presence of 2 outreach staff. Stewart also spoken to the family in the Cubicle. He came back and said that they are happy for me to go back in the room now. I kindly refused. I offered to be moved somewhere if another Nurse can replace me to continue this patient's care instead. Later, Outreach Chloe came back to the Ward to say that there is a bed for the patient in ITU and they will swap with another patient. I printed the medication chart from Hepma and handed over in person to ITU		Behaviour (including violence and aggression)		Harassment		Patient/service user to staff		Moderate																No

		39090				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit		bed 5		9/30/23		9/30/23		16:15				Mrs Helen Thomas		Rachael Brown		Patient had woken up in agony, complaining of burning on left side of back. 
Background: patient has drain to left pleura, weaned epidural off and just had PCEA function. 

Thought it could be drain pain due to the location and fact patient had epidural weaned off. 
Turned patient onto right side to inspect skin. Back and drain site covered with cosmopore dressings. Removed all dressings, left epidural in situ. 
Rash covering where dressings had been, 4cm skin tear from dressing by drain site. 		Phoned anaesthetist initially to potentially infiltrate drain with local anaesthetic (cardiac anaesthetist in cath lab, CPOD about to go into theatre but said will try and find someone else).
Covered back in saline soaked gauze. Patient had immediate relief. 
Redressed drain site with film dressing, but left incision site for now to allow skin to recover.		Treatment, Procedure		Treatment or procedure issues		Allergic / Adverse reaction		Low		Low		Low		Patient found to have had a reaction to the dressing 		Unpredictable reaction to dressing 				Consider possible reaction to dressings when applying		10/10/23		No

		39084				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit		Step down 8		9/30/23		9/30/23		15:30				Mrs Helen Thomas		Jade Stamate, Mrs Dayana Francis		Patient wished to get discharged against medical advice. Consultant and SHO spoke to patient. Still patient wished to proceed with self discharge. However, SHO or the assigned nurse could not get a Discharge against medical advice form signed by patient before he leaves. 		Informed Nurse in charge. Datix done. Reflections completed		Records, Information		Healthcare record		Information not recorded in the health record		None		None		Low		Patient was admitted on the29/09/23 with heart failure, known severe AS awaiting TAVI. Patient had worsening SOB and was admitted to WWGH AND TRANSFERRED To Morriston for Offloading and TAVI.
PMH- T2 DM,HTN,PVD,AF on Warfarin, Ex-Smoker.
On the 30/09/23 Patient was reviewed by the consultant and patient expressed concerns reg: staying in hospital wishes to continue offloading at home, does not wants to be in hospital being all wired up.
Consultant explained to him without the Intravenous medication his symptoms will get worse, Patient is unhappy requiring help with personal care and its affecting his mental health. Patient said he rather have one month of normal life than with care needs and medical treatment interfering with daily life. Patient wishes to go home on oral diuretics. Patient also said he had good 80 years and perfectly happy to go.
Patient had TTO'S prescribed and dispensed and  explained to patient and was collected by family.
Staff nurse hasn't checked whether the patient had signed the discharge against medical advise form, thought it was already done by the doctor.
Doctor is aware and documented on the medical notes and datix completed.		Discussed the incident with the involved nurse and and failure to confirm that all documents are completed prior to discharge someone against medical advice.
The staff nurse understood the failure and reflected on it.
The incident has clearly documented on the medical notes and the discussion consultant made with patient and he still wanted to go home and patient had full capacity at the time.				Make sure all the documentations are completed prior to discharge for safe discharge and liase with nurse in charge if any concerns		10/10/23		No

		39076				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/30/23		9/30/23								Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		Of the 4 nurses on duty at handover this morning, 3 are agency. Only 3 healthcare support workers for the day shift despite 3 1:1 patients on the ward and there being SIX overnight. Only 1 nurse able to do BMs. Spoke to Unit cover regarding staffing Shortly into the morning, patient had a fall and another agitated EOL patient (who would require 1:1).		Spoke to Unit cover re staffing shortages and asked for support. Nothing happened up to the point of the fall of a patient so then called and spoke to the Professional lead who said he wasn't aware of any issues and would come to the ward. Call made at approximately 11:00. Now at time of report 13:53, still no support.		Infrastructure (including staffing, facilities, environment)		Staffing		Lack of suitably trained staff		Moderate																No

		39096				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/30/23		9/30/23		17:50						Carys Wilkins		Patient brought in by ambulance with SOB / acopia. Has QDS POC. Catheterised. Wears pads for safety. Pressure areas checked in triage. Moisture damage noted to groins. ?Rash.		Area cleaned and dried appropriately. Barrier cream applied.		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (not incontinence-associated)		Moisture-associated skin damage (MASD) developed before admission to this clinical care area/caseload		None		Low		None		Patient brought in by ambulance with SOB / acopia. Has QDS POC. Catheterised. Wears pads for safety. Pressure areas checked in triage. Moisture damage noted to groins. ?Rash.		Patient brought in by ambulance with SOB / acopia. Has QDS POC. Catheterised. Wears pads for safety. Pressure areas checked in triage. Moisture damage noted to groins. ?Rash.				Ensure moisture areas are washed, dried and creamed appropriately . 				No

		39073				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/30/23		9/30/23						Rachel Newton		Claire Herbert		Routine skin check completed. Patient is currently doubly incontinent. Patient was found to have moisture damage to groin ?previously reported but also added moisture damage to natal cleft. 		Ensured area was clean and dry. Pad changed and continence care provided. Catheter inserted due to clinical deterioration anyway. 		Pressure Damage, Moisture Damage		Moisture-associated skin damage (MASD)  (incontinence-associated)		Moisture-associated skin damage (MASD) developed during care in this clinical care area/caseload		Low		Low		None		? if element of Skin damage present on admission.
Skin bundle completed
Skin damage monitored and handed over to admitting ward.
Nursed on a repose mattress in ED.
Skin care provided.		Patient's clinical condition				nil		10/2/23		No

		39091				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/30/23		9/30/23						Claire Herbert		Rachel Newton		patient admitted with mixed overdose
very low GCS but airway stable. GCS improved but soon deteriorated back to gcs of 7
this happened on two occasions and we have a suspicion he might have concealed drugs on his person which he denied on numerous occasions. Seen by one of the doctors to be hiding behind a screen which led to this suspicion		monitoring and ITU regular reviews
No drugs visible on person when we changed him into a gown
Police called
		Behaviour (including violence and aggression)		Anti social behaviour		Substance use on NHS premises		Moderate		Low		None				No proof of patients actions difficult to apportion blame to incident due to no definitive evidence of same occurring 
police called regarding incident 				as above		10/2/23		No

		39100				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge		9/30/23		9/30/23		19:00						Rachel Newton, Claire Herbert		Patient has been in the Dept for 82hrs, under the medics

Issues with IV Pabrinex and PO Omeprazole on medication chart
Pabrinex initially written up twice a day then changed on 29/09 to 3 times a day, but some days has only had it once or twice so missing doses on chart with no explanations as to why.
Omeprazole written up twice a day and not given at night for 3 nights, again with no explanation given, on 29th not given at all		NIC made aware
Handed over to staff looking after patient 		Medication, IV Fluids		Administration errors		Delayed administration		Moderate																No

		39071				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/30/23		9/30/23						Claire Herbert		Rachel Newton		Patient admitted to A+E on 29/09/2023 following multiple falls and reduced mobility. 
Patient care received at 07:00 on 30/09/2023. Patient assisted onto commode - noted moisture damage and a ??SDTI to sacrum. 		Already nursed on repose mattress. Repositioned on trolley. Skin bundle and skeletal charts updated. Datix and passport done. Family updated.		Pressure Damage, Moisture Damage		Suspected deep tissue injury		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Low		Low		Low		FINDINGS
PU review
All appropriate care given to patient regular skin checks preformed and skin bundle completed
Patient nursed on repose mattress and advised to offload areas
Patient encouraged to do same
All encouragement and advice given

FURTHER ACTIONS
All necessary nursing care given to patient 
Regular skin checks preformed, and skin bundle updated
Patient nursed on pressure relieving mattress



		as above				as above		10/2/23		No

		39099				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge		9/30/23		9/30/23		19:52						Karen Thomas, Rachel Newton, Dr Kirsty Dickson Jardine		Patient is under the medics and has been in the Dept for 68hrs, is currently in Surge.
Patient is IDDM who is also on oral medication as well as Insulin, however he has not had his insulin for 3 days!  His daughter came to visit this afternoon and has asked if he has been having his insulin.  It had not been prescribed and no one had realised he was supposed to be having it, despite it being written by medics on their paperwork, that he is usually on insulin.
Nurses spoke to medics at 1600 and insulin was prescribed and given, apologies given to daughter from the medical doctor  		Doctor informed
Prescribed and given
Apologies given by medical doctor
NIC made aware		Medication, IV Fluids		Medication prescribing		Delay in prescribing		Moderate		Low														No

		39079				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow zone		9/30/23		9/30/23		12:30						Mrs Emma Cannon		when getting patient ready for ward transfer, the porter and I transferred the patient via bed transfer. when leaving the ward the patients right hand had got caught in-between the bed and the door frame when turning the corner. 
prior to the transfer we did take all precautions to maximise the patients safety and suggested to the patient to keep their arms by their side not over the bedrail however this still occurred. 
I instantly stopped the transfer to check for injuries. nurse in charge is aware as well as ward transferring to patient. 
family were present an apology was made to patient and family		nurse in charge has been made aware
initially there was slight swelling however I could not see anything else. 
on arrival to the ward, i noticed the patient baby finger sustained an injury causing a skin flap roughly 2cm in length. i cleaned the area, applied cool water and dressed with allevyn. 
the ward was aware and i have escalated this. 
skeletal chart to be updated		Accident, Injury		Contact with object or animal		Other		Low		None		Low		patient comforted, finger dressed, family and accepting ward aware of injury, skeletal chart updated.		all appropriate actions taken, dressing applied to hand, skeletal chart updated. family aware and accepting ward aware. 				nil lessons learned				No

		39102				Management review/Make it safe plus		Staff/Contractor		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Minor Injury Unit (MIU) - NPTH (from 5.12.22)		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Minor Injury Unit - NPTH		cubicle 1		9/30/23		9/30/23		19:24						Mr Kevin Randall, Mrs Rebecca Clarke		Child accompanied in triage by dad with history of unwitnessed fall walking down stairs. child hit head ? what on. 10 yr old brother heard him cry. dad thinks child fell down 2-3 steps maximum.
I informed dad that due to the injury being unwitnessed I would discuss with my colleagues but it is likely he will need to be seen in ED. I also informed dad that we have increased pressures due to shortage of staff and dept is closing at 9pm therefore redirection is also a possibility for patients this evening because of this. Dad became angry and got up with child and said that he would take him to A&E and that he wasn't going to wait if we weren't going to see him. I tried to calm him down and explain further and asked him to wait whilst I discussed his case and took his observations but he refused to listen to me and left the room before completing the triage assessment. My colleagues tried to speak to the dad in the main area to de-escalate the situation but he refused to listen. The dad said that he had been told when booking in that his child may not be seen due to the shortage of staff and that he had recorded it and that two people booking in afterwards had not been told the same information. The dad left with the child. 
		Nurse in charge aware. 
		Behaviour (including violence and aggression)		Inappropriate behaviour / attitude		Inappropriate behaviour / attitude		Low																No

		39081				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		yellow		9/30/23		9/30/23		13:00						Maria Briones, Marietta Tunay, Miss Nicola Caley, Miss Rhyanne Aston, Mrs Rachel Thomas, Mrs Sara Morgan		on checking the patients skin integrity post ambulance transfer onto the ward, it was noticed and handed over that the patient has sustained a G2 to the buttocks prior to admission. it had already been dressed with allevyn- will closely monitor		nurse in charge has been made aware
barrier cream applied to area
patient is on a trolley however with equity of the ward, has not yet got an air mattress will escalate for a bed
skin bundle and skeletal chart updated
will closely monitor 4 hourly. 		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer present before admission to this clinical care area/caseload		Low		Low														No

		39098				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/30/23		9/30/23								Mrs Hilary Thorne, Eloise Slee, Mrs Caroline Morton		On checking patient's pad and repositioning a small open blister approximately 1cm across was identified to the top of his sacrum.		Skin cleaned, appears to be scabbing, not sloughy or oozy so nil dressing applied at this stage.		Pressure Damage, Moisture Damage		Pressure ulcer category 2		Pressure ulcer developed or worsened during care in this clinical care area/caseload		Moderate																No

		39052				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / General Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward V		WC4		9/30/23		9/30/23		03:00				Mrs Caroline Riseley		Huw Collins		At around 0300hr, heard a loud bang on toilet, patient asking for help; staff immediately went, found patient lying on floor; stated did not hit his head, nor felt dizzy; blood was found on floor, minor skin tear to left arm; on call on ward when incident happened; observations taken while patient on floor and when back to chair; kept monitored		Observations taken
On call informed
Full assessment done
Dressings done on left arm for the sustained cut
Instructed patient to call once wants to go in the toilet
Call bell within reach
		Accident, Injury		Slip, trip or fall		Found on the floor		Low		None		None		Patient sustained unwitnessed fall in bathroom. No head injury, minor skin tear to arm which is being dressed.
Appropriate actions taken post fall, timely medical review carried out with nil actions.		Patient usually independent, had unwitnessed fall in bathroom.
Appropriate actions taken post fall, medical review undertaken.				Falls risk assessment to be completed within 6 hours of admission. Policy reinforced to staff.		10/4/23		No

		39069				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward S				9/30/23		9/30/23								Eloise Slee, Mrs Caroline Morton, Mrs Hilary Thorne		Patient was assisted by staff off the commode, upon cleaning his behind, his knees gave way and he fell down onto the floor. Witnessed fall.		Quick assessment to check for any pain/if he hit his head/any obvious injury. Asked patient if he could tell me in his own words what happened and he explained the above; healthcare who was assisting him confirmed. Full set of observations carried out. Patient said he did not feel he could safely get to his feet so hoist used to transfer back to bed. 		Accident, Injury		Slip, trip or fall		Fall from commode		Low		Low		None		The patient was admitted on 21/09/23 following a fall (and long lie), with Euglycemic DKA, AKI, UGI bleeding, treated for a likely pneumonia and had experienced a recent bereavement resulting in low mood (his wife died). The patient was prescribed a course of oral Co-trimoxazole antibiotics for CAP, which completed on 26/09/23. The patient was experiencing severe oesophagitis and a CT colonoscopy was requested and carried out on 24/09/23. The patient also has very poor eyesight and has expressed to staff that he is partially sighted in both eyes. 
The patient's baseline mobility when at home is; mobile independently around the home but rarely goes outside. 
This incident took place in the morning of 30/09/23 whilst the patient was with a member of staff being assisted with personal care interventions. The patient used a commode at the bedside and as the member of staff assisted with personal hygiene needs the patient stood from the commode holding on to his zimmer frame, lost his balance and dropped to his knees. The fall was witnessed and the patient did not bang his head. Other staff members were called and assisted the patient to his feet and then on to the bed. The patient was assessed by the nurse and then the ward doctor. He had no injuries resulting from this fall. He expressed feeling well and denied pain. Observations were taken and NEWS score was 1 (HR 71, BP 101/57). GCS was 15/15, PEARL. The ward doctor concluded that no action was required and for staff to monitor the patient whilst mobilising. Physiotherapist team reviewed the patient the day after the fall on 01/10/23 and the patient was keen to engage. They concluded the patient demonstrated good gait and used his zimmer frame assisted by 2.
It is likely that a combination of factors contributed to this incident; the recent poor health experienced by the patient (CAP, UGI bleeding) may have contributed to a decline in his capability to weight bear. On 02/10/23 the patient told the medical team that he was feeling "depressed" due to the recent loss of his wife. It is possible that feeling this way may have impacted the patient's physical health and well being and led to him falling. 
Fortunately, the fall was minor and there were no injuries sustained.   		The patient did not experience harm as a result of this fall. The zimmer frame was used appropriately during the personal hygiene interventions. The following day the physio team concluded that the patients mobility was steady and he had good gait. 
Staff involved in this incident were debriefed. 
Following this staff were asked to ensure the patient was feeling capable prior to standing and transferring. 				To ensure that staff assess the patients capability prior to mobilising and transferring. 				No
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Medication errors redacted.xlsx
Datix listing report

		ID		DWEB reference number (if applicable) 		Approval status		Who was affected?		Incident Service		Location of Incident		Exact location		Date Reported		Incident date		Time		Incident Reviewer  (EF)		Person Responsible for Closing the Incident		Investigator(s)		Description		Immediate Action Taken		Classification		Category		Sub Category		Reporters view on level of harm		Following the Initial/Management review, what level of adverse outcome was considered?		Severity of Incident Post Investigation		What were the findings of the management review?		Conclusion		Recommendations		Lessons learned		Closed		Is this related to Coronavirus/COVID 19 

		36989				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)		Green 13		9/4/23		9/4/23		08:58				Mrs Katrina Rees		Gemma Rees		Medications for this patient were potted through the prescription of Hepma. I asked patients name, DOB and allergy information, all were correct so gave the medications I had potted at 08:58. After the patient had taken the medications i had realised that i gave the wrong dose for METOLAZONE (XAQUA) - he was prescribed 2.5mg and i gave 5mg as the medication comes as 5mg tablets and I should of cut the medication to make 2.5mg. 		I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 		Medication, IV Fluids		Administration errors		Incorrect strength/dose		Moderate		Low		Low		Medications for this patient were potted through the prescription of Hepma. I asked patients name, DOB and allergy information, all were correct so gave the medications I had potted at 08:58. After the patient had taken the medications i had realised that i gave the wrong dose for METOLAZONE (XAQUA) - he was prescribed 2.5mg and i gave 5mg as the medication comes as 5mg tablets and I should of cut the medication to make 2.5mg. 		I immediately informed the patient and he also stated that it should've been half a tablet. Then I informed Doctors looking after him and they stated that not to worry just do frequent measurement of his blood pressure and to inform them of any drop in systolic blood pressure. I also then informed sister and sister in charge. Then completed this Datix. I am continuing to monitor blood pressure every 30 mins.  
I am already up to date with medications management on ESR 				double check prescription doses
knowing the importance of giving the correct does and its implications.
		9/10/23		No

		37244				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Burns & Plastic Surgery		Swansea Bay UHB / Hospitals / Morriston Hospital / Powys Ward		Plastic Surgery Monitoring Unit		9/6/23		9/6/23		10:00						Mr Jason Preece, Mrs Sharron Boyce		I gave Patient 10mgs of Zomorph as prescribed on medication chart.  When seen by Acute Pain Team in the afternoon while I was on break, it was realised and handed over to colleague that I should not have given while Patient was on a PCA. 		Nil ordered from Acute pain team, Band 6 on ward notified, advised to complete Datex. 
Patient comfortable, alert and orientated.
PCA taken down, Zomorph 20mgs now prescribed.		Medication, IV Fluids		Administration errors		Administration of contraindicated medicine		None				None		Zomorph 10mgs given whilst on PCA as reported-both not to be given together usually.
Zomorph 10 mgs ideally should have been crossed off to avoid such an episode, however staff member fully aware not to give when PCA in situ unless otherwise stipulated on chart/by team and has honestly and openly admitted this.
No harm to patient
Pain team informed- nil ordered
		Staff error in giving Zomorph
? Prescriptors error in not omitting Zomorph while on PCA				As per 'Recommendations' above				No

		37544				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiothoracic		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac High Dependancy Unit		cardiac high dependency unit		9/10/23		9/10/23		08:00				Mrs Helen Thomas		Carly Mcneil		Whilst using hepma system to administer oral medication, accidentally gave the medication for the person  next door to the wrong patient, fortunately, the oral medication was identical to that prescribed for both patients. I performed a set of observations and informed the surgical registrar immediately, who examined the patient and documented the incident in the patient notes. I then informed and reassured the patient who was understanding. I then informed the coordinator.
the medication administered was as follows Carbocystine 750mg, amiodarone 200mg, clexane 40 mg and frusemide 40mg.

the nurse who was responsible for the aforementioned incident was Michael Roberts. he was unable to log into the datix system.		as above I will write a reflective account of the aforementioned incident, update my hepma training and ensure that lessons are learned regarding my clinical practice.		Medication, IV Fluids		Administration errors		Incorrect patient/service user		None		None		Low		nurse gave wrong medication to wrong patient using the HEPMA system. patient was reviewed by medical team promptly and patient informed. patient monitored closely for two hours.  		wrong medication given to a patient via HEPMA system. quick review of patient by medical team. patient closely monitored. patient informed
nurse is going to undertake a reflective account on the situation.
re educate themselves with HEPMA e learning 
lessons learnt regarding the five R's				nurse re educated on the importance of checking and double checking they have the right medication for the right patient 
nurse re-educates themselves with HEPMA training video		10/10/23		No

		37754				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Gastroenterology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/12/23		9/11/23		10:30						Alison Williams, Miss Melissa Rogers, Mrs Anna-Marie Griffiths, Mrs Tanya Fuller, Olivia Rees		patient has clinical history of adrenal insufficiency and takes oral hydrocortisone 20mg TDS. 
Stock was ordered on 08/09/23 and assumed delivered to ward, HEPMA records state medication unavailable for 2 doses on 08/06/23 and 1 dose as unable to be given. 09/09/23 - 10/09/23 6 doses reported as medication unavailable on HEPMA and night dose on 10/09/23 is noted as patient refused. 
Box of mediation located in patient locker dispensed on 10/09/23.
As a result the patient missed a total of 9 doses and fell into Addisonian crisis becoming clinically unwell and requiring IVI and IV antibiotic treatment.  		Medics notified of change in clinical presentation and NOK confirmed symptoms of Addisonian crisis 
Box of mediation located in patient locker dispensed on 10/09/23, unable to locate medication dispensed on 08/09/23
duty of candour enacted and discussion held with family 
repeat bloods taken 
patient on hourly observations 
discussion held with pharmacy 
additional warning of critical medication added to HEPMA and handover sheet 
		Medication, IV Fluids		Administration errors		Delayed administration		Moderate		Severe														No

		37735				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		North 12		9/12/23		9/12/23		11:00				Bethan James		Mr Arturo Sanorjo Jr		Myself and a colleague checked a bag of fluids to start a patient on a DKA protocol. The bag of fluid was meant to be NaCl 0.9% with 20mmol of K+. We unfortunately put the wrong fluids up which was, NaCl 0.15% with 20mmol of K+ and Glucose 5%. 		The entire bag had run through as the bag was to be infused over an hour. It was noticed by the nurse removing the bag to start a new bag of fluid. She informed myself and the colleague who started the bag of fluid and I informed the nurse in charge. My colleague has informed the patient.		Medication, IV Fluids		Administration errors		Incorrect medication/fluid		None		None		None		This is genuinely human error, both staff followed the policy when they checked the IV fluids. They both demonstrated that they have learned from their mistake and be more vigilant in checking IV's.		This is mainly a human error. Both staff involved followed the policy when checking IV's and both of them checked it properly but misread the bag of fluid. There was no harm came to patient. I am satisfied that both of the staff involved has learned from their mistake and it was evident on their statement. They immediately admitted their mistake and will be more vigilant next time when reading and checking the name on the bag of fluids.				To be more vigilant and careful when reading  and checking the label on the bag of fluid. 		10/3/23		No

		38461				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Coronary Care Unit				9/22/23		9/21/23		18:15				Mrs Gwennan Hall		Jade Stamate, Mrs Dayana Francis		Patient was diagnosed with bilateral PE on 21/09/23. It was handed over by the nurse in charge on the overview that patient had IV Heparin given and for  APTTR after 6hrs AT 12:15 AM and depends on the APTTR will decide on thrombolysis. After overview the  allocated  staff took individual handover from the day staff and this was handed over to her that the infusion was given over an hour and to repeat APTTR at 12:15 HRS. After the hand over myself and the nurse together asked the day staff is the patient on Heparin infusion and he said clearly not for infusion, given it over an hour and to repeat APTTR.

APTTR was checked at 12:15 hrs as advised and the report came back as1.6 and the doctor said to continue same rate of infusion and I said patient is not on infusion as per the handover from day staff.
Checked the prescription chart and it was prescribed as 1800 units per hour. but it was given as 20ml started at 18:15hrs and finished at 19:15 hrs. It was also documented that patient had 18ml of heparin on the fluid balance chart and also on WNCR. Heparin comes in 20,000 units in 20ml for infusion so if this was given 18ml from this it would have been 18,000 units instead of 1,800units. This needs to be confirmed with the nurses who administered and also no heparin infusion started after this.

		Informed SPR on call who kindly came and reviewed the situation and it was very confusing from the start of the prescription. SPR Informed the patient regarding the incident and apologised to patient.
Advised to start on heparin infusion 1.5ml/hr according to patient weight and repeat APTTR AND FBC in 2Hrs.
Monitor sign of any bleeding.		Medication, IV Fluids		Administration errors		Incorrect rate of administration		Severe		Low		Low		IV Heparin prescribed for patient to treat PE, handed over and prescribed by SPR on call to give 1800 units per hour. The dose of IV heparin is 20,000 units in 20ml meaning there is 1000 units per 1ml. Nurse in question had stated that he had misinterpreted the SpR in saying 1800 units over the hour which in hindsight is correct, however had given 18000 units over the hour instead of 1800 thinking there was 2000 units in the syringe not 20,000 despite being checked with x2 nurses the dosage and it being prescribed correctly. Nurse in question gave the infusion over the hour but second nurse got called away and didn't check the pump for the administration rate

Patient monitored closely overnight for bleeding 
Patient informed as soon as incident noted after handover to night staff
Plan was to check APPTr at 00:15 which was in range at 1.6 		Drug error, prescribed and drawn up correctly but administered incorrectly
Communication error as nurse in question had specified 1.8mlhr he misinterpreted the Dr saying 1800 units over the hour not per hour however 1800 units is 1.8ml and not 18ml as on infusion chart it states 1000 units = 1ml.
Conversation had with reg,nurse and nurse in charge regarding the correct dosing prior to the incident 
DOC discussion had with patient about the drug error				Thorough checks of dosage and infusion rate before giving administered.  
Ensure that the right medication, in the right dose, is given to the right patient by the right route at the right time
Always two nurses at bed side checks for pumps 
Policy is that on completion of the checks by both registrants administration can be a single registrant procedure however in a critical care area and when the dose is related to body weight is must be prepared and administered by 2 nurse 
Volume and infusion rate on Doctor prescription but not dose of heparin although it is documented on heparin chart		10/9/23		No

		38501				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/22/23		9/22/23		08:00				Mrs Helen Thomas		Bethan James		The patient was due for a CT Colon today but due to the staff nurse caring for the patient yesterday not giving the patient the preparation medication this has resulted in him having to have his procedure delayed and this has resulted in him having an extended hospital stay. Patient was not very happy and reminded me about the medication. Nurse contacted CT regarding this and asked for an opinion.   		CT Colon was cancelled and re-arranged for Monday at 10am and patient informed. 		Medication, IV Fluids		Administration errors		Delayed administration		None		None		Low		patient was admitted on 30.98.23 with a pre syncopal event 
past medical history - pyoderna gangrenosum, hypertension asthma leg ulcers 
patient had an ogd on 20.9.23 showed a hiatus hernia and a biopsy was done 
was then for a ct colon - required prep prior to the procedure - prep had to be prescribed 
doctor did prescribe the prep however it was prescribed on the stat side of hepma not as several stat doses at a certain time 
therefore the nurse in looking after the patient did not give the prep pre procedure 
		no harm to the patient
patient procedure postponed 				nurses to check all sections of hepma when giving out medications 
		10/10/23		No

		38720				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Clydach Ward				9/26/23		9/24/23						Sister Claire Williams		Ffion Thomas, Sister Claire Williams		Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
		Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 		Medication, IV Fluids		Administration errors		Omitted medication		None		None		None		Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 		Patient was prescribed warfarin & tinzaparin to bridge warfarin until INR became within normal range. This was missed by a junior member of staff (band 5). It was communicated to nurse in charge who advised to clarify with the team SHO as this is something that is not usually administered together unless instructed. This seems to have miss communicated between staff members as this was not escalated to the appropriate team and the staff member took it upon herself to omit the prescription and hand over its not to be given. 
Team informed 
INR currently remains low, continue to bridge with tinzaparin
Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 				Recent anticoagulation training was undertaken for the member of staff dated 14/9
Staff educated on the importance of the prescription omit & further education provided. 
NIL harm noted 		10/4/23		No

		38983				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Orthopaedics		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward W				9/29/23		9/29/23								Mr Jonathan Phillips		Patient stated to night staff that he received an Oral antibiotic during the evening medication round (28.09.2023). Patient is not prescribed any oral antibiotics		Dr was informed by night staff who stated he was not concerned as patient has no known drug allergies. 
No documentation of review 
Charge nurse informed on the morning of 29.09.2023 
Checked medication charts: 
Levofloxacin is prescribed for Cubicle 8 and appears to have been arrowed down from evening administration to night time and then signed for. Charge nurse spoke to patient in cubicle 8 who states he never received medication. Patient in cubicle 7 states he received a "small orange or pink tablet on it's own" during the evening medication round 		Medication, IV Fluids		Administration errors		Incorrect patient/service user		Low		None		None		Low staffing levels this day meant that we had to move staff from Ward B to cover Ward W on a long day and the Nurse covering ward Manager was the 4th on duty in the morning and 3rd in the afternoon. 
I have spoken to both staff nurses on duty covering Beds 1 - 8 during the time of the incident. 
One was a staff nurse sent to Ward W from ward B (Jazmine Hill) and the other is a newly qualified staff nurse (Aibgail Liney)
Abigail states that she did not administer medications during the evening round 
Jazmine states that she definitely gave the correct medication to the correct patient 
I have spoken to Paul Swain who states that "a nurse came into my room and said here's the tablet I couldn't give you earlier" and handed him "a single orange tablet in a pot on it's own" 
I have also spoken to Stephen Florence who stated that the nurse "only gave me the two paracetamol and two Fusidic Acid" 		N/A				N/A				No

		39046				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Vascular		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward T				9/30/23		9/29/23		18:09						Niamh Parry, Mrs Sallyanne Greenfield		Patient had multiple hypoglycaemia episodes whilst on variable rate insulin on the ward. This was escalated to anaesthetic team and surgical oncall teams and surgical SHO prescribed IV treatment with dextrose 20%. This was because patient had been nil by mouth prior to surgery. Despite this being prescribed, the patient was sent for theatre and his blood sugar was 3.2. When the ward staff were questioned about this, they said they could not find the prescribed concentration of dextrose and had therefore not administered it, despite not informing his surgical team. This meant the patient had hypoglycaemia from 18:32-23:30.		The anaesthetic team administered glucose intravenously, to raise the patient's glucose, making him suitable to undergo his much needed operation. At the time of arrival into theatre, the patient was shivering and felt nauseous, this may have been exacerbated by the hypoglycaemia. 		Medication, IV Fluids		Administration errors		Omitted medication		Moderate																No

		39100				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge		9/30/23		9/30/23		19:00						Rachel Newton, Claire Herbert		Patient has been in the Dept for 82hrs, under the medics

Issues with IV Pabrinex and PO Omeprazole on medication chart
Pabrinex initially written up twice a day then changed on 29/09 to 3 times a day, but some days has only had it once or twice so missing doses on chart with no explanations as to why.
Omeprazole written up twice a day and not given at night for 3 nights, again with no explanation given, on 29th not given at all		NIC made aware
Handed over to staff looking after patient 		Medication, IV Fluids		Administration errors		Delayed administration		Moderate																No

		37944				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 4				9/14/23		9/14/23		09:15						Dr Lewys Richmond, Lucy Stacey		Patient listed for Lap hemicolectomy.
Arrived in theatre. Spinal diamorphine inserted uneventfully.
Laid flat for GA. 
TIVA anaesthetic - propofol and remifentanil. Rocuronium NMB.
Sats stopped reading after induction (no drop just instantaneous not reading).
Intubated. EtCO2 present.
BP cuff cycled - unable to record but still EtCO2.
Metaraminol 0.5mg given - BP still cycling.
No central pulse - CPR commenced, help called		Adrenaline 100mcg given ? anaphylaxis
Fluids and head down position
CPR for aprox 1 minute then central pulse palpable. 
Pulse palpable continuously after this but further drop in BP treated with metaraminol and 1 further dose adrenaline 100microgrammes IV.		Medication, IV Fluids		Allergic / Adverse reaction (unknown previously)		Allergic / Adverse reaction (not blood products)		Severe																No

		38648				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Office				9/25/23		5/22/23								Mrs Suzanne Holloway, Laura Wilson, Robert Powell		Patient letter was recorded against incorrect patient and Consultant which resulted in a patient being prescribed an incorrect drug		Letter was deleted at the time, however letter was still available within the GP system which was printed their end and any medication changes actioned. Patient contacted to advise they have been taking Nortriptyline  when they shouldn't have been		Medication, IV Fluids		Medication documentation errors		Incorrect/omitted patient/service user/ward/clinical area supplied		Moderate		Moderate														No

		37496				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 3				9/9/23		9/8/23		10:00						Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Dean Williams		Patient on IV clindamycin 600mg and Intravenous Ciprofloxacin 400mg. Intravenous clindamycin given as prescribed approximately 06:00am on 8/9/21. Intravenous ciprofloxacin given approximately 22:00pm on 7/9/23 and therefore was not due in till 10am on 8/9/23. This handed over to day staff. 
Informed by day staff that patient had gone to theatre approximately 09:45 prior to Ciprofloxacin dose after staff had prepared, checked and the checker had signed the chart. The checker of the intravenous antibiotic had reportedly crossed her signature off the drug chart prior to patient leaving for theatre as intravenous antibiotic Ciprofloxacin not given. 
The Clindamycin Intravenous medication was signed for as it was given to patient earlier that morning by night staff. 
Reported by day ward staff that when patient went to theatre, theatre staff had challenged ward staff to why Ciprofloxacin was not given. Staff explained it was due at 10am. Ward sister then contacted theatre staff to discuss the matter.
Informed by ward sister that patient reportedly told theatre staff that patient had not had any antibiotics earlier that morning. When patient returned from theatre with drug chart the signatures for the 06:30am intravenous Clindamycin which had been given by night staff were crossed off reportedly by theatre staff, and theatre staff had administered another Intravenous antibiotic Cefuroxime 1.5g. 
		Reported to Junior sister of ward. Doctor on call informed by day ward staff. Day ward staff reported they had been advised not to administer intravenous Clindamycin 600mg at midday by Doctor and to observe for any changes to patients condition. Doctor advised day ward staff to administer Intravenous Clindamycin 600mg and Ciprofloxacin 400mg at bedtime. 		Medication, IV Fluids		Medication documentation errors		Inappropriate record retention/destruction		Moderate																No

		37660				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward R				9/11/23		8/27/23		18:00						Samantha Evans, Nerys Jones, Julius OBANA		Patient missed 2 days of warfarin. Patient had a HEPMA chart for all regular medications apart from warfarin which was prescribed on paper.		Pharmacist discussed with doctor on the ward, unable to chart on HEPMA when rest of the paper chart was transcribed as they were still waiting for the INR result. This was passed onto on call who reviewed and prescribed for the Friday and Saturday night but not after that. INR checked on the Tuesday when error was noticed and was in range, therefore bridging therapy not required.

Pharmacist then spoke with Sister on the ward to make them aware of the incident.		Medication, IV Fluids		Medication prescribing		Delay in prescribing		Low		Low														No

		39099				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		Surge		9/30/23		9/30/23		19:52						Karen Thomas, Rachel Newton, Dr Kirsty Dickson Jardine		Patient is under the medics and has been in the Dept for 68hrs, is currently in Surge.
Patient is IDDM who is also on oral medication as well as Insulin, however he has not had his insulin for 3 days!  His daughter came to visit this afternoon and has asked if he has been having his insulin.  It had not been prescribed and no one had realised he was supposed to be having it, despite it being written by medics on their paperwork, that he is usually on insulin.
Nurses spoke to medics at 1600 and insulin was prescribed and given, apologies given to daughter from the medical doctor  		Doctor informed
Prescribed and given
Apologies given by medical doctor
NIC made aware		Medication, IV Fluids		Medication prescribing		Delay in prescribing		Moderate		Low														No

		37842				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Anaesthetics		Swansea Bay UHB / Hospitals / Morriston Hospital / Tempest ICU		room 5		9/13/23		9/13/23		11:00						Dr Lewys Richmond, Dr Owen McIntyre		Verbal instruction to administer phosphate replacement but prescription error on regular infusion chart: "Potassium chloride" signed for, instead of "sodium glycophosphate". 
Potassium replacement commenced.		Potassium infusion noticed at 13:30.
Infusion stopped immediately and prescription error noted.
ABG taken to check levels - within normal range (4.6)
Phosphate replacement commenced		Medication, IV Fluids		Medication prescribing error		Incorrect medication/fluid		None		None														No

		37970				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		cubicle 2		9/14/23		9/14/23		16:00				Rachel Newton		Laura George Hennah, Claire Herbert		Medical consultant has noted that pt given methotrexate whilst C diff positive. Apparently contraindicated.		DOctor and nurse in charge aware. Patient reviewed.		Medication, IV Fluids		Medication prescribing error		Contraindication - clinical condition		Low		Low		None		ED notes reviewed - documented that patient was administered own methotrexate prior to diagnosis of C.Diff being received.  ED was not made aware of diagnosis by lab - patient's son was contacted by staff on AMU where patient had been a patient recently. who advised him there was medication ready for her as she had c.Diff.  		ED notes reviewed - documented that patient was administered own methotrexate prior to diagnosis of C.Diff being received.  ED was not made aware of diagnosis by lab - patient's son was contacted by staff on AMU where patient had been a patient recently. who advised him there was medication ready for her as she had c.Diff.  				Nil		9/28/23		No

		37991				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department				9/15/23		9/15/23		04:20						Ryan Lane, Mrs Tracey Roberts		patient was given fosfomycin dated 14/9 13:55 and another  prescribed 17/9 as stat but adminstered also at 14/9 at 20:30,this incident noticed at 0420 when looking at the notes		obs was checked,medics informed-no further action but to do IR and also NIC aware		Medication, IV Fluids		Medication prescribing error		Incorrect/omitted timing of dose		Low		Low														No

		38768				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Diabetes and Endocrine (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardigan Ward				9/26/23		9/26/23		15:45				Mrs Lisa Morris		Greeshma Sibi, Mrs Lisa Morris, Mrs Sharon Howells		Telephone call to patient , he has gone home with his usual insulin , and also Novorapid , he had this as PRN while on cardigan ward.		I have told the patient to throw the Novorapid in his sharps in , and to not use it. 		Medication, IV Fluids		Medication prescribing error		Incorrect medication/fluid		Moderate		Low		Low		Ward sister spoke to the diabetic team as soon as datix came in as the datix was not very clear on the details of the patient that was discharged. During that conversation the ward sister found out the identity of the patient involved. Ward sister spoke to the renal pharmacist who has already spoken with the diabetic team, renal pharmacist has confirmed the identity of the patient. Ward sister spoke as well to the staff nurse who discharged the patient. Staff nurse was asked to make a statement which will be attached to the datix.

On investigation, it was learned that: 

1. Patient was self-administering insulin in the ward supervised by staff. He was on Humulin M3 BD and on prn Novorapid.

2. Patient was discharged from the ward on 21/09/2023. He was seen by the diabetic nurses on discharge and sensor was put in. Patient was able to administer his own insulin and the diabetic team was happy for him to do so. District nurses have been booked to go in a week after discharge to change the sensor. 

3. Patient was discharged late in the day and was picked up by family. All TTOs given to patient by the discharging nurse.

4. As per staff nurse’s statement, the take home medications had arrived on the ward in a brown paper pharmaceutical bag. Staff nurse checked to make sure that the patient information leaflet was in the bag along with the medications. Staff nurse did not notice that a Novorapid insulin pen was with the medications, nor did he put a Novorapid pen into the take home medications bag. 

5. As per pharmacy statement, the incident is most likely a human error as Novorapid is not documented and should not be a take home medication. Circumstances paint an unclear picture as to why it got in the patient’s take home bag.

6. As per statement from the diabetic nurse, the patient has been instructed to discard the Novorapid pen, which the patient did. The patient did not administer it on himself and was unharmed.
		Following the investigation, it has not been very clear as to how the medication that was not supposed to be included in the TTOs was included in the bag with TTOs but it was clear that the incident resulted from failure to thoroughly check the patient's take home medications. This will be a learning experience for staff and the MDT in general upon which we could improve our practices.				The incident could have been avoided if the TTOs were thoroughly checked by both pharmacy and the staff nurse who discharged the patient.		10/10/23		No

		39023				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Cardiac Short Stay Unit		Bed9		9/29/23		9/28/23						Mr Richard Walters		Catherine Allen, Dr James Barry		Patient was admitted from A&E on 28/09/23 and was commenced on HEPMA. Today 29/09/23 it was noted that none of her regular medication had been administered including diabetes medication and insulin. 		Dr's were made aware and I discussed this with the diabetic nurse specialist who advised what I administer the insulin. 		Medication, IV Fluids		Medication prescribing error		Omitted medicine		Low		Low		None		The admitting doctors did not prescribe her regular medication. Patients BMs were elevated and then it was noted that she was an insulin dependent diabetic. Later in the afternoon, the patient queried her medication with the nursing staff and the doctors were called to amend HEPMA		Doctors need to ensure they are reviewing patients medications on admission and prescribing accordingly				To ensure staff are aware of medical history and be mindful when giving out medications, particularly if they are insulin dependent. Importance of closely monitoring blood sugars. To check with the patient if the medications administered seem to correspond with their usual medication. Doctors need to ensure the pre admission medications are prescribed on admission		10/4/23		No

		37841				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Intensive Care		Swansea Bay UHB / Hospitals / Morriston Hospital / General Intensive Therapy Unit		ITU South		9/13/23		9/13/23		07:50				Bethan James		Mr Edward Smale		During Control Drug checks in the morning, opened the pack to check Fentanyl 500mg vial with colleague, when a loose vial was in a full 10 vial box, fell out of box and onto the floor. top snapped off. 		Nurse in charge informed. 
Documented clearly in CD book along with CD wastage page documentation. 
Pharmacist made aware and have seen the snapped bottle with liquid and discarded appropriately. 		Medication, IV Fluids		Medication storage, security and disposal		Spillage		None				None		The nurses involved in this accident called me straight away when it happened.   They were very apologetic.  We occasionally have incidences when ampules accidentally fall to the floor.  We encourage nurses to be very careful when stock checking and handling ampules.  That said there is always situations where accidents happen.  Both nurses are extremely hard working careful when carrying out tasks.  		From time to time ampules are dropped and broken.  That said we ask are team to work slowly and safely, being very careful with controlled drugs. 				As above 		10/3/23		No

		38176				Management review/Make it safe plus		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 16				9/18/23		9/18/23								Dean Williams, Mrs Johanna Banks		MORPHINE BOX FELL OUT OF CONTRTOLLED DRUG CUPBOARD DURING MORNING DRUG CHECK. WITNESSED BY TWO REGISTERED PRACTITIONERS. 		COMPLETED DRUG CHECK. REPORTED TO LINE MANAGER AND PHARMACY. 		Medication, IV Fluids		Medication storage, security and disposal		Spillage		None																No

		38928				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Elderly Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward D		Zone 3 - Bed 3.2		9/28/23		9/28/23		13:52						Miss Louise Horton, Mrs Phylippa Thomas-Dyer, Natalee Parsons		Patient was complaining that she had her purse taken / lost. She then started looking through her holdall bag. at this point I noticed that she had taken out a hospital dinner knife - mental. I then offered to assist her in checking her property. After all checks discovered 2 dinner knifes, 1 spoon and 2 forks. Furthermore, in a Quality Street tin there were a strip of 5 salbutamol pods. 		I took the cutlery and medications away, asked the nurse in that zone if the patient was on salbutamol to establish if she was on medication as it had become apparent from being with her today that she has be taking things from other peoples areas. Have also informed the nurse in charge of the discovery.  		Medication, IV Fluids		Medication storage, security and disposal		Medication left unattended		Low		Low														No

		36770				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 9				9/1/23		8/31/23		21:30						Dean Williams, Dr Lewys Richmond, Dr Tracey Wall, Mrs Johanna Banks, Stuart Hughes		Patient received from recovery. Handed over epidural with recovery nurse. Identified that prescription stated Fentanyl 2mg with Levobupivacaine 0/1%, however there was Fentanyl 2mcg with Bupivacaine running.  		Changed epidural bag to Fentanyl 2mcg with Levobupivacaine 0.1% as stated on prescription.  		Medication, IV Fluids		Medication supply errors		Issue errors - Medication supplied that was not prescribed		Low		Low														No

		38167				New Incident		Patient/Service User		Swansea Bay UHB / Neath Port Talbot Hospital Service Delivery Unit / Orthopaedics		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Ward E (from 1.11.22)				9/18/23		9/14/23								Ms Rita Chohan		Elective total hip replacement 13/9/23 and discharged 14/9/23. 
Past medical history of Type 2 diabetes (on Empagliflozin (SGLT-2 inhibitor), Ozempic and metformin)
Took SGLT-2 inhibitor day of surgery (day of admission patient and not told to stop in pre-assessment)
Consideration of deferring case but had waited many years for hip replacement
Patient states limited food intake when at home (not sure on food intake when on ward)
Uncertain if ketones measured on ward
Became very unwell over coming days
Presented to ED with profound metabolic acidosis (pH <6.8 for several hours) secondary to diabetic ketoacidosis (almost euglycemic) related to SGLT-2 therapy

Patient states that they were not aware of signs/symptoms of DKA either when commenced on therapy by primary care or risks after major surgery and how to manage if reduced oral intake

Case discussed via email with surgeon, anaesthetists and pre-operative assessment anaesthetic lead and agreed that submitting an IR1 will allow tracking of any learning between multidisciplinary teams in this case and implementation of improvements to peri-operative pathways if applicable to reduce risk of future occurrences.

Yellow card has been submitted with patient consent.
Patient is aware that an incident form has been generated to ascertain if there is any learning from this known side effect of the medication and is thankful for us doing this (she blames herself).

Admitted to ICU for ongoing management of the DKA and should make a full recovery. Listed as moderate severity due to severity of illness, unplanned ICU admission and likely unexpected >4 day hospital stay.		see above		Medication, IV Fluids		Medicines advice errors		Advice not given		Moderate		Moderate														No

		36842				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Anglesey Ward(Morriston)				9/1/23		8/31/23		11:00				Mrs Katrina Rees		Miss Cleo Purchase, Morag O'gorman		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed three doses PO Trimethoprim		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
The patient has missed three doses PO Trimethoprim
No pharmacy cover at time of incident 
New doctors, and new consultant cover 		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team.
As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
The patient has missed three doses PO Trimethoprim
No pharmacy cover at time of incident  which has been implemented from  the 12th September 2023 
Change over of doctors & consultant cover
amalgamation of two wards, firstly relied heavily on agency staff and then introduction of tawe staff to a new area 				Ward area needs pharmacy cover 
doctors need to be following the Health Board's agreed protocol for ARK (Antibiotic Review Kit) 
nurses need to be aware of the Health Board's agreed protocol for ARK (Antibiotic Review Kit) and prompt questions before treatment is given 
		9/14/23		No

		36980				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/4/23		9/4/23		11:25						Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses PO Flucloxacillin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		36976				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Respiratory Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward J				9/4/23		9/4/23		11:20						Mrs Sian Ackland, Mrs Samantha Francis, Mrs Andrea Thomas		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 8 doses PO Amoxicillin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		37221				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/6/23		9/6/23		15:30				Mrs Katrina Rees		June Quiambao, Mrs Marites Colarina, Nathan Riddle		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses of Azithromycin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports.		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		Azithromycin automatically held by HEPMA.
Medications not reviewed and later discontinued		Staff not aware that anti-biotic reports available using the antibiotic reports on a daily basis .				Education of staff on how to access anti-biotic reports		9/19/23		No

		37439				Closed		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Neurology		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/8/23		9/6/23		22:05				Mrs Katrina Rees		Mrs Marites Colarina		Controlled drug medication, Zomorph was inappropriately transferred, incorrect number entered and carried over page not identified at that time. Entered 56 rather than 46. This was noted during next dose administration.

		Medication was counted and correctly entered at time of discovery.		Medication, IV Fluids		Monitoring errors		Inappropriate response/action		None				None		Controlled drug was  inappropriately transferred, incorrect number entered and carried over page not identified at that time. Entered 56 rather than 46.
This was corrected in timely manner and reported.		No harm caused, inappropriate entry was corrected.				Feedback to staff.		9/26/23		No

		37209				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Dan Danino Ward				9/6/23		9/6/23		15:00				Mrs Helen Thomas		Mrs klare Rogers		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed two doses Doxycycline		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 
		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		Antibiotics not reviewed appropriately by the medical team.
		medical team reminded to review all of patients medications prescription.				doctors to review the medications		9/19/23		No

		37226				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Surgery / Cardiology		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward C				9/6/23		9/6/23		15:35				Mrs Helen Thomas		Bethan James		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed four doses of Ceftriaxone		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		patient was admitted on 4.8.23 with increased confusion and multiple falls at home. the patient has been diagnosed with infective endocarditis from the permanent pacemaker, after having positive blood cultures, and was commenced iv amoxicillin 2g qds after discussion with infectious diseases.
after further discussion with infectious diseases the patient was also started on iv ceftriazone bd on 1.9.23
the second antibiotic was given for 3 days and then stoped as per ark protocol
hepma team contacted the ward on 6.9.23 in regards to the antibiotic having been stopped and not reviewed 
iv ceftriazone was restarted on 6.9.23
		the need for further education for both the medical and nursing team 				the need for better access and education to the antibiotic report via signal
for nurses and doctors to liase regarding the reviewing of antibiotics prior to 72 hours 		9/19/23		No

		37642				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/11/23		9/11/23		11:58				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 2 doses PO Doxycycline. 		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 2 doses PO Doxycycline. 		patient missed 2 doses of oral antibiotic which were reviewed on Monday and carried on, she was provided 2 additional doses on discharge  				doctors to review prescriptions prior to weekend 		9/13/23		No

		37647				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Gower Ward				9/11/23		9/11/23		12:16				Mrs Katrina Rees		Mrs Marites Colarina		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
 The patient has missed 4 doses PO Co-Trimoxazole		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		Low		Antibiotic was not reviewed after 72 hours as per heath board's  ARK protocol  which was intended to be given for 5 days therefore missed last 4 doses. Patient medically stable and no further harm caused.
		Patient missed 4 doses of antibiotic, no harm caused, patient is medically stable.				Medical and nursing team to review antibiotic within 72 hours as per protocol.		9/13/23		No

		37639				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/11/23		9/11/23		11:45				Mrs Katrina Rees		Marietta Tunay, Miss Nicola Caley, Mrs Rachel Thomas, Mrs Sara Morgan		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses IV Tazocin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		Low		None		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses IV Tazocin		 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 				 Will inform the consultants 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		9/19/23		No

		37641				Closed		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/11/23		9/11/23		11:52				Mrs Katrina Rees		Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses IV Flucloxacillin. 		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 7 doses IV Flucloxacillin. 		therapy was to be discontinued but not stopped prior to suspension 				review of medications prior to weekend 		9/13/23		No

		37969				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Emergency Department (ED) (from 5.12.22)		Swansea Bay UHB / Hospitals / Morriston Hospital / Emergency Department		ED		9/14/23		9/13/23		22:30						Ryan Lane		Noticed that the patient had received three dose of IV gentamicin without levels being taken.		Nurse in charge and doctor aware. Bloods and levels sent.		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		38845				Awaiting Closure		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / General Medicine		Swansea Bay UHB / Hospitals / Morriston Hospital / Ward G				9/27/23		9/27/23		14:15						Alison Williams, Miss Melissa Rogers, Mrs Tanya Fuller		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses Ciprofloxacin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None		None		System suspended antibiotics as per ark policy		Hepna system automatically suspends abx 72 hrs after commencing no notice sent. 				Medical team reminded to review antibiotics 72hrs after commencing. 
Notice on ward to remind staff. 				No

		38842				Under Investigation		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / Medicine / Acute Medical Unit (AMU)		Swansea Bay UHB / Hospitals / Morriston Hospital / Acute Medical Unit (AMU)				9/27/23		9/27/23		14:07						Mrs Sara Morgan, Miss Nicola Caley, Mrs Rachel Thomas, Marietta Tunay, Maria Briones		This patients' antibiotics were not reviewed within the first 72 hours by the clinical team. As a consequence, the antibiotic prescription suspended as per the Health Board's agreed protocol for ARK (Antibiotic Review Kit) to encourage consistent review of all antibiotic prescriptions. 
The patient has missed 4 doses Nitrofurantoin		This patient has now missed at least 24 hours of antibiotics and the clinical teams have been alerted by the HEPMA team to the need to review urgently.
 
The clinical team should be reminded of the importance of using the antibiotic reports on a daily basis and before weekends to ensure all antibiotics are reviewed and actioned within the first 72 hours to avoid missed doses. These reports can be accessed via Signal by clicking on your user details in the top right-hand corner,  selecting links and then HEPMA reports. 		Medication, IV Fluids		Monitoring errors		Failure to undertake appropriate monitoring		None		None														No

		36765				Management review/Make it safe plus		Patient/Service User		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Morriston Hospital / Theatre 9				9/1/23		8/31/23		21:30						Dean Williams, Dr Lewys Richmond, Stuart Hughes		Patient received from Recovery nurse. Patient was handed over on noradrenaline. No drug additive label attached to Noradrenaline syringe. 		Identified by NIC on CITU. Raised issue with recovery nurse who was unaware, as came from theatre with it.
New Noradrenaline drawn up with label attached. 		Medication, IV Fluids		Preparation errors		No label on prepared medication		None																No

		38041				Under Investigation		Organisation		Swansea Bay UHB / Morriston Hospital Service Delivery Unit / CSS / Theatres		Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Theatre Reception		theatre 6		9/15/23		9/15/23		15:30						Joanne Phillips		When removing an ampoule of fentanyl from the packaging, the ampoule fell to the floor and broke.		Band 6 anaesthetics and recovery nurse informed. Pharmacy informed. Pharmacist attended and witnessed the destruction of the remaining drug and completed the cd book.		Medication, IV Fluids		Preparation errors		Accidental breakage of phial		None																No
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Datix listing report

		ID		Ref		Title		Approval status		Handler		Manager		Risk (in brief)		Opened		Review date		Risk Type		Risk Subtype		Site Type		Unit		Delivery Unit/Directorate		Service Group		Specialty		Location (type)		Rating (initial)		Rating (current)		Risk level (initial)		Rating (Target)		Risk level (current)		Risk level (Target)		Risk Decision		Adequacy of Controls		Target Risk Score date		Progress notes		Executive Lead		Assurance		Controls		Controls in place		Assurances in Place		No. of Actions		Responsibility ('To')		Due date		Type		Synopsis		Progress

		1992				 Accidental Damage to Digital Radiography Plates impacting on  Service and Patient safety 		Accepted		Simmonds, ms Alexandra				Digital radiography is used within many areas of Radiology in Morriston.  This entails using a digital detector that emulates radiographic plates to produce images during examinations

Risks include  -  dropping/damage.  These are fragile and slightly heavier than normal plates, a drop accident can occur but may result in significant damage that may be catastophic to the equipment, requiring replacement. 


Image Quality/Radiation protection - a damaged plate will have an impact on quality that results in poor diagnostic images being produced and/or artefacts. Furthermore this could result in a further exposure  to obtain a more diagnostic image or use of a CR plate as an interim measure where exposure adjustments are required. Both options pose a radiation protection concern in terms of soft tissue dose being higher and potentially avoidable re-exposures.

Injury to staff  -  weight less than 3 kgs.  -  risk of manual handling injuries.

Injury to patients  -  risk of injury when moving plate/placing plate behind/near to patient.

Risk of damage when wet.		7/24/19		6/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		16		High Risk		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Simmonds, Alexandra ms 06/12/19 14:29:47] updated risk due to new safety/radiation impact information and current plate is damaged beyond repair.								Stored between patients.
Not used when chance of getting wet
Mandatory manual handling
Highly trained staff qualified in use of equipment		contract review has been sought to understand options for inclusion of replacement option in OEM contract
staff advised of incident and educated as to best practice handling 
		0

																																																						[Simmonds, Alexandra ms 26/05/20 12:19:53] updated to reflect current risk - plates are currently all in working order and training and de-brief of prior incident has ocurred

																																																						[Chohan, Rita Ms 27/01/21 15:14:04] possibility of the plates being purchased this month

																																																						[Chohan, Rita Ms 02/06/21 14:20:31] one replaced in march.

																																																						[Chohan, Rita Ms 28/09/21 15:29:10] no further change 

																																																						[Chohan, Rita Ms 01/02/22 14:32:09] no change

		1020		SL/AE/205/2016		 Avoidable harm and poor patient experience due to limited service for timely mental health assessment 		Accepted		Hoskins , Ms Shirley		Davies, Mrs. Rebecca		There is no 24/7 Crisis team support available to assess patients with mental health issues. Patients are at risk of self harm and absconding from the Emergency department as this is not a place of safety . 
This has resulted in fatalities		10/17/16		6/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				16		20		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Siddell, Sarah Mrs 17/09/18 14:02:00] Reviewed by Sarah 17.09.2018								Patients should be transferred to an appropriate place of safety to have assessment 
Mental Health room has been completed 
18th Nov - Extended service 0800-2200 in place and designated Mental Health Room in ED gives accreditation to the MH team for extra funding 		Health board review of services are taking place and dialogue with appropriate staff to improve service and actions are being looked at.
Extended service until 22:00 daily and weekends. 
18th Nov - Extended service 0800-2200 in place and designated Mental Health Room in ED gives accreditation to the MH team for extra funding 

10.02.2020 - Extended to midnight via winter funding, this is only in place until 31st March 		0

																																																						[Siddell, Sarah Mrs 07/02/19 11:29:26] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 18/11/19 16:48:54] 18th Nov - Extended service 0800-2200 in place and designated Mental Health Room in ED gives accreditation to the MH team for extra funding 

																																																						[Siddell, Sarah Mrs 10/02/20 13:03:04] Reviewed by Sarah & Rita 10.02.2020

																																																						[Chohan, Rita Ms 08/06/21 13:50:47] SH - increased to 16 due to the numbers of incidents regarding patients attending with mental health issues and the effect on the patient and staff trying to gain help and treat patients.

																																																						[Chohan, Rita Ms 21/09/21 14:58:07] reviewed current situation continues 

																																																						[Chohan, Rita Ms 17/01/22 15:02:58] no change 

																																																						[Holloway, Suzanne Mrs 11/02/22 11:17:06] Risk updated to reflect current operational management structure

																																																						[Chohan, Rita Ms 25/03/22 12:16:30] Risk reviewed no change

																																																						[Chohan, Rita Ms 11/10/22 11:16:55] risk reviewed no change 

		227		CSS HSDU 2010		 Breakdown of Autoclaves and/or Washer Disinfectors - Risk to service provision		Accepted		Bissmire, MS Lori				Breakdown of autoclave and \ or washer disinfector will reduce our capacity and backlogs of work will occur. Life expectancy of 9 of the washers disinfectors across sites.  2 of the 4 Autoclaves are past life expectancy, in process of replacement.  
		9/1/10		10/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				20		16		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Kennedy, Wendy Mrs 11/01/15 09:34:24] OLD DATIX ID 549
Originally risk rated as 20 but upgraded  by LC after discussion with JH WK
								Estates normally respond to failures or breakdowns.  Annual bids for capital replacement prepared and submitted to Planning Directorate  		MEP bids submitted annually. 
5 washer disinfectors replaced on the Morriston site.
Replaced 4 Autoclaves on the Morriston, all autoclaves on Morriston site replaced.
All replaced in Singleton, to aged machines which will need to be replaced awaiting robotics.		2		Bissmire, MS Lori		12/31/21		Maintenance Programme		Rolling replacement programme.  Ageing plant becomes unreliable and costly to maintain.  Replacements should be  based on plant life expectation and performance bids submitted to the sterilisers.		MEP IN 2009,  last submission September 2009.  
April 2011 - Paper sent to HB Risk Management Group supporting the need to replace two of the sterilisers.
Proposed schedule of replacement sent PB 4th May 2011
MEP bid submitted October 2016, no update on progress of this bid received to date. 28/11/16.
Two additional washers have been approved for Morriston HSDU and installed in March 2018.
Updated MEP bid for sterilisers to be submitted April 2018.
Funding for an two replacement autoclaves in Morriston agreed, planned installation March 2019.
Agreed funding fro two replacement washers Morriston, planned installation March 2019. 
17/03/2020 Update*
5 out of 6 Washers now replaced at Morriston, delivery of 6th machine expected end March. 4 out of 4 Autoclaves now replaced at Morriston.
delivery expected end March for 5 new excel washers at Singleton to replace current 8 x standard machines. 2 out of the 4 Autoclaves have been replaced.
Funding required for the 2 x remaining aged Autoclaves at Singleton HSDU.
07.07.20 update, At Morriston HSDU, all aged washers have been replaced as of May 2020, all aged Autoclaves replaced as of December 2019
Singleton; As of June 2020 6 x aged std washers were replaced with 5 x excel machines, 2 x aged remain in service until deemed necessary to decommission. they have 2 x remaining aged Autoclaves that require replacement.



																																																						[Kennedy, Wendy Mrs 04/03/15 10:58:24] 3.3.15 Business plans written and submitted documents attached



																																																						[Kennedy, Wendy Mrs 26/03/15 12:37:29] ALL SITES



																																																						[Kennedy, Wendy Mrs 22/05/15 13:28:19] 22.5.2015 Upgraded initial grade as should have been 25. Attached email trails from SBJ WK



																																																						[Buckland-Jones, Sally  05/10/15 10:58:13] SBJ updated (5.10.2015)to change manager . this relates to Morriston specifically



																																																						[Buckland-Jones, Sally  05/10/15 11:30:14] SBJ - further update to improve clarity that all washer disinfectors and autoclaves in morriston are aged and failing and in need of planned programme of replacement 5.10.2015



																																																						[Otter, Gemma Mrs 27/05/16 10:36:55] Risk expected as equipment is older than life expectancy.  The consequences of breakdown would mean surgery being cancelled until it is replaced.

Probable x Major

Supporting documents for bids, etc to be sent to Rebecca Carlton to escalate the risk.



																																																						[Otter, Gemma Mrs 15/07/16 14:47:46] Meeting with Shirley Kivi, Mike Bond and Davina Lowndes held. 

SOP/Protocol required for transfer of work during emergency situations i.e. outsourcing, converting resources.  

SOP is in place, but needs revision and to be signed off at Directorate Board.

The same work needs to be replicated for POW and SH, to ensure that all units have a pathway in emergency situations. 



																																																						[Otter, Gemma Mrs 12/08/16 16:13:45] MEP bid submitted for replacement of washers.

Outcome of external review by HD HB awaited.

SOP revised.



																																																						[Otter, Gemma Mrs 13/12/16 09:11:12] MEP Bid not accepted.  On hold until funding confirmed.



																																																						[Hoskins , Shirley Ms 20/02/18 09:04:21] Capital bid submitted 2017, three new washers on Morriston purchased and two on Princess of Wales site.



																																																						[Hoskins , Shirley Ms 31/10/18 14:28:39] Reviewed 31.10.18, further MEP bids submitted.
Funding allocated to replace two sterilisers on the Morriston site. 



																																																						[Nix, Rebecca  17/01/19 09:59:14] Reviewed and updated by R. Rowlands, 17/01/2019.



																																																						[Nix, Rebecca  22/02/19 10:54:39] Capital funding secured to procure two new autoclaves (to replace two existing autoclaves at HSDU Morriston).  Installation expected to commence w/c 18/02/19 (delayed from January 2019), however issue identified with the compatibility of the manufactured product and Morriston steam supply. Telephone conference held between Gettinge representative (Chris Lamb), Hardy Roddee (Capital), Allison Powell (HSDU Site Manager) and Rebecca Rowlands on 20/02/19.  Awaiting confirmation of options and timescales from Gettinge. Update from R. Rowlands 22/02/19.



																																																						[Nix, Rebecca  22/02/19 10:56:56] Funding secured to procure two new Washer Disinfectors fro Dekomed (to replace two existing machines at HSDU Morriston).  Delivery anticipated to Morriston w/c 04/03/19; installation dates TBC. Update from R. Rowlands 22/02/19. 



																																																						[Nix, Rebecca  22/02/19 11:03:15] Risk will require review following the successful installation of 2 x new Washer Disinfectors (to replace exiting machines) and 2 x new autoclaves (to replace existing machines) at HSDU Morriston. Dates of installation to be confirmed.  
Ageing equipment will remain in operation at HSDU Morriston, Singleton and PoW.  PoW HSDU will transfer to Cwm Taf as part of boundary change.  Therefore prudent to consider separating risk based on HSDU geographical location and varying age of equipment at both sites. Update from R. Rowlands 22/02/19.



																																																						[Nix, Rebecca  15/03/19 09:18:14] Discussed with CJ, proposal is to reduce Morriston site risk (risk 227) once autoclave installation has completed (completion date to be confirmed).  New risk regarding Singleton site equipment age to be prepared for review by CSS Senior team. Update by R. Rowlands 15/03/19.



																																																						[Nix, Rebecca  03/06/19 10:22:56] 03/06/19 - HSDU Contingency Plan Technical File Tech-012-Contingency Plan in place; authorised May 2018 by S. Kivi and P. Flear (Hwyel DDa UHB).  Supporting flowcharts prepared by Site Managers and managed via HSDU Managers' Meetings (cross-reference to HSDU Action Log), and which require incorporation in to the CP.  														Hoskins , Ms Shirley		8/15/16		Create policy/procedure/protocol/process/guideline		SOP to be revised and pathway to be created for emergency situations .



																																																						[Anthony, Nicola Miss 18/07/19 13:56:35] Req to CK to submit MEP bid form as nothing received by MEP Board 



																																																						[Nix, Rebecca  23/07/19 09:25:29] 23/07/19 -  Discussions with Capital re FY 19/20 spend on autoclaves for Morriston and Singleton (number and arrangement subject to quotation cost from Manufacturer) - in progress with Capital.



																																																						[Nix, Rebecca  23/07/19 09:27:46] 23/07/19 - Installation of FY 18/19 autoclave (No. 1) in Morriston delayed due to manufacturer delay (parts and ancillary items not likely to be provided until August).  Infrastructure also incompatible (water pressure) and IT server activity required - meeting with Manufacturer and Capital to address installation issues arranged for 25/07/19.



																																																						[Nix, Rebecca  23/07/19 10:08:38] 23/07/19 - Included on Head of Service (RR) handover list to ensure timely progression. 



																																																						[Nix, Rebecca  23/07/19 10:11:45] 23/07/19 - MEP bids submitted in June - refer to linked documents. 



																																																						[Nix, Rebecca  30/07/19 10:14:40] 30/07/19 - Refer to linked document - Authorised Engineer (Decon) Report to Decon Sub Group Meeting of July 2019.



																																																						[Bissmire, Lori MS 26/05/20 10:20:36] 26/05/2020
Morriston HSDU
All 6 Washer/disinfectors now replaced, 6th machine installed/commissioned May 2020.
All 4 Autoclaves replaced and in use as of Dec 2019

Singleton HSDU
5 excel Washer/disinfectors purchased to replace all 8 of the standard machines, delivery received, delay in installation due to COVID restrictions, planned installation re-arranged for 4th-8th June 2020
2 out of the 4 Autoclaves replaced and in use as of February 2020. 2 x remaining Autoclaves requiring replacement at Singleton HSDU.




																																																						[Bissmire, Lori MS 30/06/20 12:29:37] Singleton HSDU
5 X Excel Washer/disinfectors installed, commissioned and in use. 6 x aged machines removed, 2 aged remain in use until decommissioned or require significant repair.

2 x aged Autoclaves remain in use and require replacement, will add to Capital Bid



																																																						[Chohan, Rita Ms 13/05/21 13:21:23] Lori provided update to TH  equipment failure was scored high due to aged equipment, Singleton having last 2 x Autoclaves fitted as we speak hand over is planned for mid-June we can then reduce this significantly.
re review mid june 



																																																						[Bissmire, Lori MS 12/10/21 10:10:43] All aged equipment has now been replaced across Singleton & Morriston sites, risk rate can now be reduced significantly to 6 as breakdowns will occur on occasions impact should be minor
Also target risk rate changed to 6 as this would be lowest achievable. 



																																																						[Bissmire, Lori MS 17/01/22 09:11:08] No further updates - accepted risk to capture occasional breakdowns & repairs
Some ongoing steam issues at Singleton HSDU - ongoing investigations at present minimal impact on production.



																																																						[Chohan, Rita Ms 11/05/22 10:08:57] ongoing issues - working with the company therefore risk to stay. 



																																																						[Chohan, Rita Ms 18/10/22 10:08:58] ongoing always risk of breakdown - ongoing minor risks wet loads 



																																																						[Chohan, Rita Ms 07/03/23 15:16:36] One machine recently decommissioned highlighting the risk



																																																						[Chohan, Rita Ms 11/05/23 09:27:57] Autoclaves have been experiencing increased breakdowns and having re occuring faults.



																																																						[Chohan, Rita Ms 21/08/23 10:32:39] RE occurring faults with the machines, no service contract in place, LB in discussion with ESTS, quotes sent for consideration. 



		3060				 Insufficient level of airway management training of surgical nurses, resulting in risk of harm to patients		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		Ward T is a 24 bed surgical ward. Prior to the covid pandemic the ward specialised in head and neck surgery for both elective and emergency admissions. During the pandemic all elective surgery was transferred to Pembroke ward and some of the airway nurses were deployed to Pembroke ward to support this. Although patients requiring emergency surgery are still admitted to Ward T, there are lower volumes of patients and so the ward now also accepts other surgical specialties. As a result of this many of the experienced head and neck nurses have left ward T over the last 2 years. Although a training programme was developed to train the newly qualified nurses in airway management, this has been challenging as there are often times with no airway patients on the ward.   Current training levels are 13/23 nurses trained.		7/8/22		10/7/22		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Ear, Nose & Throat		Ward T (previously Ward D Morriston)		20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Westmoreland, Amanda Mrs 20/12/22 08:46:34] we have now increased the levels of nurses trained on both Ward T and Pembroke ward								A training programme has been developed to provide airway training to the clinical educator for ISSG with the support of the ENT nurse practitioner and the critical care outreach team. This will then enable her to provide intensive training on the ward at the bedside. Critical care and outreach team providing support to cover short term sickness that results in shifts where no airway nurses are on duty but there is a risk that this may not always be possible.		Training programme in place and prioritised. Clinical educator to be trained by 8th July and competent by 22nd July. Intensive ward based training to be completed with remaining nurses within 3 months. Ongoing programme developed to ensure all newly appointed nurses are trained  as part of the induction to the ward.		0

		3246				 new recruits and agency staff in theatres,  increased risk of adverse incident due to the number  of inexperienced staff 		Accepted		Gates, Mr Jonathan				Due to agency staff supporting additional activity (Orthopaedics/ ortho-plastics) and the number of new starters, increased risk of error due to the large number of inexperienced staff in theatres.		1/13/23		9/1/23		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				12		12		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 04/04/23 16:06:45] Agency plastics and anaes thetic requirements have been stood down.  Orthopaedic and recovery numbers still required until the new staff are fully trained.								New staff are working in a supernumery status during their induction period agency staff have assessed prior to arrival still an increased number of experienced staff. Recruitment of training team in progress. 				0

																																																						[Chohan, Rita Ms 15/09/23 14:30:35] Ongoing monitoring and support of new staff 

		2582				 POD  system failure risk of delay in diagnosis and treatment		Accepted		Hoskins , Ms Shirley				POD’s system failure causes delays in samples getting to the lab leading to delays in diagnostics and treatment. Due to the malfunction of the PODS samples have gone missing resulting in pts having to be re-bled. Also, often before staff are aware there is a problem when the POD decides itself to send sample to various places/depts. And it can be sometime before staff even realise they have not reached the lab as needed. This has a knock on effect with regards to patient flow and delays to treatment.		1/6/21		6/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						12		6		Significant		3		Moderate Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 17/01/22 15:10:18] ED staff to inform pharmacy staff of the issues when occurred 								service agreement to maintain the PODs however can be delays in maintenance team attending.				0

																																																						[Holloway, Suzanne Mrs 11/02/22 09:21:56] Risk entry updated to reflect operational service delivery risk within the Emergency Department of the POD system



																																																						[Chohan, Rita Ms 11/10/22 11:28:44] no change

		2762				 Proteus CR Unit (Room1) over recommended replacement time (2009) causing suboptimal imaging therefore limiting its usage 		Accepted		Sparkes, Mrs  Janine				Xray equipment located in room 1 at NPTH is over the recommended time for replacement (2009). The equipment utilises suboptimal CR imaging which causes constraints on the type of examination that can be performed using this equipment.  Chest and axial imaging is sub optimal in this room when compared with newer technology available within the rest of the department. Additionally, the Xray tube does not go low enough to perform weight bearing orthopaedic imaging. These constraints reduce the efficiency and throughput of plain film imaging at NPTH which impacts on MIU, fracture and orthopaedic imaging, and primary care patients. 		6/24/21		3/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				12		16		Significant		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 28/09/21 15:43:41] SBAR escalated to Tersa and Alex to rent a DR BOLT on unit to improve the functionality of the room.  If this goes ahead this will improve the efficiency of the services due to fracture clinic and orthopaedics, spinal etc.								Chest and axial imaging performed in alternative rooms for improved image quality.  Weight bearing orthopaedic work performed in alternative Xray rooms. 				0

																																																						[Chohan, Rita Ms 01/02/22 14:14:59] plans in place for a temporary digital BOLT on solution. 

																																																						[Chohan, Rita Ms 13/01/23 13:07:53] DR BOLT on from singleton has been installed as a temporary solution till equipment replacement can occur.  Identified on National Imaging Capital replacement programme.

		970		CSS HSDU 2016		 Risk of contamination on Transport of Used Trays/Instruments - Risk to staff and public		Accepted		Bissmire, MS Lori		Humphreys,  Tersa		Risk of contamination to public/staff/transport personnel.
Risk of delays to patient intervention when clean or dirty instruments are transported in wrong container thus desterilising equipment. 		8/24/16		10/1/23		Health and Safety		COSHH		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				6		3		Moderate Risk		3		Low Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Otter, Gemma Mrs 13/12/16 12:55:28] Incident reported.								Use of dedicated trolleys for used/dirty instruments/trays

Staff training on safe transport of contaminated/dirty trays/instruments		1) Control measures need to be regularly monitored e.g. compliance via internal audit (leading KPI)
2) Monitoring of Datix incidents (lagging KPI).
		1		Hoskins , Ms Shirley		3/27/17		Review training content		Manual handling training has been updated.
Dangerous good safety advisor has undertaken an audit and provided some recommendations in regards labelling and disposal of materials.
Training and competency programme has been updated and is being rolled out.

																																																						[Hoskins , Shirley Ms 20/02/18 09:33:37] Risk reviewed 20.02.18

																																																						[Hoskins , Shirley Ms 31/10/18 14:49:37] Risk reviewed and updated 31.10.18 

																																																						[Nix, Rebecca  17/01/19 10:26:00] Reviewed 17.01.19 for further review in April 2019.

																																																						[Nix, Rebecca  15/03/19 09:32:25] Reviewed with CJ 15/03/19, next review due 01/06/19.

																																																						[George, Huw  21/03/19 14:17:43] Risk Type and sub type changed following email from Rebecca Rowlands 21/3/19

																																																						[Nix, Rebecca  23/07/19 09:49:21] 23/07/19 - Risk relates to Human Factors (conscious and sub conscious error) - risk to be formulated re this and other HSDU processes.

																																																						[Nix, Rebecca  23/07/19 10:20:56] 23/07/19 - Included on Head of Service (RR) handover list to ensure timely progression. 

																																																						[Bissmire, Lori MS 19/05/21 15:18:53] Accepted Risk for transportation of used Medical Devices.
Trollies/containers fit for purpose adhering to required characteristics; Rigid, lockable and leakproof.
All trollies labelled in accordance with required standards for transportation of re-usable Medical Devices incl. labels as requested by PHW.

																																																						[Chohan, Rita Ms 09/06/21 15:47:52] no further updates

																																																						[Bissmire, Lori MS 27/10/21 15:01:32] No updates risk reduced as far as possible

																																																						[Bissmire, Lori MS 17/01/22 10:41:25] 3 x Obsolete Trollies replaced
8 x New Trollies requested as part of NPTH additional Theatres works
No further updates

																																																						[Chohan, Rita Ms 11/05/22 10:41:50] all safety measures are taken however human and environmental factors 

																																																						[Chohan, Rita Ms 18/10/22 10:32:16] ongoing and monitoring 

																																																						[Chohan, Rita Ms 07/03/23 15:17:46] ongoing and monitoring 

																																																						[Chohan, Rita Ms 21/08/23 11:20:02] Ongoing and monitoring 

		3069				(Staffing) Risk of harm to patients due to insufficient numbers of surgical nurses trained in airway management.		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		Ward T is a 24 bed surgical ward. Prior to the covid pandemic the ward specialised in head and neck surgery for both elective and emergency admissions. During the pandemic all elective surgery was transferred to Pembroke ward and some of the airway nurses were deployed to Pembroke ward to support this. Although patients requiring emergency surgery are still admitted to Ward T, there are lower volumes of patients and so the ward now also accepts other surgical specialties. As a result of this many of the experienced head and neck nurses have left ward T over the last 2 years. Although a training programme was developed to train the newly qualified nurses in airway management, this has been challenging as there are often times with no airway patients on the ward.   Current training levels are 13/23 nurses trained. Due to the current staffing deficits there are insufficient nurses available to meet NSA to ensure safe staffing levels.

		7/15/22		10/17/22		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Ear, Nose & Throat		Ward T (previously Ward D Morriston)		16		20		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 20/12/22 08:48:58] we have now increased the levels of nurses trained on both Ward T and Pembroke ward								A training programme has been developed to provide airway training to the clinical educator for ISSG, however this is taking time to deliver. In the meantime staffing deficits are discussed at the daily Morriston staffing meetings and support is requested from critical care areas. However, there is a risk that there will be insufficient numbers of airway nurses available to ensure patient safety.		All shifts out to bank and agency. Escalated to UND and Exec consent obtained to offer specialist rates to off contract agency nurses. Nurse bank contacted to proactively contact agency nurses with airway skills. Balance risk across critical care areas.

Training programme in place and prioritised. Clinical educator to be trained by 8th July and competent by 22nd July. Intensive ward based training to be completed with remaining nurses within 3 months. Ongoing programme developed to ensure all newly appointed nurses are trained  as part of the induction to the ward.		0

		2073				Ability to provide Swansea Bay Direct Current Cardioversion Service (DCCV service)		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		In 2012 due to increased referral to treatment time the DCCV service across both East and West sites was merged to form ABMUHB service. It was recognised that to achieve a reduced waiting time and maximise the amount of patients achieved in one sitting, CSSU was utilised on a Saturday. This allowed up to 18 patients to be cardioverted at any one time. This reduced the waiting time significantly and patients were being treated within 4-6 weeks of referral. In June 2019 we were informed by the Anaesthetic Dept that due to the changes to pensions they were no longer able to support Saturday working. Currently we are only able to list 4 patients per list due to CSSU capacity which will significantly increase RTT time. The longer patients remain in AF the less chance of a successful DCCV. There are currently 12 patients without a date for DCCV and 20 more awaiting preassessment. There are currently no dates for DCCV on a Friday which is funded.  We are using cpaacity at POW to treat patient at present due to pressues 		9/19/19		8/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				12		9		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 07/11/19 11:46:51] More detail required regrding level of risk, waiting times that are aceptable plus current updated position. Any updates 								Senior matron informed. Operations manager and cardiology consultants aware		Meeting between anaesthetic Dept and Cardiology service manager to discuss alternative arrangements for DCCV lists. Consider alternative venues / hospital sites – if safe. Consider including DCCV into CSSU capacity on weekly or fortnightly lists to try to increase patient throughput, thus reducing RTT. ? Revision of job plans for anaesthetists to include Saturday working.  Continue to assess alternative slots within cath lab.  		0

																																																						[Anthony, Nicola Miss 27/11/19 10:22:05] Update from service - Capaacity at POW to treat patient at present due to pressues 
Currently delivering cardioversion capacity through POW due to lack of anaesthetic cover. Score reduced 

Discussed at Cardiology RR Review.  ? Consider non-SBUHB staff to cover a list 

																																																						[Anthony, Nicola Miss 16/07/20 13:01:39] No access at the moment due to CSSU being closed. Delays for patients who require this service  Probable delay so risk score to be increased 


																																																						[Anthony, Nicola Miss 05/02/21 12:49:40] Discussed with LJ - discussions in progress with regards to creating a regular Friday PM list in progress with Nurse Practitioners.  Currently quite a high risk due to covid - currently 26 patients on list waiting for cardioversion

																																																						[Mathias, Louise Mrs 12/10/21 10:45:36] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  No change.  Re-started but significant bed and anaesthetics cover encountered.

																																																						[Mathias, Louise Mrs 07/12/21 11:34:22] Reviewed in Triumvirate with Dean Packman and Louise Jenvey.  Still looking at this.  Approx 30 patients affected.

																																																						[Mathias, Louise Mrs 26/05/22 15:25:58] System in place. Down grade and reword.  Reviewed LJ, DP and BD.

																																																						[Mathias, Louise Mrs 06/12/22 12:55:16] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.

																																																						[Mathias, Louise Mrs 07/02/23 14:59:14] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  Still risk but decreased frequency of breach to CSSU.

																																																						[Mathias, Louise Mrs 07/02/23 15:00:36] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  Increase risk due to long stay patients.

																																																						[Mathias, Louise Mrs 17/05/23 10:46:47] Reviewed BD,DP,GH,LJ.  Plan in place.  DP\GH to re-word.

		3262				Absence of Standardised CTO (chronic total occlusion) pathway SOP and documentation		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		While patients have access to a high quality high risk PCI service the oversight of outcomes and documentation of discussions has not been standardised and the agreed pathway for these patients to access this service are not well described; increasing the risk of poor equity of service, poor patient education and poor standardised follow up.		2/7/23		8/1/23		Governance and Assurance		Communication		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				8		8		Moderate Risk		2		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Mathias, Louise Mrs 17/05/23 10:53:53] Reviewed BD,DP,LJ,GH.  DP to review with JB.  ??scrutiny group to monitor.  Accept risk.  JB- MP to process paperwork (2 months ago).  Create dashboard (like Tavi)  In board this month.  DP to review with MP and Dr Choudhury.								Steering group created to standardise documentation and describe pathway. 		NICOR reporting.		0

		3048				Access to Cancer Services		Accepted		Holloway, Mrs Suzanne		Cottrell, Mr Gareth		Access to Cancer Services 
There is a risk of delay in diagnosing patients with cancer, and consequent delay in commencement of treatment, which could lead to poor patient outcomes and failure to achieve targets
		6/13/22		1/31/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)								25		25		High Risk		10		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Holloway, Suzanne Mrs 28/12/22 14:49:26] Access to Cancer Services included at 25 on Morriston Risk Exception Report (filtering into Health Board RR)		Lewis,  Deb		Individual Patient Case Review: Cancer Harm Reviews (treated >145days)
Cancer Pathway Performance monitored as part of Weekly/Monthly Performance monitoring
		HB Cancer Tracking Team in place (cancer tracking on a patient by patient basis)
		HB Cancer Tracking Team in place to support the management of patients on an individual basis		Tumour Site Improvement Groups feeding into Cancer Board established
Cancer Harm Review process in place for all patients waiting greater than 145days for definitive treatment. 		0

		2946				Adjustable height work benches & sinks - Risk to staff/service provision		Accepted		Bissmire, MS Lori				During a staff meeting at Singleton HSDU it was identified that there were limited options for staff in regards to height adjustable work benches and sinks. Staff are finding this more and more challenging on a daily basis and complaining of back ache towards end of shift.
Risk is to staff and service provision due to risk of absence. 

Identified as part of a WAG Audit undertaken in 2017 it was recommended that HSDU ensures there are appropriate levels of adjustable height work benches & sinks to support staff.

Summary of current options within the departments; 
Morriston HSDU;
28 work benches in total, 3 of which are adjustable - 10%
Washroom 5 sinks in total, 1 of which adjustable - 20%
Endoscopy room 1 in total this is adjustable

Singleton HSDU;
17 work benches in total  4 of which are adjustable - 23%
Washroom 4 sinks in total all static no adjustable - 0%
Endoscopy room 2 sinks in total both adjustable		1/18/22		10/1/23		Health and Safety		Manual Handling including LOLER		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				15		12		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Chohan, Rita Ms 11/05/22 10:26:48] 4 new benches added to procurement costings for singleton day theatre project. 2 adjustable sinks also in the robotic project.  								Adjustable height work benches are rotated between staff members requiring use of.
Staff rotas reviewed to accommodate usage of adjustable height equipment in each area.
Risk Assessment undertaken 		Risk assessments
Staff rotations
		0

																																																						[Chohan, Rita Ms 18/10/22 10:21:19] ongoing 

																																																						[Chohan, Rita Ms 07/03/23 15:18:44] no change 

																																																						[Chohan, Rita Ms 21/08/23 11:07:07] Requested in the project for singleton theatre upgrade.

		716				Admission of Non Cardiac patients on beds to CSSU resulting in delays for cardiac patients 		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		CSSU previously held 11 trolley beds but is now being utilised for cardiac day case overnight admissions for procedures.  This has currently been moved to the COVID GREEN pathway (DDW), as CSSU is being utilised for 8 beds to accommodate site pressures 

This can result in delays for cardiac specific patients and staffing deficits		11/11/15		8/1/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology		Cardiac Short Stay Unit		12		20		Significant		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 06/08/18 12:09:46] Richard Walters in post as operational manager, Cardiac Cath Lab/Short Stay Unit.  Currently breaching cath lab with varying frequency - likelihood will increase in Winter months although site have made a commitment not to breach Cath lab during Winter 								Protocol to assess patient suitability.
Advice given to site management regarding impact of unit housing inappropriate patients.		If beds need to be placed on unit - only every other bedspace to be utilised.
Implement guideline to be followed prior to opening unit out of hours.		0

																																																						[Anthony, Nicola Miss 18/06/19 12:31:31] Current position is that non-cardiac patients are breaching the unit each weekend and starting to occur almost daily during the week resutling in cancelled cardiac procedures impacting on RTT waiting times and delivery of financial CIP through lack of income (this financial year 100k worth lost income to date) 

																																																						[Anthony, Nicola Miss 10/09/19 14:52:49] Risk contains despite assurances from Unit Director, Deb Lewis, that this should not occur.  No solutions to unscheduled care pressures to stop this occuring.  Some elemnent of inappropriate patients being bedded on the unit.  
To revisit admission criteria for short stay for both ED and the wards which will be recirculated.  
Lost income to date end of August 2019 for short stay is £236,972.00

																																																						[Anthony, Nicola Miss 27/11/19 10:18:13] Directive from UNit Director and CHief Operating officer not to use area however due to signifcant site presures, cssu continues to be used as part of surge capacity. 

The situation escalated to unit directors daily 
338k lost income to date
Clinically inappropriate patients are at times place in CSSU.  Risk score reviewed and increased due ot pharmarcy report which has higlighted drug errors in the area.

Resulting bed pressures have resulted in cancellation of complex aurgery, TAVI and transfers to the Cardiac Unit 





																																																						[Anthony, Nicola Miss 08/01/20 14:27:11] Clinical Area continues to be utilised out of hours despite guidance from COO/UD.  This follows the conitnued unprecedented pressures in unscheduled care.  The cardiac services have conitnued to lose revenue via cancellations as part of the contract and also put TAVI patients at risk through lack of capacity.  

The service have been asked to expedite the review of the clinical enviornment and look towards the redesign which falls in line with the patient pathway around radial access which means that patients require a reclining chair as opposed to trolley/bed.  

Further update will be discussed at the next cardiology services board.  

																																																						[Anthony, Nicola Miss 10/03/20 11:42:48] Continuation of breaches inCSSU.  Bed managers/ site placing inappropriate patients with inappropriate staff being used in the area.  
Concerns again raised with site team around appropriateness of patients being placed in the area.
Visit to Liverpool by service planned Monday 16th March 2020 with cath manager to review their radial lounge and possibility of using this model within the unit 

																																																						[Anthony, Nicola Miss 16/07/20 11:55:09] Update from Snr Matron 30/06/20 - CSSU currently closed however still have medical patients admitted to Cardiology beds which already have a very limited bed pool.  Risk remains open

																																																						[Anthony, Nicola Miss 19/10/20 08:57:54] From James Barry point of view, he feels this risk needs to be increased given current climate risks
RW however feels Not an issue at present due to reduced capacity of the unit in the Covid period

																																																						[Anthony, Nicola Miss 29/10/20 09:37:55] Unit is closed on weekends and currently only being staffed 7-7pm however risk continues due to pressures on site, ie, staff overnight and put patients on the unit 

																																																						[Anthony, Nicola Miss 05/02/21 12:54:32] Update from senior matron.  Currently CSSU being utilised for 7-8 beds as an overflow for cardiology and aiming to close when cardiology flow doesn't require.  
There is risk that these beds will be utilised for front door capacity during covid pandemic. 
Staffing remains problematic requiring agency and support from cardiac centre to staff 

																																																						[Anthony, Nicola Miss 18/03/21 14:59:33] Clinical Director has d/w Deb Lewis to use as a green area to move cardiology patients through however due to site pressure this isn't possible at all times.  

																																																						[Mathias, Louise Mrs 12/10/21 10:47:52] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  Closed and merged with ID28.

																																																						[Mathias, Louise Mrs 26/05/22 15:13:11] LJ to update.

																																																						[Mathias, Louise Mrs 06/12/22 12:56:48] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.

																																																						[Mathias, Louise Mrs 07/02/23 14:36:05] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  Agreed that level of risk should be increased.

																																																						[Mathias, Louise Mrs 17/05/23 10:18:44] Reviewed BD,LJ,DP,GH. re-word.  Inappropriate patient.  Risk cardiac patients no access CSSU.  Using Dan Danino pathway. ??downgrade - GH and LJ to review wording.

		467		CSS HSDU 2015		Aged Air Handling Unit (AHU) not meeting required air changes/hr- Risk to Accreditation/Class 8 clean room stds		Accepted		Keighan,  Des		Gates, Mr Jonathan		AHU unable to meet regulatory requirements due to roof space constraints, equipment, design. ie. AHU cannot be improved due to space constraints and the need to change roof profile in order to improve. Singleton HSDU will need full replacement		3/26/15		10/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				16		16		High Risk		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Buckland-Jones, Sally  05/10/15 11:04:51] SMTL readings showing poor levels of complaince from all samples taken in clean room . Sept 2015 -agreed actions to include monitoring of cleaning in clean room , any changes in practice, to 'HPV bomb' area, then re-test. estates confirmed vcan not improve AHU performance in any way SBJ 5.10.2015								Daily inspections and cleaning activities
Environmental monitoring by NwSSP/FS on an annual basis.
Environmental monitoring by SMTL on a quarterly basis fails of some areas are occurring.
Bioburden testing of instruments that have been exposed in the clean room for 24 hours
3 times a day examining and recording Magna Helix gauges
Contingency plan in place AHU failure 		Testing reports demonstrate that we are continuing to  meet the  required standards with minimum AHU. Activities in the clean room reduced to enable AHU to maintain suitable envirnoment
Regular testing of washers and autoclaves

Recent results from the Morriston environmental testing showed active air failures (the limit is 200 Morriston currently at 1,307)Capital bid for replacement AHU and relocation submitted December 2019.		4		Parry, mr Richard		12/31/20		Maintenance Programme		BMS will be reprogrammed.		Transferred to Estates
Fubding for replacement of Singleton AHU secured commenced March 2020, critical area plant proposed commence 4th June 2020



																																																						[Otter, Gemma Mrs 27/05/16 10:40:14] Risk downgraded as likelihood of the equipment not meeting the standard is probable, but the consequence is major.

Meeting with Des Keighan and Mike Bond taking place on 27.6.16 to discuss further.



																																																						[Otter, Gemma Mrs 15/08/16 13:37:38] The 2016 audit has just been undertaken so there may be additional works.
SK and MB met to discuss risks as when we come to re-accreditation in January this may have a detrimental effect on our ability to re-certify.




																																																						[Otter, Gemma Mrs 24/08/16 11:17:10] The air handling unit should have 20 air changes per hour to meet the standard.  The current numbers of air change is 9 per hour.  If this were to fail, the unit would not pass the standard and packing of instruments would cease.  Following the meeting with Des Keighan, it was confirmed that there is no roof capacity for an extra unit.  The only option is to build an extension or move to a new premises.



																																																						[Otter, Gemma Mrs 13/12/16 12:07:25] Correspondence ongoing with Estates.  HSDU chasing up job number placed, regarding removal of equipment following 2015 ventilation inspection – where an action was identified to remove the equipment 



																																																						[Otter, Gemma Mrs 09/01/17 10:10:39] Request made to transfer risk to Estates.



																																																						[Hoskins , Shirley Ms 20/02/18 09:11:55] WG peer review of HSDU in October 2017 highlighted that the ventilation systems within HSDU are not fit for purpose and any failures will affect production and service provision.



																																																						[Hoskins , Shirley Ms 31/10/18 14:23:36] Reviewed 31.10.18 for further review in April 2019.



																																																						[Nix, Rebecca  17/01/19 10:05:38] Reviewed 17.01.19 for further review in April 2019.



																																																						[Nix, Rebecca  17/06/19 08:53:27] May /June 2019 - Discussions with Capital Planning re spend available (19/20) to replace AHUs at HSDU Morriston.  
Quotation for works in excess of financial threshold for the scheme. Proposal / quotation to be put forward for inclusion in next year's plan.  



																																																						[Nix, Rebecca  23/07/19 10:16:44] 23/07/19 - Included on Head of Service (RR) handover list to ensure timely progression. 

																																																																				Keighan,  Des		12/31/20		Maintenance Programme		Cost has been provided for rebalancing ventilation however the p[lant is not capable of meeting the latest standard. The plant needs to be replaced this has been costed and is being considered as part of a capital bid under the capital program  		Funding for replacement AHU's at Singleton HSDU secured through Capital, work commenced March 2020 on non critical areas, critical plant area proposed to commence 4th June 2020
Delays experienced in project plan due to Covid restrictions, upgrade of Singleton AHU now complete, commissioned by Shared Services.
Morriston AHU requires full replacement and relocation project encorporated within a proposed Capital project with Morriston awaiting go ahead by WG. Assurances in place incl. SMTL qtly testing, 3 times daily Air Flow Monitoring and Annual NWSSP validation. 

																																																						[Chohan, Rita Ms 03/12/19 14:16:21] Cleaning of walls and vent system to be undertaken.  Estates contacted to review the seal between plant room and packing room prior to re test. 



																																																						[Bissmire, Lori MS 30/06/20 12:49:49] AHU upgrade currently underway at Singleton HSDU, completion date delayed due to COVID restrictions and remedial works identified by Shared Services.
Once installation and commissioning completed, tests will be undertaken to determine air changes compliant with regulatory standards
Capital funds required for Morriston AHU's.



																																																						[Bissmire, Lori MS 17/05/21 15:16:33] Morriston AHU replacement project proposed to commence November 2021, will be a full replacement & relocation of plants. Part of Sub station 6 scheme Morriston. Planned timescale 3 months.
Will require HSDU to transfer services to Singleton HSDU.



																																																						[Chohan, Rita Ms 09/06/21 15:10:52] no further update to previous at this moment. LB attends monthly meetings for this purpose with Capital.



																																																						[Bissmire, Lori MS 27/10/21 14:36:48] No further updates to plans for replacement.
Risk identified in regards to likely hood of overlap with new Theatres NPTH/Singleton, added to both project risk Reg.



																																																						[Bissmire, Lori MS 17/01/22 09:20:12] Following recent Project meetings concerns over project timeline highlighted, initially planned 3-4 months recent meeting 10-11 months - Capital to confirm
Extended project runs a risk of overlap with new build Theatres at NPTH, which may result in outsourcing
Robotics surgery - following a recent All Wales meeting, Swansea Bay 3rd on list for Robotics partnership roll out that is commencing in March at Betsi HB. extended project could risk Robotics within SB being delayed due to timeliness required from point of use to reprocess.
Still no agreed project start dates within HSDU - Capital to confirm



																																																						[Chohan, Rita Ms 28/01/22 11:43:59] AHU replacement project will be raised as a separate risk



																																																						[Chohan, Rita Ms 18/10/22 10:17:07] Still stands on both sites 



																																																						[Chohan, Rita Ms 07/03/23 15:21:58] Despite new air handling unit in Singleton following recent audit by shared services where it was raised that this Singleton's unit now falls below the accepted levels.   



																																																						[Chohan, Rita Ms 21/08/23 11:02:05] still ongoing, assurances from environmental tests undertaken on a quarterly basis by SMTL.  Monitor results are within guidelines. 



		2306				Ageing CT scanner 128 Slice GE Ultra, potential risk on service capacity and patient harm		Accepted		Sparkes, Mrs  Janine		Simmonds, ms Alexandra		CT scanner at NPTH is over recommended replacement date (2018). The scanner is a 128 slice system which reduces 		3/2/20		3/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				12		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 24/05/21 14:28:02] LH to double check where this is on the priority list, no further updates.								Regular equipment maintenance is in place. 		Capital bid for replacement equipment. This equipment is on the priority list for equipment replacement at NPTH		0

																																																						[Chohan, Rita Ms 01/02/22 14:16:13] order in place equipment should be received by March 2023

																																																						[Chohan, Rita Ms 13/01/23 13:18:42] Waiting for a start date for work to commence 

		2688		MRI Morriston		Ageing MRI Scanner Morriston potential impact on service provision and patient treatment		Accepted		Simmonds, ms Alexandra				Ageing scanner, GE have now identified that the associated workstation has reached End of Life and can only be supported on a Best Endeavours basis going forward.  		4/19/21		6/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology		15		16		Significant		2		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 02/06/21 14:27:20] Ongoing - this is still a critical risk to the service until replaced.								Service contract in place, however increasingly difficult to obtain parts		Service contract, good relationship with GE		0

																																																						[Chohan, Rita Ms 28/09/21 15:39:37] Ongoing 

																																																						[Chohan, Rita Ms 01/02/22 14:38:12] architects have attended new scanner is planned 

																																																						[Chohan, Rita Ms 13/01/23 13:05:29] new scanner is being replaced work ongoing hopefully be finished by April 2023

		2719		Gamma Camera Morriston		Ageing Nuclear Medicine/Gamma Scanner Morriston potential risk to the service 		Accepted		Simmonds, ms Alexandra				The gamma camera at Morriston Hospital (SIEMENS E-CAM DUAL HEAD SPECT ENABLED CAMERA) was manufactured in 2003 with a recommended replacement date of 10 years.  The unit is currently 8 years over the recommended replacement date.  Public Health England have questioned the age of the unit and timeframe for replacement prior to issuing the ARSAC licence for the site. Failure to replace the gamma camera before camera failure will risk the service. 		5/17/21		6/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology / X Ray Department		12		15		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 24/05/21 14:44:42] linked to2032 morriston risk. further information received from ARSAC on 14 May 2021 14:54The 'Committee notes that the gamma camera on site is of significant age and due for replacement. Please can you provide details of the replacement plan in place for this piece of equipment'- awaiting TH advice if risk should be escalated following recent email. 								Service contract in place. Regular services.				0

																																																						[Chohan, Rita Ms 01/02/22 14:42:13] one replacement site to be determined 

																																																						[Chohan, Rita Ms 13/01/23 13:12:10] New scanner to start in June/July 2023 design ongoing.

		3005				Ageing Pendants and the inability to repair the pendants  poses risk of reduced ITU capacity due to bed closures 		Accepted		Wade, Ms Louise				Current pendants 12 of 28 beds (north and west unit) went out of warranty in 2017, company can no longer supply replacement parts, other sourced parts have been very temporary inadequate fixes.  Frequent pendant malfunctions occur requiring replacement parts.  The result of pendant malfunction:
- closure of bed area due to risks below
- free movement of the pendant which may result in crashing with patients, staff or equipment
- free movement of pendant pulling out patients lines or tubes
- manual handling risk to staff, difficult to move for the staff as pendant not moving as fluidly as intended
- potential for pendant to be locked in a position preventing full use of bed space/ treatment/modalities/ emergency access to patient.
		4/1/22		11/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				15		6		Significant		4		Moderate Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Gorst, John Dr 05/12/22 15:30:49] JG/MC/BJ/RC - new parts have been made bespoke. Seemed to have fixed the issue in main part. 

Will monitor next few months and consider removal..... although the pendants are now out of warranty and further issues likely								Liaising with local company to try and create similar parts, to over come acute issue, it is likely further parts will break over time leading to an escalated situation.  
Pendants in North Unit to be replaced as part of redevelopment in the quarter for 2022.
Risk assess and submit an incident form on patient admission to collect that assessment decision 				0

																																																						[Chohan, Rita Ms 14/04/23 12:26:41] old not under warranty - whilst all functioning at the moment, the likelihood of further issues is high and access to parts increasing challenging.

																																																						[Chohan, Rita Ms 12/10/23 13:01:37] pendants in north will be removed as part of the Burns relocation, and parts kept for spares

		2731				Ageing Singleton CT scanner providing poor images and increased downtime of scanner impacting on capacity and quality of care  		Accepted		Watts, Mrs Victoria				Ageing scanner - service providers less able to source parts when scanner fails, leads to longer downtime to service.
Single scanner on site. Increased downtime results in no CT Service available	 Newer scanners have much lower doses and better dose saving technology. Lower quality images due to age of scanner. 
Poor memory capacity to save scans and process.
Software upgrades unavailable/too expensive to load onto current scanner. We are lagging behind in terms of the technology available and the services we can provide.
Injector system is old, again taking time to repair breakdowns. Best practice would be to move to a reservoir system and weight based contrast. Safer for patient and more cost efficient.
		5/20/21		3/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 28/09/21 15:15:06] No change 								•	Service contracts for repair and maintenance in place
•	Has been escalated for replacement as part of all wales capital replacement programme for Imaging
•	Due for replacement 20-21
•	Strong staff group, good team ethos to work hard to ensure as little disruption as possible
				0

																																																						[Chohan, Rita Ms 01/02/22 14:04:32] no change 

																																																						[Chohan, Rita Ms 13/01/23 12:54:12] New scanner being installed by June 2023

		1401		Age of Servers		Ageing Vitrea Servers - CT Scanners Morriston and Singleton Hospitals Risk to SBHB reputation and patient confidentiality		Accepted		Simmonds, ms Alexandra				The 3 CT scanners in Swansea use Vitrea Workstations as specialist equipment to allow post processing, viewing and reporting of CT images.
The servers supporting Vitrea are 2003 and cannot be patched to bring them in line with national IT security commitments made following the Wanncry cyber attack of 2017.  They sit on the hospital network on servers provided by Toshiba. Risk to Health Board reputation and patient confidentiality.  		11/6/17		6/1/23		Information Governanace and Communication		Information Security		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				8		8		Moderate Risk		1		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Morris, Chris Mr 27/02/18 14:12:05] Ordered for delivery by April 18								These servers need to be replaced to comply with IT security requirements.  They do however sit on supported equipment from Toshiba.  Toshiba quoted £50k in 2017 for this upgrade.  

The 64 slice CT scanner in Morriston is well past the expect6ed life expectancy of a CT unit and is due for replacement in 2017 or 2018.  There is no funding identified in 2017 but this is a Radiology priority for 2018.		CT scanner on Capital asset database and Radiology are working with Capital Management team to secure funding for replacement described.		0

																																																						[Morris, Chris Mr 31/05/18 11:23:00] New servers purchased in March 18.  Due for installation in June which will remove this risk.

																																																						[Simmonds, Alexandra ms 30/11/18 10:26:13] REVIEWED AND UPDATED TO REFLECT NEW RSM DETAILS

																																																						[Simmonds, Alexandra ms 07/05/19 10:12:52] Feedback from PACS Manager Terry:

We have removed the Morriston server and replaced it with an newer model that is going to support both Singleton and Morriston. 
However we hit problems with the software running the program.
It wouldn’t load on some of the HB PC’s (but loaded fine on Fuji w/s).

That issue is now partially resolved in that there is a workaround to get the software running on all PC’s.
In last month or so I have been successful in getting it loaded to several PC’s that didn’t like it at first, including Windows 10 versions.

So plan is to look to  remove Singleton.
Engineer will need to visit to change the send destination on the scanner to the new server.
All protocols will need to be checked to ensure they are set to send to the new destination.

Once complete check of users to ensure they have new software and arrange apps training.Switch off Singleton server and remove from racks.


																																																						[Chohan, Rita Ms 11/02/20 12:15:21] Risk reviewed by RC/JT/VL -VIMS software needed so risk remains

																																																						[Chohan, Rita Ms 02/06/21 14:35:57] risk reviewed  no change as new scanners are needed.

																																																						[Chohan, Rita Ms 01/02/22 14:53:53] no change 

																																																						[Chohan, Rita Ms 01/02/22 14:56:25] new server is in the process of being installed.  

		2974				AHU Replacement Project Morriston HSDU - Risk to Service Provision		Accepted		Bissmire, MS Lori				Capital Project in process to locate a new Electrical Substation – Substation 6, within the Morriston Hospital Site, the proposal will include the replacement of the HSDU AHU within this scheme. 

Risk to service delivery - patient care, increased turnaround times in conjunction with cross site transportation e.g. Trauma Morriston 
No cross site contingency in the event of breakdowns/failures during project timeline

From the first project meeting it is estimated that the project will commence in November 2021, although final confirmation on a start date has not yet been received. Initial estimates are that the HSDU AHU project will take approximately 3 months to complete. 
 

Delays to project new proposed timeline March 2022

*Following meetings held in December 2021 suggests possible extended timeline of HSDU project up to 11 months. In light of this and in consideration to plans increasing Theatre capacity across NPTH & Singleton HSDU risk rating now revised until further clarification can be sought from the Capital projects team.

		2/22/22		1/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS						8		16		Moderate Risk		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Plans in place for services to transfer to Singleton HSDU during the length of the project with the exception of Endoscope processing which will be supported within Endoscopy Clinic Morriston.

*Outsourcing will be required if project extends and overlaps with Theatre expansion projects
		Capacity assessed within Singleton HSDU based on production figures April 2021, allowances included for increases following reduction of Covid restrictions.
Will require additional transport support, shifts to turnaround production possible 24/7.
Discussions held with HR and Union, comms agreed and shared with HSDU staff in March 2021, meetings held on both sites with staff for any questions or queries.		0

		3380				Anglesey Ward Nurse Staffing		Accepted		Rees, Mrs Katrina		Hughes, Mrs Fiona		There was an increasing demand for medical beds and therefore a requirement to open Anglesey ward as an interim option which has increased the bed capacity now from 10 to 25 patient’s.   Dyfed ward and Anglesey ward have  now swopped areas.  The ward was initially set up as a medically fit area for 10 patient that those patient that were clinically optimised.   
The nursing staff for the ward has been left with a Band 6 Sister as a the Band 7 that was employed for the ward is now going to remain on Gower Ward. The nursing staffing has been agency staff and we have recently managed to recruit a Band 5 staff nurse who had transferred from Singleton and we are now in the process of transferring 3 new overseas nurses to Anglesey Ward that have been on Ward R for their induction and training.  The ward will now need to be staffed appropriately from a nursing, medical and therapy’s as well as other MDT staff. It currently has a very small substantive workforce , 1wte band 6, 1.6 wte band 5’s and 4 x band 2) we are reliant on bank and agency.  Over the past week we have been block booking the regular agency staff that have been working on the ward. This does lead to poor skill mix, lack of leadership which all impacts the safe delivery of care, increasing the risk of errors and the wellbeing of the staff that are currently working there from other areas.  In addition, this ward  now has patients that are  positive to COVID and COVID exposed.  The ward has experienced untoward incidents such as medication errors, communication failings and discharge planning failures.
		5/24/23		6/22/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				20		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Taylor, Amy Mrs 22/06/23 14:37:23] discussed and accepted in medicine board 22/06/2023.								Experienced band 7 redeployed to Anglesey Ward from other wards within medicine to provide support to the Band 6 who is struggling at present due to having been the only substantive staff member for a while.
Matron will now be supporting Anglesey Ward.                                           Requested block booking of bank and agency.                                                                               VCF’s have been submitted to panel for a Band 7 and a Band 6.                                            We have requested via all the Medical ward mangers if any staff are interested in being seconded and a band 2 HCA will be moving to Anglesey Ward.                                                       An Expression of interest for a Housekeeper has been advertised as a secondment.
		To increase establishment to meet the need for a 25 bedded full ward.                                          The medical cover of Anglesey Ward has also been escalated as currently the Ward is covered by a Consultant and 2 SHO’s who are expected to review post take patients in ED first then attend Anglesey Ward.  This them means that they are struggling with the workload and that the Board rounds occur late in the day which then has a knock on effect on the actions being able to be undertaken to increase the flow and facilitate discharges.                                                        We have devised a Criteria for Anglesey ward as there have been issued with the suitability of patients being moved to the ward and a meeting has taken place with Patient Flow and Therapy colleagues.                                                                                                                                  Support has been requested in the Senior Nurse meeting on the 16th May from colleagues in Surgery and Orthopaedics in relation to having staff for the Ward.                                                           Also concerns raised by Occupational Therapy and Physiotherapy colleagues as they are not able to provide the required support to the amount of patient’s on the ward at present.(funded for 10 patients)
Band 6 and 7 adverts to be put out on Tracs as soon as the VCF’s have been approved.
Ward Clerk’s have been appointed and will be starting in the next month.
Ongoing support from Matron, Senior Matron and Head of Nursing
		0

																																																						[Taylor, Amy Mrs 08/08/23 13:21:27] KR and EM req risk downgraded from 20 to 12 and hopefully we will be able to remove this soon.The plan is for Tawe ward to close and the staff to be transferred to Anglesey ward.The Staff in post list for Anglesey ward is vastly improved compared to how it looked when risk requested the risk to be put on.


		2604				Appointment of a Second Cleft Surgeon		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		The service has successfully received funding for a second surgeon position but have been unable to attract a suitably trained second surgeon to this unit. There is a real risk if we do not appoint we will be unable to sustain the current one surgeon model.		1/26/21		9/30/21		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				9		9		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Anthony, Nicola Miss 05/05/21 13:14:44] No suitably qualified surgeons available at the moment - need maxillofacial trained 								The CD of the service has approached the TIG fellowship to state that a second surgeon is required in order to offer a sustainable long term service. Unfortunately there are a reduced number of fellows in the system. Due to COVID the annual Craniofacial conference did not take place, this conference creates an opportunity for networking and to attract future surgeons to our unit.		The current surgeon is currently covering a very heavy workload and this is not sustainable for the long term future. The service will continue to approach suitable candidates and actively seek to recruit. The service remains at risk operating a single surgeon model of care.		1		Davies, Mrs Jo (Inactive User)		10/1/21		Actions coded through the incident		Update needed for risk register 		Risk added to the Risk Register and continue to await opportunities for appropriate recruitment

		1021		SL/AE/206/2016		Avoidable harm and poor patient experience due to limited service for timely mental health assessment for children and young peo		Accepted		Hoskins , Ms Shirley		Davies, Mrs. Rebecca		Mental health assessment for under 18s is to be done by CAMHS. This is not a 24/7 service which results in overnight admissions for review the next day. The pathway for 16 and 17 year olds stipulates admission to adult medical wards. This is not always appropriate (no medical need for admission, inappropriate placement of a vulnerable young person). The young person is at risk on the ward from other patients and may not be able to have a responsible adult stay with them. When medical beds are limited, the young person risks staying in the ED overnight awaiting assessment.

No identified impatient bed and no agreed pathways to be admitted. 
		10/17/16		6/1/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				25		20		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  17/10/16 14:26:11] April 2015 - Pathways being developed by Task and Finish group with recommendations to be produced for consideration.June 16: Awaiting introduction of CAMHS liaison team who will be providing a 12 hour a day service to the ED and wards.								Assessment needs to be available 24/7 or the patient should be transferred to an appropriate place while awaiting assessment
CAMHS meetings
Adolescents admitted to Dyfed agreed		Interested stakeholders are drawing up pathways to address the  needs of children and young people under 18 in the ED with mental health and DSH issues. ED representation is made at these meetings where possible.

Head of nursing has a meeting planned with CAMHS and Paediatrics - will update when held 		0

																																																						[Siddell, Sarah Mrs 17/09/18 14:03:10] Reviewed by Sarah 17.09.2018

																																																						[Siddell, Sarah Mrs 07/02/19 11:28:20] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 20/08/19 13:54:35] Risk Uupdated to 25 on request of Head of Nursing for Ec&HO 

																																																						[Siddell, Sarah Mrs 18/11/19 16:34:10] No identified impatient bed and no agreed pathways to be admitted. 

																																																						[Siddell, Sarah Mrs 10/02/20 12:25:31] Review Rita & Sarah 

																																																						[Hoskins , Shirley Ms 17/06/20 09:57:10] Meeting postponed due to Covid pandemic.

																																																						[Chohan, Rita Ms 11/08/20 16:27:31] Meeting with Gareth Cotterill today.  Meeting to be arranged as soon as possible following COVID surge SH/RD

																																																						[Doggett, Carol Mrs 21/07/21 11:35:58] Currently discussions are underway with CAMHS out of hours’ provider to understand what can be done to enable a responsive service to the MSG site. Awaiting for the provider to advise whether they were successful in securing funding additional nursing time until midnight 7/7 through WG.

																																																						[Chohan, Rita Ms 21/09/21 14:44:26] No further update - meet with CD to discuss 

																																																						[Chohan, Rita Ms 17/01/22 14:43:57]  ringfenced a dedicated  area for triage and support of CAMHS patients 

																																																						[Holloway, Suzanne Mrs 11/02/22 11:19:29] Datix record updated to reflect current operational management structure

																																																						[Chohan, Rita Ms 25/03/22 11:42:12] Increased attendance of 16 and 17 years old with mental health disorders, and closure of Dyfed ward has meant increased length of stay in ED. Additionally the increase of young people from out of area being provided with commissioned services that cannot meet the requirements of the young people has meant inappropriate attendances to ED and young people remaining in ED whilst alternative services are sourced. Long stays in ED, challenging behaviour, use of resources such as security, impacting on patients safety in the rest of the department and patient experience. Linked to recent datix.  

																																																						[Chohan, Rita Ms 11/10/22 11:07:21] Tender for new service to improve care - to management board in Nov to house these young people off site.  


		1797				Avoidable harm due to lack of capacity in the ED impacting on WAST ability to handover patient		Accepted		Hoskins , Ms Shirley		Davies, Mrs. Rebecca		Due to lack of capacity delay in Ambulance handovers resulting in delay in handover of patients, compromising patient safety and impacting on releasing ambulances back into the community.
Have been deaths in the community due to ambulance delays
increased acuity of walk in patients due to failure to be conveyed by ambulance
Whilst patients remain on ambulance after REACT process challenges in providing ongoing treatment by WAST staff as this is outside there clinical remit.		1/3/19		6/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				20		25		High Risk		6		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Siddell, Sarah Mrs 18/11/19 16:53:31] 18.11.19 - Improvement Plan of Ambulance Handover action plan has been attached 								Patients that attend via ambulance and are unable to be offloaded are Reacted and seen by a doctor before going back on the ambulance if appropriate. They are offloaded in clinical priority order once space becomes available in the department. 		18.11.19 - Improvement Plan of Ambulance Handover action plan has been attached 

Patient flow coordinators in place via winter funding - paramedics are able to escalate patients with rising NEWS scores to triage nurse and flow coordinator 

Working with WAST to ensure all Red's are released  		0

																																																						[Siddell, Sarah Mrs 10/02/20 12:34:26] Reviewed by Sarah & Rita 

																																																						[Hoskins , Shirley Ms 17/06/20 10:24:04] Risk reviewed and due graded due to current hospital escalation levels.

																																																						[Chohan, Rita Ms 16/09/20 16:53:11] Risk upgraded to 20 following capacity issues and failure to offload patients over the last month

																																																						[Chohan, Rita Ms 21/09/21 14:56:08] introduction of the ambulance liaison specialist nurses to maintain patient safety and care in the event of offload delay.  Development of additional pathways to enable offload of patients to specialist areas.  These roles support good communication with WAST 

																																																						[Chohan, Rita Ms 17/01/22 14:55:58] in line with the Health Board risk - halo contributing to patient safety.

																																																						[Holloway, Suzanne Mrs 11/02/22 11:21:11] Risk updated to reflect current operational service management structures

																																																						[Chohan, Rita Ms 25/03/22 12:10:26] reviewed and no change

																																																						[Chohan, Rita Ms 11/10/22 11:15:24] No change 

		2866				Backlog of yearly surveillance of Metal on Metal Hips		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Admin support limited until October 2022, surveillance recommenced in October 2022.  Working through backlog of patients.  Insufficient clinic and radiology capacity to review cases.		11/4/21		8/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		16		Significant		1		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 09/11/21 15:12:01] Reviewed in T&O Q&S meeting.  Approved and risk scoring agreed.								Admin support solutions still being sought.				0

																																																						[Mathias, Louise Mrs 13/06/22 07:55:20] Update from Charlotte Le-Brocq.  Member of staff due back from maternity leave therefore hope to re-start surveillance over the next 6 weeks, this will be for small numbers of patients due to clinic and radiology constraints. Risk remains. 

																																																						[Mathias, Louise Mrs 05/10/22 10:40:18] Reviewed in T&O Q&S Group meeting on 13th September 2022.  No change to risk.

																																																						[Mathias, Louise Mrs 17/05/23 08:29:42] Reviewed with BD,LJ,CLB,RJ.  No admin during pandemic. Oct 22 - reinstated.  Small scale.  Working through backlog.  Lack of consultant support.    Risk of metal in blood stream.  (Dangerous levels).  Risk of needing revision.  No issue with bottles.

		2876				Bladder Scanner i10 			Accepted		West, Mr David				3 medical wards are currently lacking this piece of Kit - Gowers, AMAU & RAU and Ward R.  Staff are having to borrow kit from other areas and then track down the kit when it is taken detracting from caring for patients and delaying diagnosing and discharging patients from ward areas.		11/9/21		6/30/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				12		6		Significant		6		Moderate Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 01/12/21 13:20:45] Reviewed in RR meeting today. no change.								Borrowing from other wards at present  				0

																																																						[Taylor, Amy Mrs 29/04/22 08:19:45] Reviewed and approved in Q&S meeting 29.04.2022

																																																						[Taylor, Amy Mrs 12/08/22 09:35:03] AT met and discussed with DW 12/08. Risk removed as no longer needed - new requests for cap funding will go out.

																																																						[Taylor, Amy Mrs 22/11/22 17:15:36] Discussed in Medicine Risk Register Review meeting 18/11/2022. RAU and AMAU have one to share. Gowers Ward and Ward R still don't have this. Risk reduced to 6 and looking at butterflying wards to share kit. 

																																																						[Taylor, Amy Mrs 22/03/23 14:40:57] DW/NB reviewed 22.03.2023. No change. 

																																																						[Taylor, Amy Mrs 10/05/23 15:28:21] Discussed in RR meeting 10/05/2023, FH and EM to review.

		3424				Cancelled/Delay surgery due to Power Tools breaking down		New risk		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		The power tools we have are all breaking down.  Some are now obsolete and cannot be repaired, there are not enough in the system to sustain the work load.
		6/22/23		7/21/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												New power tools are needed in the system to carry on operating.		New power tools are needed urgently to continue operating		0

		2150				Capacity and Workforce challenges in Diabetes and Endocrine Services causing delay in patient treatment  		Accepted		West, Mr David		Hughes, Mrs Fiona		Significant workforce challenges within the Morriston Hospital Diabetes & Endocrine service in delivering both inpatient and outpatient services


The volume and nature of patients requiring the ongoing input and direct / indirect management of their diabetic related complications within Morriston Hospital has resulted in significant demands placed upon a highly limited workforce  (in terms of ‘number’ of staff), culminating in a situation presently whereby the team (both nursing & medical) are physically unable to continue to provide the level of service expected across the Morriston site
		10/17/19		10/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Diabetology				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Taylor, Amy Mrs 27/09/21 15:15:49] Further peer review awaiting formal report but indications show deficit in t1 cons provision at Morriston.								Paper to be presented to FRSG articulating the current position, the gap in service provision, the risk to patients and the organisation and a proposed revised workforce that will require investment in both new post and pump priming the replacement of existing members of staff.		Staff review taking place following AMSR implementation. SBUHB wide. 
CNS resource being reviewed by the matron given the fact that SAU is no longer served with a view to transfer this resource to AMU Morriston. As well as this CNS job plans will be pulled together to compare OPD work. (DW CW meeting)
1 x Endocrine consultant post progressing to advert 22/3/23 - RCP approved but needs altering as will contain more endo sessions. (in progress)
1 x Diabetes / ACP post progressing to advert. Recruited.
Both of the above posts will assist with the staffing deficits for medical staff. 		0

																																																						[Taylor, Amy Mrs 01/12/21 13:21:30] Reviewed in RR meeting today. Peer review and recruitment ongoing.

																																																						[Taylor, Amy Mrs 12/08/22 10:12:35] Manager changed from GC to FH

																																																						[Taylor, Amy Mrs 17/08/22 16:30:56] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
Going out for advert for ACP and ongoing endo specific work.

																																																						[Taylor, Amy Mrs 26/08/22 09:15:51] AT met with CT still the same.

changed the way pat being booked to manage workload more effectively however still remains an issue with staffing and trying to recruit a further consultant.

Endo - bimonthly meetings in place to discuss the sustainability of the service, short term solution in regards to training staff and offering overtime and extra hours. Long term recruitment plans and business plans to be submitted. 

																																																						[Taylor, Amy Mrs 25/11/22 09:42:00] Discussed in risk register meeting 18/11/2022 and linked risk 3129 risk Limited Level 3 Weight Management Service. risk increased to 16 possible efficiencies from AMSR. 


																																																						[Taylor, Amy Mrs 22/03/23 14:43:11] DW/ NB reviewed 22.03.2023. Review ongoing. 
Staff review taking place following AMSR implementation. SBUHB wide. 

CNS resource being reviewed by the matron given the fact that SAU is no longer served with a view to transfer this resource to AMU Morriston. As well as this CNS job plans will be pulled together to compare OPD work. 

1 x Endocrine consutlant post progressing to advert 22/3/23
1 x Diabetes / ACP post progressing to advert. 

Both of the above posts will assist with the staffing deficits for medical staff. 

																																																						[Taylor, Amy Mrs 10/05/23 15:33:48] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Chohan, Rita Ms 21/09/23 12:59:32] ACP post filled, another post is going back out to advertise, Endocrine post also.  Diabetics specialist nurses across HB  to be reviewed

		3036		HBR 84		Cardiac Surgery - Getting it Right First Time		Accepted		Ramsey, Dr Mark		Ramsey, Dr Mark		Cardiac Surgery – A Getting It Right First Time review identified concerns in respect of cardiac surgery (including patient pathway/process issues) that present risks to ensuring optimal outcomes for all patients. Potential consequences include the outlier status of the health board in respect of quality metrics, including mortality following mitral valve surgery and aortovascular surgery. This has resulted in escalation of the service by WHSSC.		5/24/22		8/1/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				25		8		High Risk		12		Moderate Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate		12/31/22		[Woodrow, Elaine Ms 24/05/22 15:27:17] Rationale for current score:
De-escalation of service by WHSSC from Stage 4 to Stage 3
Assurance of processes in place through implementation of the improvement plan.

Rationale for target score:
Cardiac surgery is frequently high-risk surgery and an element of risk will remain.

		Evans, Mr Richard						•Invited Service Review by Royal College of Surgeons to advise on outcomes, good practice and areas for improvement; 
•Implementation of local action plan to address areas of concern; widespread engagement among clinicians in the department.
•All surgery is now only undertaken by consultants and mitral valve repair surgery is undertaken by two mitral valve specialists; a third consultant undertakes mitral valve replacements as agreed with WHSSC.
•Complex heart valve MDT established to make decisions on appropriate surgery including MV repair and MV replacement and to direct to the appropriate consultant.
•Internal review of deaths following mitral valve surgery.
•High Risk MDT implemented, outcome decision documented on Solus.
•Dual surgeon operating mandated for complex cases (determined by the MDT) to improve outcomes.
•MDT discussion to be undertaken for all patients who develop deep sternal wound infections.
•Quality & Outcomes database established capture case outcome metrics in real time.
		•An improvement plan has been developed in conjunction with WHSSC and agreed. Progress is monitored by Gold Command arrangements.
•Quality & Outcomes database established capture case outcome metrics.

Gaps in assurance (What additional assurances should we seek?)
Assurance sought via RCS Invited Review on outcomes and governance in the department.
		3		Hall, mrs Gwennan		6/17/22		Action Plan Established (Risks)		Implementation of local improvement plan targeting areas of concern and implementing actions to reduce variation		Weekly meetings occur for the project leads, Fortnightly meeting occur at a Silver level with service manager, head of nursing, Clinical director and unit medical director to monitor progress.  Monthly Exec led meetings are held with the executive medical director, these meetings monitor governance and risk associated with the delivery of the recommendations, to ensure that processes and safety concerns are discussed and any changes made are sustainable for the future of the service.  All progress is fed back to Welsh Health Specialised Services Committee. A further review process is now underway via RCS Action plan, any outstanding actions will be reviewed via the RCS action Plan. 
   





																																																						[Woodrow, Elaine Ms 24/05/22 15:27:59] Update April 2022
WHSSC have de-escalated the service to Stage 3 following an agreed pathway for aorta-vascular cases.
Update 14.04.22 - The Royal College of Surgeons undertook a review of the service in March 2022; formal report anticipated in 8-10 weeks’ time.
Action completed - Commission an Invited Review of Service with support from Royal College of Surgeons.






																																																						[Woodrow, Elaine Ms 24/05/22 15:28:28] Update 11/05/22: The Royal College of Surgeons undertook a review of the service in March 2022. Interim letter received with feedback; formal report anticipated in 6-8 weeks’ time.





																																																						[Mathias, Louise Mrs 26/05/22 15:47:32] Going from Girft to RCS.  DP to update.



																																																																				Hall, mrs Gwennan		8/31/22		Action plan to be agreed by Dir/Locality and sent to lead invesigator		Develop actions for improvement as advised by RCS		progress is ongoing as still awaiting the final report from RCS, however  this will be a long term task of constant review and developments. 

																																																						[Woodrow, Elaine Ms 15/08/22 11:49:06] E-mail update from EMD 11.05.2022
Additional visit from RCS to review an individual surgeon’s outcomes. Verbal feedback received with no immediate patient safety concerns. Report from site visit still awaited. Regular escalation meetings with WHSSC note continued improvement is systems and processes in the service.





																																																						[Woodrow, Elaine Ms 15/08/22 12:27:55] Current score updated to 16 as confirmed by EMD.  Email in documents.





																																																						[Woodrow, Elaine Ms 21/11/22 15:22:07] 21/11/22 Report received from RCS and action plan developed. WHSSC acknowledge improvements and will consider de-escalation on receipt of the report. EMD e-mail update in documents.





																																																						[Woodrow, Elaine Ms 17/01/23 10:32:57] 17/01/22 WHSSC did not de-escalate in December 2022. Further information being provided by Executive Medical Director. EMD e-mail update in documents.

																																																																				Jenvey, mrs Louise		10/31/23		Service Development		workforce plan developed and put into a paper by Dean Packman		the cardiac surgical workforce is being reviewed and worked though due to the decrease in demand for surgery that differs from the initial GIRFT review.



																																																						[Mathias, Louise Mrs 17/05/23 10:24:07] Reviewed BD,DP,LJ,GH.  De-escalated - decrease risk to - maintenance of work done to date.  Cardiac surgery service improvement group in place.  Downgrade - likelihood 9-10  - ??remove - very low risk yellow. - link to service sustainability risk - sent risk ass form DP.





																																																						[Woodrow, Elaine Ms 26/07/23 08:55:42] Confirmation of de-escalation EMD 26.07.23.  E-mail in documents.





																																																						[Woodrow, Elaine Ms 14/08/23 16:44:44] 12/08/23: No change. Await nursing workforce plans from Service Group. Email update in documents from EMD. 14.08.23





		1617				Cardiology procedures in Cath Lab under GA affected due to lack of aneasthetists		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		Increase in number of patients undergoing cardiology procedures under GA within Cath Lab - ie, non theatre environment.  
Patients undergoing different degrees of conscious sedation given by Cath lab nursing staff and Cardiology medical staff which could potentially result in harm to patients 		8/9/18		8/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				10		4		Significant		4		Low Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 26/11/18 16:59:56] Risk remains - work needs to be done on this risk 								Ensure all staff within the Cath lab environment have undergone the necessary training competencies to manage patients undergoing conscious sedation.  
Plan to be put in place to ensure policies and procedures are followed.  
Reintroduction of the CLEMS training 
Review of current nursing documentation 				1		Thomas, Mrs Julie		11/6/20		Review policy		Competencies now completed in majority of cath lab/ssu in relatin to conscious sedation and needs to go to MDU Q&S meeting for review		Competencies now completed. Email sent to HON professional standards and head pharmacict to get them signed off. Email also sent to head pharmacicst to request development of CS policy for non anaesthetic staff

19 staff in the department now had training in CS. Competencies have been updated to reflect the best practice outlined in this training. Will go to PNF in January and will also need to go to medicines management group for approval as well

to be discussed at PNF on the 19.2.20. 

5.3.20. Not discussed at PNF but agreement from HoN to progress with the competencies. Email chaser to head of pharmacy to confirm if competencies have gone to medicines management group. 

6.4.20- need to go to medicines management group  
2.6.20 - still need to go to medicines management group

2.7.20 Sent to head of pharmacy who will progress to medicines management group for final sign off 

3.8.20. Have been presented to MMG and there are a couple of queries that needed to be clarified. Matron and Head of pharmacy planning to meet to discuss.   

9.9.20. Update from matron on meeting with pharmacy required.

5.10.20 still awaiting outcome of meeting 

																																																						[Anthony, Nicola Miss 07/03/19 12:13:38] D/w HON/Service Group Manager.  Risk remains as these procedures are carried outside main theatre.  Requires a risk assessment in joint with CSS - NA to progress

																																																						[Anthony, Nicola Miss 19/03/19 16:47:35] Request sent to Julie Thomas/Jonathan Gates to carry out joint risk assessment 

																																																						[Anthony, Nicola Miss 08/04/19 21:21:55] Update from Juie Thomas, Snr Matron.  Not made much progress with this. Still need to either get or develop a competency for patients having consiouse sedation in cath lab. Senior matron to contact band 7 in recovery to see if they have an examples that can be used.

																																																						[Anthony, Nicola Miss 03/07/19 08:55:13] Update requested 

																																																						[Anthony, Nicola Miss 18/07/19 12:55:33] Update requested from JT 

																																																						[Anthony, Nicola Miss 30/07/19 21:11:35] Update from Snr Matron, Cardiac - competency booklet now developed. Needs to be ratified. Staff to undergo conscious sedation training . Need to set up meeting around lack of conscious sedation policy in the HB. Looking at introducing new anaesthetic nurse role into the cah lab team.  

																																																						[Anthony, Nicola Miss 11/09/19 17:04:11] Risk remains although rare .  Update from Snr Matron - financial approval recived for training on conscious sedation for most staff in cath lab and short stay.  Competencies now ompleted and needs to go to MDU Q&S meeting.   JT has d/w Roger Williams.  Policy in health board covers doctors and not nurses.  Need to develop conscious sedation policy specifically for cath lab.  

																																																						[Anthony, Nicola Miss 27/11/19 10:53:08] Training has been undertaken for 19 members of staff.
Conscious sedation competencies will go to December 2019 PNF fro approval
Establishment review requrred, ie, replace Bd 5 with anaesthetic nurse to provide additional anaesthetic support in cath lab environment. 
Senkor staff within the lab req to meet with Dr Barry to feedback potential changes as a result of training 
Links with risk relating to lack of anesthetic cover within the whole unit. 

																																																						[Anthony, Nicola Miss 16/07/20 13:06:34] All staff in cath lab have undertaken conscious sedation training. Developed a conscious sedation competency booklet which has been signed off at PNF and taken by Roger Williams to Medicine Management Group for final approval

																																																						[Anthony, Nicola Miss 05/02/21 12:59:06] LJ to consider how many staff have been trained in relation to compliance with policy in place
Recently GA patients and recovered through CITU as an interim process to reduce the number of patients waiting.
ALso discussed RW will take the lead in ensuring skills for cath lab staff to recover patients 

																																																						[Mathias, Louise Mrs 12/10/21 11:02:20] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  No change.  Michelle Petty working on business case/plan.  Need General Anaesthetic cover once a week.  OPDs scarce.  Affects recovery.

																																																						[Mathias, Louise Mrs 07/12/21 11:35:48] Reviewed in Triumvirate meeting with Dean Packman and Louise Jenvey.  No change.

																																																						[Mathias, Louise Mrs 26/05/22 15:19:20] Review with DP, LJ and BD.  Only needed on 1 monthly basis.  Planned weekly.  Await escalation from consultant.

																																																						[Mathias, Louise Mrs 06/12/22 13:15:37] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.  It is our long waiters who are affected by this.

																																																						[Mathias, Louise Mrs 07/02/23 15:16:03] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  No change.  Affecting our elective patients.

																																																						[Mathias, Louise Mrs 17/05/23 10:58:32] Reviewed BD,DB,LJ,GH.  No change.  Regular lab day.  Not utilising funding.  Ad hoc days.

		2459				Cath lab temperature inadequately regulated by the air conditioning units 		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		The temperature in the cath labs is not being regulated correctly by the air conditioning units resulting in temperatures of in excess of 27 degree to work in, ie, dangerously high

This then affects the equipment and all labs subsequently run slow which poses a risk of harm to patients during an emergency situation.  Staff have to leave the labs during a case and have ice packs applied as they were so hot

Phillips cannot resolve the issue with the equipment until the temperature issues in the lab are resolved, ie, failure to provide a suitable environment for the equipment which could in turn lead to the labs closing and cessation of services offered and resultant harm to patients 

		8/14/20		8/1/23		Environment, Estates and Infrastructure		Estates		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology		Catheter Laboratory		20		5		High Risk		5		Moderate Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 26/08/20 07:51:16] RW has discussed with Estates who are looking into the matter - see documents - they would like to see up to date temperature logger information for Cath Lab B. Stephen Williams, Estates officer, has advised humidity is not being directly controlled in Cath Labs B & C and is dependent on outside conditions.  The dewpoint will vary dependant on how much cooling is being asked for which is then reflected in the %RH. 
Estates have had some issues with the chillers recently, which they are looking into, but the very high outside ambient temperatures experienced recently have not helped matters so the more recent data would be useful.
								Chris Bax the Phillips engineer has been in numerous times to resolve these issues and is unable to due to the temperature / humidity levels in the labs currently. It has been escalated to Holland but again all the issues are due to temp/humidity in the labs

Superintendent Radiographer, Cath Lab, spoken to estates who assures that all the air conditioning units in the hospital are working correctly however they do not seem to be regulating temperatures effectively in the catheter labs				0

																																																						[Anthony, Nicola Miss 28/08/20 09:20:20] Agreed at Cardiology Board 

																																																						[Anthony, Nicola Miss 19/10/20 16:07:30] Update from RW - Due to cooler outside temperatures this is not an ongoing issue at present. No doubt when warmer weather returns though this issue will return. RW has asked Liza Powell in estates for a response on the situation but have not heard back

																																																						[Anthony, Nicola Miss 18/03/21 15:24:29] Score reduced - likely potential annual issue if outside temperatures increase 

																																																						[Mathias, Louise Mrs 12/10/21 10:56:56] Better at present.  However, recently member of staff fainted due to getting too hot.  DB is going to look in to portable unit.

																																																						[Mathias, Louise Mrs 07/12/21 11:36:56] Reviewed in Triumvirate meeting with Dean Packman and Louise Jenvey.  This remains an issue during the summer months.

																																																						[Mathias, Louise Mrs 06/12/22 12:58:52] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.

																																																						[Mathias, Louise Mrs 07/02/23 15:14:08] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  No change.  Not a problem at the moment.  Remain on risk register as remains an issue during the summer months.

																																																						[Mathias, Louise Mrs 17/05/23 10:57:05] Reviewed BD,DP,LJ,GH.  Fails - will be resolved with new lab.  Also an issue in one of the theatres.

		751		CSS  Radiology ID 657 2012		Clinical risk and delay to diagnosis due to radiology reporting backlog		Accepted		Simmonds, ms Alexandra				Currently there is a reporting backlog of plain films across Swansea. All Radiology examinations should have an associated radiology report ideally prepared by a Consultant Radiologist.  These reports should be prepared and available in line with the Welsh Radiology Reporting Standards identified by the Medical Imaging Sub Committee and Welsh Scientific Advisory Committee.  These standards identify the following times for reporting turnaround: 
urgent 				immediately/same working day
inpatient 				within 1 working day
A&E					within 1 working day
GP 					within 3 working days
outpatients				within 10 working days
Failure to meet these timescales introduces significant clinical risk through delay in diagnosis.  Radiology reports are seen as a gold standard.

Delay in diagnosis can lead to delay in treatment, increased length of stay and morbidity.  Incorrect interpretation by a non radiologist may also leads to negligence claims.  		5/18/12		3/31/23		Compliance with legislation and Statutory/regulatory inspections		Clinical Advisory Body/Royal College		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		20		High Risk		2		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Otter, Gemma Mrs 20/05/16 14:30:10] We have increased reporting levels through radiographer reporting and identifying films where a report is of no value but we still lack enough reporting capacity to report in a timely manner
								Prioritisation of reporting backlog i.e. films not seen by any other medic reported first i.e. GP.  Next category for reporting is A&E moving down towards I/Ps where patients are under direct clinical 
care of ward team.Delay in diagnosis can lead to delay in treatment, increased length of stay and morbidity.  Incorrect interpretation by a non radiologist may also leads to negligence claims.  delays in reporting and backlogs of reporting.Prioritisation of reporting backlog i.e. films not seen by any other medic reported first i.e. GP.  Next category for reporting is A&E moving down towards I/Ps where patients are under direct clinical care of ward team.
We have increased reporting levels through radiographer reporting and identifying films where a report is of no value but we still lack enough reporting capacity to report in a timely manner
		Regular monitoring of waiting times for reporting with additional reporting introduced as required and agreed with consultant radiologists

We have increased reporting levels through radiographer reporting and identifying films where a report is of no value 


Recruitment of a CXR/AXR reporting radiographer now qualified - will support the CXR/AXR backlog.

Risk grading possibly will occur x (reports now being done in a more timely manner) Unsatisfactory patient experience
		0

																																																						[Otter, Gemma Mrs 13/12/16 10:08:47] Ongoing monitoring.

																																																						[Morris, Chris Mr 27/02/18 13:53:30] No change.

																																																						[Morris, Chris Mr 31/05/18 11:11:54] Use of locum is priority due to shortage of radiologist sessions. Situation will worsen due to shrinking numbers of radiologists. 

																																																						[Simmonds, Alexandra ms 19/11/18 08:54:59] further review of radiographer reporting has ocurred and SOP has been increased accordingly

locum radiologist/reporting radiographer being sourced to assist as waits are out to 3 weeks for some images.

																																																						[Simmonds, Alexandra ms 07/05/19 09:00:34] - locums have been approved for use to reduce the backlog in plain film
- job plans are underway to discuss the options for increasing plain film numbers.
- plain film numbers are still high due to picking up NPT and now having larger numbers to complete

																																																						[Simmonds, Alexandra ms 02/07/19 13:27:58] plan to advertise 2x training post for further advanced practicising radiographers for cxr/axr - where deficit is seen most.

																																																						[Chohan, Rita Ms 06/07/21 09:20:51]  There is still a reporting backlog – it varies depending on leave and scanning capacity and demand, but it is an ongoing risk. Currently >2000 plain films awaiting report. 

																																																						[Chohan, Rita Ms 28/09/21 15:36:05] plain film, Ct scan worsening situation re backlog. 758 CT reports - 454 MRI - 3,500 plain films back log 
Concern raised by other services - in relation to delays including Cancer pathways and MIU. Impacting on patients treatment pathways for cancer, surgical and medical patients. 

																																																						[Chohan, Rita Ms 01/02/22 14:33:34] due to Locum cover the situation has improved slightly.  

																																																						[Chohan, Rita Ms 13/01/23 13:04:17] Continue with a blend of options to mitigate the risk including locum cover, additional sessions, and outsourcing.
as of today there are 327 unreserved MRI and 418 unreserved CT reports 1898 plain films waiting for reporting.  

		60		SL/Hosp/ENDO13/177/2014		Clinical risk infection control potential for cross infection		Accepted		John-Cox, mrs Sandra		John-Cox, mrs Sandra		Water counts raised could cause contamination of the endocope and lead to cross infection to patient		7/25/13		9/1/24		Patient Safety		Infection Control		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Gastroenterology				6		4		Moderate Risk		4		Low Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Thomas, Rosa  15/04/15 13:41:23] Two of the decontamination machines are now compliant but two machines are still not compliant so the risk remains for the two non compliant machines
								Risk assess invasive procedures ? A/B's for mod to high counts
address the water quality issue escalation to DK on a weekly basis involving infection control		Risk assess invasive procedures ? A/B's for mod to high counts
address the water quality issue escalation to DK on a weekly basis involving infection control		1

																																																						[Thomas, Rosa  11/11/15 14:13:04] Two of the decontamination machines are now compliant but two machines are still not compliant so the risk remains for the two non compliant machines. Improvement with Rinse assured system being put in place in Neath and Morriston Interminet High count in Singleton. 

																																																						[Thomas, Rosa  02/06/16 12:07:21] 9/18improved only intermittent elevated TVC
4/18 USC Risk Rev Mtg- risk discussed and regraded.
1/17 Review clinical practice. HB discussing solution. Depending on solution identified NPTH still requires action.(SJ Lead).
4/16Neath Endoscopy The Water TVC counts are Intermittently elevated Company contacted, Internal and External Filters replaced. Addtional chemical disinfection .
All relevant personnel aware.Decontamination Lead, infection Control. Limit Washer Disinfector to process Lower GI Scopes- No Bronochoscopes, Dudoenoscopes processed in Washer/Disinfector with High TVC counts. Continue to take weekly TVC counts. .
Upadte Jan 2016-Review clinical practice. HB Discussing solution. Depending on solution identified NPTH still requires action still waiting for HB decsion on approach to be used..
Neath Endoscopy The Water TVC counts are Intermittently elevated Company Contacted, Internal and External Filters replaced.
Addtional Chemical Disinfection .
No Bronochoscopes, Dudoenoscopes Processed in Washer/Disinfector with High TVC counts.
Continue To take Weekly TVC counts. 


																																																						[John-Cox, Sandra mrs 21/02/23 11:42:24] weekly monitor TVC 
Risk assessment in place and adhered if elevated TVC 
Nursing and Decontamination team aware 
Continue to monitor  

																																																						[Taylor, Amy Mrs 13/06/23 14:31:06] SCJ/AT review. to stay the same. 

		946		SL/AE/189/2016		Communication of abnormal blood pathology results by lab to ED		Accepted		Mitchell,  Emma		Davies, Mrs. Rebecca		Avoidable patient harm as a result of delays in communication of abnormal blood results from the Pathology Department to the Emergency Department		8/11/16		12/31/22		Governance and Assurance		Communication		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				9		12		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Thomas, Rosa  11/08/16 14:54:41] new cisco phone has been purchased for nurse in charge and 2 new phones have been set up in resus. The progress chaser role is established in main area to support this also.Risk reviewed on 12/8/16 by Head of Nursing MDU, Accepted.								Use of Integrated Clerk to answer phones during peak hours. Use of a telephone pad to take results. Protocol to be agreed for who should be informed of the result		New phone installed in resus opposite bay 5 for sole use of labs ringing back results.		0

																																																						[Siddell, Sarah Mrs 17/09/18 17:16:01] Reviewed by Sarah - 17.09.18 - Progress Chaser role not yet in place 

																																																						[Siddell, Sarah Mrs 07/02/19 11:47:56] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 08/04/19 10:34:31] Reviewed by Sarah 

																																																						[Siddell, Sarah Mrs 19/11/19 13:09:59] Matron & Senior Service Manager to meet with Pathology as results are still phoning Nurse in charge with results 

																																																						[Siddell, Sarah Mrs 10/02/20 13:34:56] Reviewed by Sarah & Rita 10.02.2020

																																																						[Hoskins , Shirley Ms 17/06/20 11:01:29] Reviewed by ECHO management team.

																																																						[Chohan, Rita Ms 01/10/21 11:11:31] despite the appointment of an integrated clerk, the post is for 8 hours a day, to completely mitigate this risk there needs to be 24 hour cover

																																																						[Holloway, Suzanne Mrs 11/02/22 12:37:39] Pathology labs have expressed difficulties in ringing results back to ED, due to the phones ringing and not being answered. There is no protocol as to how results received by phone should be communicated to clinical staff.

																																																						[Chohan, Rita Ms 11/10/22 11:35:54] Red phone number given - however this risk would be mitigated with a 24 hour integrated clerk

		2903				Consultant workforce challenges due to the expanding medical footprint at Morriston during and post covid recovery phase		Accepted		Edwards, Dr Rhodri		Hughes, Mrs Fiona		General internal medicine (GIM) footprint had expanded from a funded 195 beds to over 300 beds occupied by GIM patients who are distributed in beds in the surgical footprint. Medical consultants and their teams are consistently looking after more patients than what is advised by the Royal college of Physicians workforce standards for acute medical wards and this is above consultant’s job plans.  This is stretching the teams resulting in patient incidents due to delayed care. This also results in lack of SAFER bundle on medical wards, discharge delays, incomplete DAL (70% completion rate only), poor communication with patients and their families and low staff morale.		12/6/21		6/30/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 						9		9		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Taylor, Amy Mrs 06/12/21 10:49:48] Discussed in medicine risk register review meeting 01.12.2021 new risk added by AT as requested by MK.								Submitted a workforce gap excel to the unit directors, trying to recruit agency locum consultants for covering the gap pending expansion of substantive workforce. Medical footprint is planned to be reviewed and appropriately staffed as part of acute medical services redesign. 19/05/23  Mitigation of risk currently with Locum and  Agency consultants in post to support capacity. COTE posts to go out to advert 		 19/05/23 Regular review by senior Team. Highlighted monthly in SG  performance Review. 		0

																																																						[Taylor, Amy Mrs 29/04/22 08:21:08] Reviewed and approved in Q&S meeting 29.04.2022

																																																						[Taylor, Amy Mrs 12/08/22 09:36:33] AT/DW reviewed 12/08 remains same.

																																																						[Taylor, Amy Mrs 17/08/22 16:12:14] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid workforce issues being reviewed as part for AMSR planning.



																																																						[Taylor, Amy Mrs 22/11/22 17:00:46] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 23/05/23 15:30:42] FH reviewed and updated summary and assurance 19/05

		35		RS Cardiac/594		Control of Infection on CSSU/HDU due to lack of cubicles and toilet facilities		Accepted		Hall, mrs Gwennan		Jenvey, mrs Louise		Due to lack of cubicles and adequate toilet facilities on CSSSU/HDU, inability to isolate leads to an increased risk of patients during outbreaks of increased infection 		12/20/11		8/1/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				16		12		High Risk		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Crook, Jackie Miss 17/11/15 14:51:13] Meeting with GC and ER to review risk. Minimal cubicles available on Cardiology wards. Lack of adequate shower and toilet facilities in CSSU and Ward R. Still waiting confirmed date for transfer of Ward R ro Ward C.								Policies and procedures for the control of infection in place.  Reporting mechanisms available on a hospital-wide base.  Close links with the LHB Infection Control Team.

Staff aware to submit IR1 if they are unable to isolate patients or if there is a delay in doing so				0

																																																						[John, Andrea  13/07/16 11:37:58] 13/7/16 - entries uploaded from old Datix for completeness. AJ

17.5.13 Compliance monitored by sub-directorate teams. Infection plan developed Quarterly reports @ IPB. CE

31.7.14 Performance reviewed at board meeting. JC4


																																																						[Crook, Jackie Miss 10/11/16 13:09:46] Further to Regional risk Review meeting with Morriston Hospital Service Delivery unit Managers, HoN and DGM Risk down graded.

																																																						[Anthony, Nicola Miss 06/08/18 12:20:31] Ward R have now moved to Ward C, Ward C environment not fit for purpose - awaiting refurbishment which is unlikely to happen this financial year  

																																																						[Anthony, Nicola Miss 23/11/18 13:33:49] Ward C scheduled to undergo refreshment starting w/c 24/11/18 and anticipated to be completed by the end of the Dec 2018. Risk downgraded as unaware of patients that have come to harm and no IR1s. Furthermore, additional lockers, chairs and tables have been purchased for all beds. 

																																																						[Anthony, Nicola Miss 28/01/19 14:42:33] Risk amended to reflect current position, ie, move of Ward R to Ward C.  However risk remains due to facilities available.  Score is unchanged.  No IR1s noted recently in relation to this risk 

																																																						[Anthony, Nicola Miss 18/06/19 12:37:03] Plans drawn up for new bathroom and toilet facilties in CSSU to be discussed with HON and Asst Service Group Manager

																																																						[Anthony, Nicola Miss 11/09/19 15:23:47] D/w Snr Matron JT - Where toilet facilities are being planned, need agreement what is done to improve area - to be linked to cleaning of cardiac short stay

																																																						[Anthony, Nicola Miss 16/07/20 12:41:53] CSSU currently closed 

																																																						[Anthony, Nicola Miss 19/10/20 09:00:21] From James Barry point of view, he feels this risk needs to be increased given current climate risks

																																																						[Anthony, Nicola Miss 05/02/21 12:33:14] Unit now reopened to admissions intermittently due to staffing and clinical need (on amber pathway).  All previous CSSU patients going through green cleaned pathway via DDW therefore currently CSSU is 7-8 beds to support cardiology flow.  

																																																						[Anthony, Nicola Miss 18/03/21 15:07:32] No change at present. Utilised for cardiology flow and site pressures 

																																																						[Mathias, Louise Mrs 12/10/21 10:48:46] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  Ongoing - no change.

																																																						[Mathias, Louise Mrs 07/12/21 11:37:45] Reviewed in Triumvirate meeting with Dean Packman and Louise Jenvey.  No change.

																																																						[Mathias, Louise Mrs 26/05/22 15:05:33] Reviewed with LJ, DP and BD.  Risk remains.  If change to day service this would reduce the risk.  

Links to ARCH ACS business case.



																																																						[Mathias, Louise Mrs 06/12/22 13:01:29] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.

																																																						[Mathias, Louise Mrs 21/02/23 10:28:21] 7.2.23 reviewed with DP, JB and GH.  Remains the same - increase risk.  Due to long stay patients.

																																																						[Mathias, Louise Mrs 17/05/23 10:42:57] Reviewed BD,DP,LJ,GH. No change.  Add HDU due to environment.  Risk of harm to patient due to IC.  Only one toilet.

		3219				Cross site impact of planned industrial action 		New risk		Cottrell, Mr Gareth				The Royal College of Nursing (RCN), having balloted its members, has a legal mandate to take industrial action (IA). Two dates have been identified (15 and 20 Dec). It is possible that further dates may be identified in future and/or other unions may also gain a mandate for IA which may in turn compromise service delivery across the Morriston Hospital site and/or other sites where Morriston Service Group staff operate.		12/1/22		12/31/22		Sustainable Services		Emergency Planning		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						20		20		High Risk		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												The HB is in the process of issuing a FAQs which will describe which services unions will maintain (life and limb only) and which may be affected by IA. Morriston Service Group has established an Operational Silver to oversee planning to mitigate any risks and ensure that core service provision i.e., life and limb cover is maintained		HB is in negotiation with unions (RCN) to discuss which life and limb services are maintained. We await news on whether e.g. elective surgery for cancer patients will be protected. All steps will be taken to re-date any affected patients and the Operational Silver will oversee planning to mitigate any risks and ensure that core service provision i.e. life and limb cover is maintained		0

		1815		WFP		Deficit in Radiology Nursing Staff Numbers potential impact on services 		Accepted		Simmonds, ms Alexandra				Current Nursing Establishment does not meet the service needs and RCN Guideline levels.

On-call service covered by a nurse a week at a time due to the small staff numbers, which is outside accepted guidance -WTD
Moderate impact to recruitment and retention due to poor motivation in the team and increased pressures on the service.
Staff numbers do not match RCN guidance levels.
No currently trained IR capable HCSW		12/31/18		3/31/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology / X Ray Department		9		9		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Jones, Cheryl Mrs 12/03/19 08:44:09] Workforce review April 2019								Radiographers support nursing team when able
Nurses only called on-call for cases where specific nursing expertise is required. On-call service covered by a nurse a week at a time due to the small staff numbers, which is outside accepted guidance 		Full establishment of HCW's, we have now have two established band 6 nurses in post, out for advert to recruit.  We are block booking nurses through nurse bank to try and fill deficit. 		0

																																																						[Simmonds, Alexandra ms 15/03/19 14:48:28] HCSW role was approved and is out to advert. formal business case to be developed for ongoing funding.

																																																						[Simmonds, Alexandra ms 07/05/19 08:45:58] Band 6 role has been approved and is out to advert this will further stabilise the staff group.
A further workforce review is underway by matron clare Tredigion

																																																						[Simmonds, Alexandra ms 02/07/19 13:25:24] Band 6 role has been filled with internal candidate - releasing a band 5 role. HCSW has been appointed and currently working notice again internal release of a role. 
WF review taking place led by matron clare tregidon, in 2nd draft phase.
further support obtained in form of locum/bank nurse to cover LT sickness.
review ongoing

																																																						[Chohan, Rita Ms 02/06/21 14:32:53] Recruited 2 nurses, however still to be trained.

																																																						[Chohan, Rita Ms 07/11/21 19:59:39] LW agreed this risk could now be closed as staffing up to appropriate levels.

																																																						[Chohan, Rita Ms 24/02/22 13:50:29] Re opened risk due to band 5 resignations in the last three months.

																																																						[Chohan, Rita Ms 13/01/23 13:27:36] still deficit in full complement of staff.  - Bank and agency used when necessary.

		2896				Delay in access for rib fixation 		Accepted		Holloway, Mrs Suzanne				*TRAUMA NETWORK* due to limited  workforce there is a delay in timely access for rib fixation which will have  a detrimental impact on patients clinical condition 		11/29/21		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						12		12		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 17/01/22 15:07:34] no changes								Prompt referral to enable services to be aligned to provide care 				0

																																																						[Chohan, Rita Ms 12/09/22 14:18:03] Review with SH no change

																																																						[Chohan, Rita Ms 26/04/23 11:43:19] risk description revised by SH 

		2888				Delay in booking of Routine and surveillance Endoscopy procedures due to the ongoing effect of capacity and activity by COVID 19		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		Delay in booking of Routine and surveillance Endoscopy procedures due to the ongoing effect of capacity and activity by COVID 19 Pandemic.
 
Currently endoscopy booking Urgent suspected cancer over 10 working days.		11/19/21		9/30/23		Sustainable Services		Business Continuity		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Gastroenterology				20		20		High Risk		1		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 21/09/23 12:08:07] Risk continually significantly high due to backlog of patients.  devoting 60% of the activity to USC and 40% to urgent and routine.								Surveillance waiting lists being vetted about clinical needs by Consultant.
 
If a consultant requests an Endoscopy Procedure this would be booked.  
		Introduction of Green pathway therefore more capacity? At Neath site  
Social distancing not required 
		0

		3489				Delay to surgery due to lack of Denver-Wells retractors		New risk		Packman, Mr Dean		Owen,  Tracy		There are currently only two retractors within the dept. If there were 2 Cardiac theatres running alongside undertaking MVR surgery which is the plan moving forward due to the increase in MVR demand and the recruitment of an additional Mitral surgeon, there is a likelihood that cases would be cancelled due to the lack of equipment also impacted by the turnaround time for equipment within HSDU. 		8/8/23		9/8/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiothoracic				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate												Currently using two Cosgrove retractors one new one 20 years old, currently only 1 surgeon undertaking MVR procedures, plan is to increase to two following a period of training and mentorship.		Currently using Cosgrove retractors x 2, but will be unable to undertake additional Mitral surgery under a new surgeon until the number of retractors has increased		0

		2696				Delay to WEDS implementation impacting on patient safety/flow due to cont. use of Zylab and its poor functionality 		Accepted		Hoskins , Ms Shirley		Powell, miss Lynne		Clinical staff unable to use Zylab system due to slow speed of downloading patients previous ED Cards when in high usage.

Due to the number of users and IT network infrastructure this is a daily issues.  Company who maintain the system based in Amsterdam therefore if the system did crash, the cost implications will be high to arrange for an engineer to review the system.		4/29/21		6/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				12		12		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 07/11/21 19:09:36] 24/7 integrated clerk would mitigate this risk								ED information can be accessed from clinical portal
				0

																																																						[Chohan, Rita Ms 17/01/22 15:09:01] same no change 

																																																						[Chohan, Rita Ms 11/10/22 11:26:43] Further delay to WEDS implementation initially planned for APril 2022 has impacted on the department ability to move to paperless and avoid scanning  Potential failure of zylab may impact on patient safety and flow 

		3494				Delayed discharges due to lack of dedicated Pharmacy support on Clydach Ward		New risk		Le Brocq, Mrs Charlotte		Davies, Mr DuncanJ		Lack of allocated pharmacy support on Clydach ward for TTO’s		8/11/23		9/11/23		Patient Safety		Medicines Management		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		15		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate						Gimblett,  Ceri						Drug charts are taken to other Orthopaedic wards for assistance, this can time consuming and cause delayed discharges		Pharmacy are attempting to support but they do not have the required resource available.		0

		3318				Delayed elective surgery due to lack of availability of Orthopaedic implants		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		National shortage of HP PFC implants in a Size 6 Right Femur Posterior Stabilised		4/5/23		8/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		15		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 17/05/23 09:21:30] Reviewed BD,LJ,CLB,RJ. Ex-fix pins issue also.  Need list of all ?alternative CLeB with NW.  Elective and trauma risk different.  (CLeB to add trauma risk).								Source implants from other areas				0

																																																						[Mathias, Louise Mrs 12/06/23 07:49:49] CLB arranged to meet with Theatre Specialty Managers 26.5.23 - neither attended.  Matron Nikki Dickens to discuss with them re kits.  Once this info received CLB to add new trauma risk.

		2268				Delayed ICU discharges leading to a lack of access to ICU for patients who would potentially benefit		Accepted		Gorst, Dr John				National audit data shows 14.7% of ICU capacity (over 4 beds) is consumed by delayed discharges to ward beds (latest 2018-19 data).

This equates to 1502 bed-days per year; Morriston is the worst performing hospital in England & Wales in this regard (next worst hospital is ~1200 bed-days).

The ICU runs consistently at a very high level of occupancy far in excess of Intensive Care Society and Welsh Government reccomendations.
This frequently means that difficult decisions are made regarding admissions to ICU because of lack of capacity:

-	It is well understood and appreciated in the literature that decisions to admit (or not) deteriorating patients are sub-consciously affected by bed availability

-	Ability to accept elective high risk surgical patients is compromised leading to delayed acceptance and unmet need of higher risk patients (i.e. patients not referred to ICU/HDU because of chronic capacity issues).

-	Inability to accept medium and some high risk emergency laparotomy cases

-	Delay in moving patients from Singleton Enhanced Medical Unit (EMU) leaving critically unwell patients in an inappropriate environment for longer than the EMU standard operating policy allows.

-	Delayed decision making as to whether to admit a deteriorating patient for fear of being unable to discharge if does not require organ support.

This risk is partially moved to the ward who are expected to nurse a higher acuity of patients than is ideal.

The ICU MDT are expected to sustain high occupancy levels which impacts on ability for training and contributes to burnout.
		1/23/20		6/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				20		20		High Risk		9		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Chohan, Rita Ms 13/03/20 14:09:31] risk approved at CSS board on 12th March 								Other than the controls listed below there is little within the gift of ICU to reduce this problem.

Close working relationship with Site Management team to 

- facilitate discharges when able (including recent QI projects to alert about pre-emptive discharges and to reduce time from ward bed being available to bed space being free)

- Attempt to swap patients who need critical care with those who are DTOC; however this is rarely possible as most admissions come from admission areas (e.g. E.D., SDMU, MAU).

- highlight impact of DTOC to care for emergency demand				0

																																																						[Gorst, John Dr 29/01/21 11:51:35] JG/LW/BJ/EH -DTOC's remain a major issue. In the 19/20 ICNARC data there is a suggestion of potential harm to patients or leaving risk on ward due to inadequate ICU capacity which is partially due to DTOC's. Consideration to escalating to critical however not felt to be quite enough evidence for that (yet).

																																																						[Gorst, John Dr 27/05/21 15:29:57] Propose change name to: "Delayed ICU discharges leading to a lack of access to ICU for patients who would potentially benefit"


Add the following to controls - "electronic communication of DTOC list with site team instigated through SIGNAL to streamline discharges"

Given current prolonged reduced occupancy and reduced DTOC's propose to reduce to 4x4 (likely temporary reduction)

DTOC leads to a poor patient experience and potential patient harm from inadequate facilities and environment (especially if cohorted in theatre recovery)

JG/LW/EH/RC

																																																						[Gorst, John Dr 02/09/21 10:59:57] DTOC proportion is now up to pre-pandemic levels and coupled with staffing constraints mean that this is an expected risk.

Hospital site is consistently at high escalation state and DTOC's unlikely to improve until site de-escalates.

																																																						[Gorst, John Dr 20/07/22 10:55:20] No improvement in DTOC position.
Latest ICNARC position is now at or above pre-pandemic delayed transfer levels

Ongoing evidence of lack of access.

Increasing demand for admission and reluctance to accept discharges due to ward difficulties in managing higher acuity patients.

JG/RC/LW

																																																						[Gorst, John Dr 05/12/22 13:15:46] JG pre-meeting notes
Issue still remains. Major pressures within health and social care system
Recent SBAR produced (attached to Datix) for Hospital Service directors to get the right patient, in the right place/care at the right time for discussion on 8/12/22 with service directors.

Work to get placed on HB risk register in progress

																																																						[Chohan, Rita Ms 14/04/23 12:11:47] currently the pressures have increased due to centralisation of medical take.  

																																																						[Chohan, Rita Ms 14/04/23 12:13:01] Awareness of potential risk of discharging patients directly from ITU home, awareness of the discharge processes to be rolled out.   

		3423				Delayed/Cancelled surgery due to old Acetabular Reamers		New risk		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		We do not have enough acetabular reamers in the system and the majority are blunt now after being used so many times.  They are very old, repairing is not making any difference.

6-8 new ones are required.
		6/22/23		7/24/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												Not enough and they are blunt.  These are used for all hip procedures
				0

		3303				Delays to Urgent\Emergency Spinal surgery due to lack of Navigated MIDAS REX		Accepted		Denning,  Brett (Inactive User)		Le Brocq, Mrs Charlotte		We only have 1 in the system and due to more complex elective and emergencies being undertaken 1 is not enough.
We also cannot guarantee the turnaround in time for the next day due to issues in hsdu
		3/22/23		8/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Spinal				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 22/03/23 14:14:42] We need 2 in the system or patients could be cancelled due to the amount of work.  We are doing much bigger complex cases elective and emergencies
								We only have 1 which is not enough with the amount of work being undertaken.
The navigated mida rex is totally different to the basic midas rex
				0

																																																						[Mathias, Louise Mrs 17/05/23 09:00:37] Reviewed BD,LJ,CLB,RJ.  MR8 drill set used for spinal surgery.  Midas rex which we use for complicated cases and with the O ARM we are doing a lot of complex cases and urgent complex cases which need to be treated ASAP.  Lack of kit could lead to delays in surgery.

		3545				Dependancy on Single Individual in Digital		New risk		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Issues regarding the WCP Renal Summaries generating. Vital Data becoming unavailable and contact with Vital Pulse being required to support replication/interface server due to digital absence in SBUHB due to sickness. 
Risk is overall that Vital Data and features do not have robust technical support.
Impact of areas not seeing most up to date renal summary.
		9/29/23		10/20/23		Information Governanace and Communication		Records Keeping		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				12		12		Significant		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												Clinical or non-digital staff provde cover through goodwill. 		Datix INC-34880		0

		1947		NPTH/SS/Theatreprobe		Deterioration of Gamma/Neo probes potential failure of probe risk of impacting certain types of cancer surgery		Accepted		Medwell, Mrs Rhian				Gamma Probes. 1 Navigator and 4 Neo Probes Both probes used 12 patients a week they are over 15years. 
The Neo Probes is also a discontinued item due to their age progile.
Both probes are used on patients having sentinel surgery at Princess of Wales hospital, for patients of higher ASA. 
Transportation is a risk factor-The unit is around 20 years old and  company have informed us that parts are being discontinued.
Company offered a trade in for our current machines for the new model.
Currently there are newer models of both probes , with a waiting list on the Neo Probes.
The volume of usage and nature of usage is high with added usage of the Neo probe by the Plastic surgery department.
		6/5/19		9/1/22		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				15		10		Significant		2		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[NPT Quality and Safety, SBU Mrs 11/09/19 13:21:25] Approved in MDB AH								In the event of it being not available, there is a neo probe available but it is not the choice of investigative tool of the three surgeons. Consequently, the patient would not receive the gold standard of treatment for cancer services.
		Due to the requirements of Isotope use in the theatre it is essential that a working monitor be available. This ensures that sentinel Nodes are collected and the potential for further surgical intervention avoided .		1		Collins, mr Robert		1/4/21		Action Plan Established (Risks)				No funding at present, continues on capital asset request sharepoint
No change - to transfer to Morriston DU senior team

																																																						[Mason-Gawne, Michelle  01/07/20 22:15:37] Change to status due to theatre being closed due to COVID staff deployment - this will be reviewed Sept 2020 in line with confirmation of reconfiguration of services

																																																						[Anthony, Nicola Miss 23/12/20 15:50:33] This relates to Breast surgery so it needs to sit under Clinical Support Services at MH rather than Surgery – as the service is now operating from singleton (including theatre sessions) there will need to be a review of if still relevant/required

																																																						[Chohan, Rita Ms 15/09/23 14:15:18] No further change 

		3021				Deterioration of the Main Dust Extractor Unit @ ALAC		Accepted		Mccarthy,  Peter		Kearns, Miss Mollie		The dust extractor unit (DEU) is an electric/mechanical system that eliminates hazardous waste particles from the atmosphere of the workplace. It performs this essential function on a daily basis being almost in continual use. The dust produced by the manufacture and repair of the artificial limbs cannot be avoided so it is essential that it is removed in order to keep the staff safe from exposure and also it is required to maintain the artificial limbs of the patients in good repair so that they too are safe to do their daily mobility of functional activities. 
  
		5/10/22		6/6/22		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Artificial Limb Appliance Centre				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Westmoreland, Amanda Mrs 03/05/23 09:44:37] MK to Speak to Pete McCarthy								The routine emptying of the dust extraction unit accumulation bins [in the base of the extractor unit on a monthly basis by the prosthetic technicians. 
A visual inspection of the DEU by the workshop supervisor. 

The Dust Extractor unit requires: a thorough overhaul replacing all parts where necessary by an approved specialist company. A yearly inspection of the DEU thereafter by the manufacturers to mitigate the ‘risk’ of the DEU breaking down. [Estimated £30K].Therefore, DEU and annual service and maintenance plan recommended. Direct manager to escalate need for urgent for capital spend and for Morriston delivery group to accept this risk		This equipment i.e.  The DEU is an essential part of the ALAC to run the manufacturing services. It is vital for staff health and wellbeing and also directly effects the Patients mobility or functionality. If the DEU should fail then there will be delays to the manufacture of the artificial limbs and also the repairs required to keep them safe. Artificial Limbs or prostheses classified as Medical devices as a part of ISO 13485		0

																																																						[Westmoreland, Amanda Mrs 03/05/23 10:05:05] Update from Pete McCarthy - One quote received to upgrade & maintain (also a new unit price –should it be required ) but we are still waiting for 2 other companies to come back to us with more quotes.

		2394				Diagnosis, investigation and safe Management of patients with Interstitial Lung Disease		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		•Limited access to lung function testing for patients with an existing diagnosis of Interstitial Lung Disease due to repurposing of the existing lung function unit in Respiratory Outpatients.  Prognosis and management restricted due to lack of services
•Reduced  bronchoscopy sessions continue as at August 2022
•Limited access to radiology services for monitoring of patients 
•Severely limited access to prescribing disease modifying drug therapy (i.e. Anti-fibrotic therapy & new immunosuppression), due to lack of lung function.  
•Delay in prescribing disease modifying drug therapy due to lack of monitoring services 
•Reduced ability to monitor patients on immunosuppression due to shielding advice
		6/4/20		2/8/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				16		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Owen, Tracy  21/09/20 11:17:17] 21.09.20 OPD has recommenced with reduced slots due to social distancing.
Limited bronchoscopy now available.TO								•	ILD Database kept for urgent and pending new patients
•	ILD Database kept for patients pending immunosuppression/ antifibrotics
				0

																																																						[Owen, Tracy  18/11/20 09:29:01] 18.11.2020 Lung function and bronchoscopy has been reinstated but with fewer slots due to air changes required for AGP. TO

																																																						[Owen, Tracy  18/01/21 11:40:21] Small increase in face to face slots secured from Jan.

																																																						[Owen, Tracy  18/03/21 09:32:38] Nil to add

																																																						[Owen, Tracy  19/05/21 09:14:45] Main concern with ILD currently is the inability to recruit into the vacant consultant post that covers ILD. Dr Vardill is currently undertaking the lead for ILD as an additional session, though this is unsustainable in the long term.
Discussions with Singleton and Morriston respiratory consultants planned to review all services.

																																																						[Taylor, Amy Mrs 27/09/21 14:45:18] Cons starting 4/10/2021. Some clinics reinstated. 

																																																						[Taylor, Amy Mrs 26/07/22 13:54:05] DW & DV reviewed and provided updates re risk in brief and risk increased to 12.

																																																						[Taylor, Amy Mrs 22/11/22 16:59:41] Discussed in Medicine Risk Register Review meeting 18/11/2022.

		944		SL/AE/188/2016		Difficulties in access and transport of patients safely to specialties off site causing harm to patient		Accepted		Gallagher, Mrs Alison		Davies, Mrs. Rebecca		Avoidable patient harm and delays in service delivery as a result of a lack of suitable transport for patients requiring transfer to other hospital sites within the Health Board		8/11/16		12/31/22		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				9		9		Significant		9		Significant		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  11/08/16 14:21:16] this is being looked at from a Health board perspective as part of a strategic reference group and changing for the better June16 - ENT has moved to Morriston site.Risk reviewed on 12/8/16 by Head of Nursing MDU. Accepted and updated.								Patients are assessed on an individual basis and decision based on this as to safety of transfer takes place. Individual cases may be more suitable for clinician to travel to Morriston, but this will be individually negotiated.		Patients are assessed on an individual basis and decision based on this as to safety of transfer takes place. Individual cases may be more suitable for clinician to travel to Morriston, but this will be individually negotiated.

Major Trauma unit to be established which will provide multi disciplinary team under one unit. 		0

																																																						[Siddell, Sarah Mrs 17/09/18 17:12:40] Reviewed by Sarah - 17.09.18

																																																						[Siddell, Sarah Mrs 07/02/19 11:48:25] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 10/02/20 13:35:33] Reviewed by Sarah & Rita 10.02.2020

																																																						[Hoskins , Shirley Ms 17/06/20 11:03:10] Reviewed by ECHO management team.

																																																						[Chohan, Rita Ms 08/06/21 13:56:23] Mental health piloting for transporting certain patients ST johns vechile from available from 7.30 to – 6 daily  


																																																						[Chohan, Rita Ms 21/09/21 15:14:00] no further update

																																																						[Holloway, Suzanne Mrs 11/02/22 11:25:31] Obs and gynae services are based at Singleton. Psychiatric services are based at Cefn Coed, Neath and Cardiff (CAMHS). Neurosurgery is based in Cardiff. Vascular surgery is on a rota which includes Bridgend and West Wales. Risks of transfer of patients is possible.

																																																						[Chohan, Rita Ms 11/10/22 11:37:36] no change

		3044				Due to lack of chaperones in Ultrasound there is a risk allegations of sexual assault by patients against staff 		Accepted		Taylor, MRS Susan				Due to the lack of chaperones in the radiology service, a large number of examinations which involve groin areas could result a sexual assault allegations by patients.  Majority of these examinations are now undertaken thorough lone working.  		6/7/22		3/31/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		16		High Risk		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 13/01/23 12:50:15] business case has been submitted and reviewed at CSS Board, diagnostic recovery group and planned care board.  Business case is waiting for review by Morriston Unit Management Board before forwarding to business scrutiny panel.								Notice placed to advise patients that another member of staff will not be present - sonographers ask patients if they would like another member of staff to be present. 				0

		3317				Elective Operating theatres in NPTH and Morriston		New risk		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Lack of procedure specific instrumentation and implants in foot and ankle surgery
Lack of number of instrumentation and implants in foot and ankle surgery
Foot and ankle patients will not have the appropriate implant or prosthesis due to the lack of inventory and procedure specific implants.  The variation leads to increased set up time, increased surgical time and reduced confidence in the theatre scrub staff with no consistency.

Patients may be cancelled or delayed.  Extended theatre time also reduces theatre efficiency and throughput.

Lack of availability of kit requires regular hire sets of generic implants

		4/5/23		4/11/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery						12		12		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 05/04/23 13:38:12] Need to Review historic use (2019, when last doing proper elective capacity) and current use (Priority 2 cases – different case mix)

Trial of implant systems giving more procedure specific usage
								Pre-planning and hire of additional kit
Ensuring limited number of certain cases on a particular list
For example, only one scope or one fusion
				0

		698				Extended access to planned care risk to patient as result of failure to treat in timely manner		Accepted		Williams, Mrs Sara		Owen,  Tracy		Issues with bed capacity, unscheduled care pressures and increasing demand have resulted in a considerable number of patients waiting over 104 weeks for surgery.
This is compounded by Covid and some cat 3 and 4 patients are now waiting in excess of 250 weeks.		11/30/15		9/26/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				15		20		Significant		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Baker, Clare Mrs 16/10/17 15:28:08] Risk remains due to unscheduled care pressures, theatre cancellations due to lack of staff and anaesthetic cover/assistance								High level of additonal activity being performed by Consultants. Sattelite operating and outsourcing to private health care providers where possible is in place.
RTT delivery plan monitored by WHSSC on a monthly basis.
Daily monitoring of waiting lists by RTT team and SMT.
Communication with escalation leads and ward staff to pre-empt issues with admission and make alternative arrangements where possible. eg TAU.				0

																																																						[Anthony, Nicola Miss 24/08/18 13:53:38] Asked for update from Asst Service Group Mgr

																																																						[Anthony, Nicola Miss 04/09/18 10:18:54] DP, Asst Service Group Manager, has advised this should remain on risk register 

																																																						[Baker, Clare Mrs 19/11/18 13:49:18] consultant sickness resolved 

																																																						[Packman, Dean Mr 28/01/19 11:08:58] D&C plan for Plastic Surgery is in place for 2019/20.

																																																						[Anthony, Nicola Miss 10/09/19 13:53:25] D/w Dean Packmen - No change other than new pressure with lack of anaesthetic cover due to HMRC tax and pension changes.  New treatment centre has opened however this is not helping with RTT improvement due to long waiters/complex patients not able to be treated in this area 

																																																						[Anthony, Nicola Miss 30/07/20 13:40:06] Discussed with Asst Service Group Manager 29/06/20 - Risk also linked to COVID pandemic and inability to treat patients due to risks involved in admitting elective patients. No ability to operate at Sancta at present due to COVID 

																																																						[Anthony, Nicola Miss 18/05/21 08:54:11] Email from DP, Asst Service Group Manager who confirms risk is correct / up to date.  Position has deteriorated due to covid pandemic 

																																																						[Owen, Tracy  17/09/21 12:43:40] This is compounded by Covid and some cat 3 and 4 patients are now waiting in excess of 170 weeks.
Continuing to work with WHSSC, outsourcing, etc. to achieve more capacity.
General theatre allocation at Morriston has been increase to 4 days operating per week as of the 18th October 2021.

																																																						[Owen, Tracy  18/10/21 11:20:28] no change, risk remains the same

																																																						[Owen, Tracy  15/12/21 10:51:40] No change

																																																						[Owen, Tracy  25/01/22 10:05:54] Plan to address long waiting stage 1's by increasing the clinic capacity, with ongoing review.

WLIs inprogress.

																																																						[Owen, Tracy  17/03/22 08:42:10] Stage 1 has improved from 1919 to 1694 since Dec 2020. Ongoing validation of all stages in progress. > 104 week waits have been cleared.
Stage 5 continues to grow with reduced theatre capacity.
Additional theatre capacity has been requested.


																																																						[Owen, Tracy  20/07/22 09:06:57] Stage 1 continues to improve with a plan to clear the >52 weeks waits by Dec 2022

																																																						[Owen, Tracy  25/08/22 08:56:21] Plan to improve the treat in turn rate to clear the long waiters

																																																						[Owen, Tracy  21/09/22 10:31:36] WG targets set at clearly stage 1 >52 week waits by Dec 2022, and all RTT stages >104 weeks cleared by March 2023. Plan agreed with Deb Lewis at Planned care meeting

																																																						[Owen, Tracy  24/11/22 09:13:44] Continuing to deliver plan to clear stage 1 52 weeks.
Difficulty in getting sufficient theatre access to clear >156 weeks by March 2023.

																																																						[Owen, Tracy  21/12/22 14:51:29] No change

																																																						[Owen, Tracy  13/04/23 15:27:33] No change

																																																						[Owen, Tracy  26/07/23 08:37:26] WG targets clearing 97% all stages by Dec 2023, clearing 99% all stages by March 24.

D&C plan developed, risk still remains with DIEPs, hands, trunk recon, general breast (all  inpatient treatments), due to lack of theatre capacity and beds.

																																																						[Mathias, Louise Mrs 23/08/23 11:41:33] Reviewed with Tracy Owen, Sara Williams, Suzanne Holloway, Lyn Edwards, Louise Jenvey.  Title changed to reflect risk.  No longer an issue with consultant sickness so this has been removed from "Risk in Brief" description.

		2079				Failure of Primus anaesthetic machines risk to service provision		Accepted		Gates, Mr Jonathan				Primus anaesthetic machine has failed beyond economical repair		9/25/19		5/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Anaesthetics				10		9		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 19/10/21 14:51:20] capital funding in progress hopefully within 18 months.								Head of medical Equipment has received  a quote for replacement which will be escalated  to the Director of Finance at Morriston Hospital immediately 		There are other units to replace this machine, however when more become obsolete or fail we will have less opportunity to replace which will affect service provision 		0

		1666		SERVICE GROUP RISK		Failure to complete ETOC  / Discharge Summaries in timely manner potential patient harm		Accepted		Cottrell, Mr Gareth		Cottrell, Mr Gareth		ETOC levels within medicine continue to be highly variable, with several areas falling considerably short of the target timescales. 

This is a clinical risk for patients that are discharged but require [possible] changes to their care regime overseen by the GP or other primary care providers		9/19/18		1/31/22		Information Governanace and Communication		Records Keeping		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)								12		12		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Richards, Lee  07/06/19 14:49:32] MTED introduced within Medicine w/e 20th May 2019. Some technical issues noted and being addressed by IM&T. MTED must be completed to ensure a discharge advice letter is sent to the GP and that medication information is also shared with the GP. Service Group evaluating access to PCs on wards for doctors to enable timely completion. Service Group also investigating whether it can supply doctors with hand held devices to enable timely completion.								on-going monitoring, reporting and discussion in clinical leads meetings and physicians meetings.

Technological advances offer opportunities for further management of the risk (ie voice recognition systems for producing discharge summaries in real time) - system development required, hampered by All Wales IT Infrastructure strategy.				0

																																																						[Taylor, Amy Mrs 03/12/21 12:04:21] Discussed in medicine risk register meeting 01.12.2021, medicine has an expanded footprint and lack of additional staff. no change.

																																																						[Holloway, Suzanne Mrs 08/04/22 15:25:42] Risk closed as no longer relevant to current operational service structures

		650		RS Renal/1253		Failure to meet recommendations made by ISO due to the lack of  testing of water used for haemodialysis across acute settings		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Failure to meet recommendations made by ISO 23500 and Renal Association guidelines due to the lack of testing of water used for haemodialysis across acute settings. Spread of infection due to lack of water points.

-ITU
-Cardiac ITU
-Cardigan Ward
-Tempest Burns ITU

Portable water systems are not flushed frequently
Water containing inappropriate levels of chemicals minerals, biofilm, endotoxins may come in to contact or find its way into a patient's blood stream.		10/8/14		6/30/23		Compliance with legislation and Statutory/regulatory inspections		Medicines & Healthcare products Regulatory Agency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				9		15		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[John, Andrea  29/04/16 11:11:35] 29/4/16 - Risk reviewed. Update requested from Managers. Documents from old Datix uploaded. Next review October 16.AJ  								-Haemodialysis machines have endotoxin retentive filters fitted
-Acute Haemodialysis machines have their filters changed at the required frequency.
-Portable reverse osmosis machines are cleaned at the required frequency.
-Nursing Staff flush lines before  use.		11/3/21 - Risk reviewed and still current. 
Request submitted to Capital Bids (15.02.22) 		3		Baker, MISS Elizabeth (Inactive User)		10/31/16		Communication guideline - staff to staff		Risk to be reviewed and Datix record updated. New review date to be set. 





																																																						[Thompson, Kerry  24/01/17 14:07:16] not tested regularly still a risk - water points in ITU which present a risk due to infrequent use and bacterial growth.  As renal technician - full filtration on dlalysis machines using particle filters,ultrafilters and reverse osmosis machines.

Project team in estates established looking into this problem.





																																																						[Thompson, Kerry  04/04/17 11:13:18] On going





																																																						[Thompson, Kerry  12/02/18 09:54:12] The situation has not changed with ITU machines, we still endeavour to mitigate risk by ensuring that all filters are replaced in good time and equipment is cleaned regularly.  This is in conjunction with our nursing colleagues on the acute team.





																																																						[Owen, Tracy  13/11/18 19:06:39] Update from Andrew Long - This is still the case, water for acute used in all of ITU, Cardiac ITU, Tempest ITU & cardigan ward. Is still supplied from water tanks in the roof space.
Unable to get away from this issue without remodelling all of the ITU dialysis points.  
Risk is mitigated by having two endotoxin retentive ultrafilters on each haemodialysis machine and regular chemical cleaning, with water testing of the output from the portable reverse osmosis machines we use.






																																																						[Llewellyn-Jones, Paula Mrs 22/03/19 14:19:00] Risk reviewed and still valid.

																																																																				InghamJones,  Sarah (Inactive User)		9/11/17		Process Review		To review this risk in September 2017



																																																						[Anthony, Nicola Miss 18/10/19 15:17:50] Discussed with GC.  Risk remains with adequate controls in place - score unchanged 





																																																						[Chohan, Rita Ms 16/11/20 12:59:15] reviewed today by RC and DW risk remains unchanged 





																																																						[West, David Mr 11/03/21 13:09:40] risk reviewed 11/3/21 and is still current





																																																						[Taylor, Amy Mrs 06/10/21 13:11:46] SS to review with new chief tech.





																																																						[Taylor, Amy Mrs 01/12/21 13:39:54] Discussed in Medicine Risk Register meeting today. no change.



																																																																				InghamJones,  Sarah (Inactive User)		5/31/18		Communication		SIJ to speak to AL for update.

																																																						[Siddell, Sarah Mrs 09/03/22 13:32:38] Score increased - in discussion with Head Of Renal Technical Services & Clinical Lead 





																																																						[Taylor, Amy Mrs 25/03/22 09:31:07] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead 





																																																						[Taylor, Amy Mrs 17/08/22 15:38:42] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid. 





																																																						[Taylor, Amy Mrs 22/11/22 16:32:24] Discussed in Medicine Risk Register Review meeting 18/11/2022. Risk still valid.





																																																						[Taylor, Amy Mrs 10/05/23 16:48:45] Discussed in Medicine Risk Register Review meeting 10/05/2023 no change.





		1639				Financial impact of Postage Costs for ECHO		Accepted		Hoskins , Ms Shirley				Significant increase in postage cost when due to site pressures / escalation appointments are cancelled. The cost pressure is in sending additional appointments out / teams asking for 1st class 		8/20/18		6/1/23		Financial Management		Financial Risk		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Site Management				10		10		Significant		10		Significant		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Siddell, Sarah Mrs 07/02/19 11:42:01] Reviewed on 7th Feb by Cheryl & Sarah								No control		Recharging the difference between 2nd - 1st class, increased controls in place in regards to international mail - work ongoing with the Outpatient Modernisations group 		0

																																																						[Siddell, Sarah Mrs 18/11/19 17:27:54] Increasing awareness throughout Morriston SDU in relation to postage / mail / transport of mail 

																																																						[Siddell, Sarah Mrs 10/02/20 13:22:14] Reviewed by Sarah & Rita 10.02.2020

																																																						[Chohan, Rita Ms 21/09/21 15:08:22] Audit undertaken to review compliance with postage standard, redirection of dirty mail, and communication shared via the internet and morriston site re the appropriate situation.

																																																						[Chohan, Rita Ms 17/01/22 15:15:49] no change

																																																						[Chohan, Rita Ms 11/10/22 11:33:13] no changes 

		3097				Fluid warmers large x 2 Urology and CEPOD		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Access to warm fluids essential to operative procedures. Urology fluids for all trans urethral procedures and for any patients requiring abdominal washout / irrigation.		7/25/22		10/25/22		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Urology				15		15		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Utilising smaller units used in other areas and having to warm fluids in hot baths in sink and monitor temp due to volumes required on any given day.

Risk of using fluids not warmed for these will effect patients with comorbidities in different ways but overall reducing body temp which can impact immediately or result in reduction in temp and delayed recovery.
		One unit is being repaired (has been faulty on several occasions leading to unavailability for extended periods) utilising CEPODs warmer to cover Urology. The other unit has been condemned by estates and will be utilised for spare parts and needs replaced immediately.

If both machines are available then the risk is above 4. If there is only one available this will increase to 9 and if both are unavailable then it will increase to 15.		0

		961		SL/Hosp/198/2016		Follow up patients not being reviewed within the target date FUNB,		Accepted		Hughes, Mrs Fiona		Hughes, Mrs Fiona		There is a lack of OPD capacity across the medical specialties for the review of follw up patients. The main areas of risk are Gastroeneterology, Respiratory Medicine and Dermatology.		8/18/16		11/30/20		Sustainable Services		Access		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Gastroenterology				9		12		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  31/05/17 14:07:24] 3/18 Dev of OPD Sub Group feeding into Integrated Bd Serv Gp.MC.Review FUNB waiting lists with individual Consultants								Welsh Audit Office review of ABMUHB Follow up not booked list has been undertaken and action plan developed to improve the performance.Action plan monitoring is via the Service Group Integrated Board and HB Planned Care Board.		Welsh Audit Office review of ABMUHB Follow up not booked list has been undertaken and action plan developed to improve the performance.                               
Action plan monitoring is via the Service Group Integrated Board and HB Planned Care Board.		1

																																																						[Olsen Vetland, Pamela Miss 10/12/18 14:49:40] Reviewed- ongoing issue.  

																																																						[Thomas - Jones, Hannah Miss 13/03/19 09:55:25] 03/19 Funding provided for validation team (4 members who are based in Morriston) to support process.

																																																						[Thomas - Jones, Hannah Miss 16/07/19 12:23:48] 07/19 Confirmed

																																																						[Olsen Vetland, Pamela Miss 22/07/20 15:52:28] Update for the Risk 961.

SDU Outpatient Improvement Group (OPIG) has been set up.  COVID-19 has impacted significantly on OPD capacity due to lockdown. USC clinics continued for medicine specialities during COVID-19 but on a minimum scale affecting waiting lists.   Lack of capacity in OPD to reinstate all OP clinics as they were pre-covid due to social distancing measures.  Respiratory medicine is a high risk due to some procedures being classed as Aerosol Generated Procedures (AGP) and rooms available not being fit for purpose with costs to upgrade rooms in Singleton approximately 48k.  Recovery plans being developed to reinstate clinics via OPIG.  Virtual clinics have been held across medicine specialities to review new and follow up patients where applicable and clinical validation undertaken to review FUNB lists.  However the waiting lists and breaches have increased due to lack of accommodation and capacity and as of 17.07.19 the rate of referrals were steadily increasing.  
risk should be increased to 12


		3308				Fragile Dystonia Service – inability to treat patients in a timely manner		Accepted		West, Mr David		Hughes, Mrs Fiona		Lack of trained staff to provide a Dystonia service compounded by various factors including:
The departure of one trained consultant back to India, A trained consultant due to take over no longer available and also maternity leave. 

Untreated dystonia is a very distressing, disabling and often painful condition which requires long term, regular plus time critical (the most typical inter-treatment interval being 12 weeks) treatment. 

Quietly and slowly but surely, a very large cohort of dystonia patients has been built up and remains under regular active treatment.

The dystonia patients as a group are extremely passionate about their condition and its treatment  – a surprising number of patients amongst the dystonia cohort have proved themselves to be very effective and forceful advocates for their condition and its treatment.
		3/27/23		6/30/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				15		15		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate		9/1/23		[Taylor, Amy Mrs 27/03/23 11:03:57] Serval complaints already received from the current patient cohort. 								•Agency approached for CV’s.
•Insourcing being explored
•SBUHB consultants and GP’s being approached to see if anyone is able to provide the service.
•Letter to go out to patients explaining the situation. 
•IPFR’s to be considered if necessary as well as SLA’s with other health boards if at all possible. 

•Recruitment of a permanent consultant to start to address the service long term. 
				0

																																																						[Taylor, Amy Mrs 10/05/23 15:24:14] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Taylor, Amy Mrs 22/06/23 14:38:15] discussed and accepted in medicine board 22/06/2023.

		3082				Fragility of Asthma Service - Consultant and Nurse levels 		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		• No ability to run a consistent Asthma service at the front door and 7 days a week
• Risk of patient death in younger asthma patients from lack of early intervention
•Risk of worsened outcomes for patients through lack of timely intervention for asthma. 
•Lack of staffing to support the green agenda i.e. changing patients over from salbutamol to dry powder devices. 		7/25/22		2/8/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				12		12		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 27/07/22 16:32:43] Discussed in Med QS group and accepted.								Staffing issues raised in board meetings and RHIG meetings. 

Senior nursing team continually reviewing but lack of establishment in budget hindering ability to support the service. 				0

																																																						[Taylor, Amy Mrs 22/11/22 16:59:07] Discussed in Medicine Risk Register Review meeting 18/11/2022.

		1879				Fragility of Domiciliary NIV Service due to capacity & staffing constraints potential patient harm &Global recall of NIV devices		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		Significant capacity and staffing availability constraints affecting provision of service to patients receiving domiciliary NIV. Patients may have severe neuro-muscular disease (such as MND), COPD and other respiratory conditions. There are 140 patients receiving domiciliary NIV in total (many of whom are on an end of life pathway). There is currently an 8 week wait to be seen in the specialist NIV clinic. There is also limited time available for respiratory CNS’s to provide timely domiciliary visits to support patients with urgent respiratory issues. 

Global recall of Phillips respironic machines also putting further strain on this service with existing machines having t be exchanged but no new machines becoming available to allow us to increase the numbers of patients on these devices. All wales approach to procurement of new machines (Resmed) continues. 		4/1/19		2/8/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				16		12		High Risk		8		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 02/08/19 08:01:38] Discussed at Medicines Management Board 22/07/19 - risk accepted								Telemedicine also in operation as patient’s levels are observed remotely to monitor respiratory function. Sick patients sometimes admitted to the Pleural Procedure Room for urgent Consultant review.

Patients affected by recall of machines contacted and replacement machines being issued.

All wales programme for purchasing alternative machines in place. 				0

																																																						[Anthony, Nicola Miss 18/10/19 14:38:50] Discussed with GC - working on improvements in the service however risk remains with score unchanged.  Risk identiifed in IMTP 

																																																						[Owen, Tracy  18/11/20 09:33:55] 18.11.2020 nil to add. TO

																																																						[Owen, Tracy  15/12/20 10:31:15] 15.12.2020 TO contacted Nigel Broad (Senior nurse South Powys regarding their need for domiciliary NIV nurse support. Awaiting a response.

																																																						[Owen, Tracy  15/01/21 09:21:03] 15.01.21 Following the reduction in face to face OPD slots for NIV patients due to Covid, these have now increased back to near normal levels. Despite this, some NIV patients are refusing to come on site due to their fear of Covid.
All MND patients now have NIV as required.
Covid is also affecting home visits due to in patient workload. Urgent cases are being prioritised.
NPTH community team are now supporting with all NPT patients, which has helped dramatically, with capillary blood gases undertaken where necessary.
NIV patients are being seen virtually where required.

																																																						[Owen, Tracy  18/03/21 09:37:14] Nil to add

																																																						[Owen, Tracy  19/05/21 09:18:19] Nil to add

																																																						[Taylor, Amy Mrs 01/12/21 13:23:42] Reviewed in RR meeting today. no change.

																																																						[Taylor, Amy Mrs 07/06/22 15:24:18] Risk amended from 12 to 20 req by DW
This is now frequently causing reduced time for MND patients who are now attending hospital more frequently.
Discharges are actively being delayed due to a reduced workforce.
The revised business case process only accepting ‘tier 1’ priority cases makes increasing staffing levels more complex again and unlikely to be resolved in 2022-23.


																																																						[Taylor, Amy Mrs 26/07/22 13:58:48] DW & DV reviewed and provided updates to title and risk in brief and summary of controls in place. and risk amended to 12

																																																						[Taylor, Amy Mrs 22/11/22 16:51:20] Discussed in Medicine Risk Register Review meeting 18/11/2022.
some changes in regard to how service is delivered. Overall issue remains lack of nurses and funding. As a result of AMSR some services will be managed together which may create efficiencies will review impact in 3 months. 

		2483				Fragility of Interventional Radiology Provision due to lack of Interventional Radiologists		Accepted		Simmonds, ms Alexandra				Recently an Interventional Radiologist has left post.  This leaves one consultant interventional radiologist who is approaching retirement.  Previously relied on ad hoc/good will for out of hours vascular intervention eg for haemorrhage embolization, there is now a risk that this will no longer be possible with one Radiologist.
This will also impact other services: 
Renal - haemorrhage post renal biopsy and need for vascular access lines, ED trauma management, Gastroenterology GI bleed control.  
This will also impact t he provision of routine and inpatient vascular work.  		9/24/20		3/31/23		Sustainable Services		Emergency Planning		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				12		16		Significant		6		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 27/01/21 15:44:08] Radiologist who left Health Board has agreed to undertake out of hour sessions for this Health Board.								Locum interventional radiologist has assisted but has now left.  Advertised for replacement. Discussions with Cardiff Hospital on call rota for emergency cover. 		Recruit more Interventional Radiologists
Discuss the formalisation of arrangements with Cardiff and discuss an all Wales plan		0

																																																						[Chohan, Rita Ms 09/03/21 10:24:26] Approved by TH and CM today 


																																																						[Chohan, Rita Ms 12/05/21 14:21:06] Update as at May 2021 - Locum appointed scheduled to commence July 2021 which will take the service back to 1.8 wte.
Business case being developed currently to secure funding to continue with the agency consultant we have had in place once the locum consultant commences.
Significant service risks to a range of HB service due to the fragility of the IR service including vascular surgery and HPB service. Arrangements with Cardiff established for out of hours emergency IR cases from September 2020. Support secured from CEO Group to develop a south wales strategy for Interventional Radiology across South Wales. Next steps for the programme are awaited.


																																																						[Chohan, Rita Ms 02/06/21 14:23:35] hopefully Locum will be undertaking sessions in Sept 2021

																																																						[Chohan, Rita Ms 01/02/22 14:44:22] upcoming interviews for substantive post 

																																																						[Chohan, Rita Ms 13/01/23 13:15:16] appointment of interventional radiologist to substantive post however one appointment still leaves the service fragile.

		2700				Fragility of Operating lights theatres 1-6 Singleton risk of serviceability of these units 		Accepted		Collins,  Lee				Lights are 26 years old and have given good service, however, they are now battered and tired, exhibiting chipped and flaking paint and signs of corrosion on light heads and supporting arms. This is a risk from an infection control point of view. There are also concerns regarding future serviceability of these elderly units. 		5/5/21		11/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				20		20		High Risk		1		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 06/07/21 10:46:05] Quotes have been submitted RM to review with LC								Lights are cleaned frequently and checked. Replacement is only real control option to remove risk.				0

																																																						[Chohan, Rita Ms 01/11/21 14:41:45] capital approved waiting for the money to be released

																																																						[Chohan, Rita Ms 22/02/22 11:19:51] no further update.  The risk of increasing surgical activity with these lights could increase of infection.

																																																						[Chohan, Rita Ms 23/02/22 11:17:04] update email from Singleton saved in Datix

																																																						[Collins, Lee  26/09/22 11:49:42] photos of deteriorating lights added, risk increased to 20


																																																						[Chohan, Rita Ms 22/11/22 16:45:18] no change 

																																																						[Chohan, Rita Ms 15/09/23 14:11:55] Theatre 5 still to be done - all others are done.

		2148				Fragility of the Neuromuscular Disease Service and sustainability of service, due to staffing levels		Accepted		West, Mr David		Hughes, Mrs Fiona		Due to a significant imbalance between the funded NMD establishment and the demands of the service, there is an immediate risk that the sole care coordinator in post will take sick leave due to work load stress, and this will have a significant impact on both adult and paediatric NMD services.

Neuromuscular Service is a lifelong service for patients with neuromuscular conditions such as muscular dystrophies and inherited neuropathies covering Swansea Bay UHB, Hywel Dda UHB and Bridgend locality. Our current patient caseload of approx. 350 adults and 100 paeds is over the capacity of what is safe and manageable. This patient group is very complex, with lifelong management required. 		10/17/19		9/29/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				16		16		High Risk		9		High Risk		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Taylor, Amy Mrs 06/12/21 11:23:57] Discussed at medicine risk register meeting 01.12.2021, no change.  								1 NMCA post being recruited for Paeds May 2023 (interviews 17/5)
1 NMCA post being recruited for Adults May 2023 (interviews 17/5)
Remaining budget establishment will be reviewed and anything left put into additional admin and therapy time. 
Clinic space to be reviewed. ALAC suggested as a possible location but unavailable March 2023. 		Posts being progressed. 
Buget reviews being constantly undertaken
CAVUHB now providing the input for Paeds regarding consultant time. 
		0

																																																						[Taylor, Amy Mrs 26/08/22 09:17:58] AT CT reviewed 26/08/22. Risk 2806 and 850 merged with this risk.

Additional hours have been sourced through recovery funding, however meetings to discuss the sustainability of the service are ongoing with the inclusion of ARCH. Aim to create a business case or service redesign by end of year.



																																																						[Taylor, Amy Mrs 22/11/22 17:07:36] Discussed in Medicine Risk Register Review meeting 18/11/2022. DW met with national lead discussions ongoing, reviewing funding streams (peads)

																																																						[Taylor, Amy Mrs 12/01/23 12:39:54] Risk Handler amended from CT to DW

																																																						[Taylor, Amy Mrs 22/03/23 14:47:21] DW/NB reviewed 22.03.2023 and updated Summary of controls in place and Summary of assurances. 

																																																						[Taylor, Amy Mrs 10/05/23 15:49:15] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Chohan, Rita Ms 21/09/23 12:56:31] 3 X NEW NEUROMUSCULAR CARE ADVISES  

		2563				Fragility of the Resuscitation service for the Health Board		Accepted		Cottrell, Mr Gareth				The Resuscitation Service is the mainstay of the following work streams: Resuscitation training for all UHB staff. The development, testing and introduction of quality improvement based processes/documentation including NEWS charts, SBAR, sepsis screening.  Monitoring and reporting on outcomes of cardiac arrest and clinical emergencies.  Monitoring, maintaining, evaluating and introducing new resuscitation equipment e.g. defibrillators, capnography. 
The service had 3.9 whole time equivalent (WTE) resuscitation officers (including the service manager) to the end of February 2020.  This has now reduced to 3.5 following retire and return of the Service Manager. A further reduction of staff to 3.0 with maternity leave which started in November 2020.  There will be a further reduction (2.4) in March 2021 when the Service Manager’s retire and return contract ends. 
Please find attached in documents clinical impact assessment. 
		12/17/20		7/31/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						6		20		Moderate Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												this is a HB wide service and the identified risk is also HB wide. We’ve agreed a recruitment plan to mitigate the risk in part and this will be carried out within the current financial framework of the service (apart from we will go at risk to cover all of the 0.8 wte nurse who is to go on maternity leave). 		The remaining gap between what is currently funded and what is required (as per the paper that the RADAR Group is taking to the HB H&S meeting, added to documents) needs to be escalated at the relevant forum (SLT or IBG) so the HB can make an informed choice as to whether to invest in the service or not		0

		632		RS Cardiac/1053		FUNB - Patients awaiting Follow Up by Consultant Cardiologist		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		If a patient requires a follow up appointment, a target date is given by their cardiologist. The service aims to appoint the patient within their target date 100% of the time. In recent years, the service has failed to appoint all patients within their target date therefore those patients become known as FUNBs (Follow Up Not Booked). 

Numbers at August 2023 over target date = 3300.

If a patient is not seen within their target time they may be at an increased risk. Possible risks include, but are not limited to:
- Delayed diagnosis of new or deterioration of condition
- Delay in medication review
- Delay in discharge from the care of a cardiologist
It is generally accepted that a patient should receive their follow up appointment within their target date and FUNBs should be avoided.
		12/12/13		8/1/23		Sustainable Services		Access		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology		Cardiac Outpatients		12		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Anthony, Nicola Miss 14/08/18 10:38:58] No particular issues with delayed follow ups being appointed								- Virtual clinics being held whereby consultant cardiologists review the notes of patients and discharge appropriate patients back to the care of their GP. Those still requiring a follow up appointment with a consultant are then able to access an appointment slot in a more timely manner than would have been possible
- All available appointments allocated to patients so that wastage is minimised
Cardiology has been nominated as a pilot site to work within the Clinical alliance Programme to put a targeted approach on remodelling the pathway to improve access and reduce number of patients waiting over their target date
				0

																																																						[Anthony, Nicola Miss 17/06/19 13:36:15] Request for update to Michelle Petty/Cherri DOuglas 

																																																						[Anthony, Nicola Miss 03/07/19 08:46:10] Request for update from HR

																																																						[Anthony, Nicola Miss 18/07/19 12:35:48] Update requested from Michelle Petty

																																																						[Anthony, Nicola Miss 06/09/19 15:15:51] Update provided by CL, Performance Improvement Manager - 
KJ (Patient Pathway Manager) oversess follow-up waiting list which is provided reviewed weekly and at the end of each month for end of month  position.  Focus is on reviewing patients over their target date (so on their clinical priority). Information relates to all service groups in  Morriston, Singleton & NPT delivery units

At the end of August 2019 (which covers Cardiology, Cardiothoracic, Clinical Physiology, Endocrinology, ENT, General medicine, General Surgery, medicine for the elderly, Nephrology, Neurology, OMFS, Orthodontics, Paediatric Dentistry, Plastic surgery, Rheumatology, T&O, Urology and Vascular) the total waiting list was 57,268. 

Of the 57,268 there are 18,655 over their target. 

There is a focus and requirement by WG to reduce the number of patients >100% over target – we have 7536 (waiting and appointed), 4075 are waiting.

Regular Morriston Outpatient Modernisation group meetings take place and all specialties have had to submit plans on how they were to reduce the number of delayed follow-up patients.  

WG Funding has also been given to reduce the FUNB list therefore a Validation team were put into post on the 1st June 2019, this consists of one band 4 supervisor, two full time band 3’s and two part time band 3’s. The focus is on validation on longest waiting patients with focus on duplicate entries, blank targets and blank categories. Also to identify error themes and highlight to service managers and clerical teams for action. 

A performance scorecard has been developed and monitoring on a month basis at both Health board wide modernisation groups and local outpatient steering groups.


																																																						[Anthony, Nicola Miss 27/11/19 16:09:57] Position is deteriorating however DrAnderson is to complete some validation as an ad hoc locum.  Will complete virtual clinics 

																																																						[Anthony, Nicola Miss 27/02/20 10:34:46] Discussed at Cardiology Board Meeting 26/02/20.  Cherri advised of current position: 2144 waiting on FUNB list over target of whcih 655 have an appointment booked.  Virtual validation being undertaken of the FUNB list with consultants considering additional clinical.  OPD modernisation group are engaged with supporting actions 

																																																						[Anthony, Nicola Miss 16/07/20 12:35:38] D/w Service Group Manager - no change.  Risk remains

																																																						[Mathias, Louise Mrs 12/10/21 10:50:47] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  JB ?changing priority of patient.  ?merging new and f/up lists.  ?project.

																																																						[Mathias, Louise Mrs 07/12/21 11:40:37] Reviewed in Triumvirate meeting with Dean Packman and Louise Jenvey.  No change.

																																																						[Mathias, Louise Mrs 26/05/22 15:08:22] Reviewed by DP, LJ and BD.  DP to update figures.  No change to risk.

																																																						[Mathias, Louise Mrs 06/12/22 13:04:15] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.  DP to upadte in relation to figures.

																																																						[Mathias, Louise Mrs 07/02/23 14:39:29] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  No change.

																																																						[Mathias, Louise Mrs 17/05/23 10:44:46] Review BD,DP,LJ,GH.  No change.  Change dates.  Numbers over 3000.

		1360		NPTHDSUFUNDRESP		FUNB Respiratory Medicine		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		Respiratory patients waiting over their clinical target date which is leading to poor patient experience and potential negative outcomes.		9/20/17		4/30/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine		Outpatient Department		20		8		High Risk		8		Moderate Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[NPT Quality and Safety, SBU Mrs 07/03/18 20:32:04] Review period extended as service manager not in work. AH		Lewis,  Deb						Clerical validation on-going. SpR now carrying out FUNB clinics.		Discussed at weekly performance meetings.		2

																																																						[NPT Quality and Safety, SBU Mrs 24/12/19 11:12:36] Clinical validation ongoing.

																																																						[NPT Quality and Safety, SBU Mrs 15/05/20 09:56:24] Risk has changed given current C-19 pandemic pressure. linked to OP C-19 risk. Update required from risk owner AH

																																																						[Jones, Susan Mrs 08/06/20 16:30:31] 08/06/20 - some clinical validation undertaken with limited progress made to reduce the FUNB list 

																																																						[Williams, Susan Mrs 10/08/20 11:33:46] Risk reviewed by PSD/MB/SW.  Email sent to Sue Jones for further review/update.

																																																						[Jones, Susan Mrs 11/08/20 10:07:39] 11/08/20 - virtual clinics undertaken focussing on the FUNB list - longest waiting patient now 2020 a significant improvement

																																																						[Brain, Nick Mr 18/10/22 15:19:04] FUNB action plan developed with planned trajectory of 20% reduction by end of March 23. NB

																																																						[Jones, Susan Mrs 24/08/23 15:38:49] 24/08/23 risk location moved to Morriston DU

		623		Rs Neuro/1102		FUNB-Not enough capacity to meet demand, potential patient harm		Accepted		West, Mr David		Hughes, Mrs Fiona		There are approximately 1100 patients that are over target date and many more being added daily when attending for their appointments. Capacity is a major problem within Neurology and patients could during this period deteriorate, relapse and due to the lack of follow up appointments their symptoms deteriorate which could ultimately lead to admission and could ultimately lead to high mortality rates. There are a proportion of patients within Neurology who need to be followed up every four weeks and if not seen can deteriorate which could result in patient going into respiratory failure if not treated urgently
		2/26/14		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				15		9		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[John, Andrea  11/07/16 15:55:41] 11/7/16 - original risk assessment uploaded from old Datix. AJ								Although reviews are being undertaken within Neurology as listed below more could be done to deal with the risk associated to the FUNB lists. Within the Directorate regular FUNB meetings are held to find out what problems are.
-Some consultants are working through their FUNB lists to see if patients can be discharged or being slotted into clinic as extra patients. 
-FUNB is also being audited by junior doctors in Neurology to see what the consultants can do to help improve this.
Lists are currently issued to consultants on a monthly basis to try to reduce the waiting times. Extra sessions for a consultant has also been granted with success to reducing the amount of patients on the waiting list.				0

																																																						[John, Andrea  12/07/16 10:47:16] 12/7/16 - Revised risk assessment uploaded. AJ

																																																						[Crook, Jackie Miss 10/11/16 14:02:04] Further to Regional risk Review meeting with Morriston Hospital Service Delivery unit Managers, HoN and DGM Risk down graded.

																																																						[Anthony, Nicola Miss 06/09/19 15:17:57] Update provided by CL, Performance Improvement Manager - 
KJ (Patient Pathway Manager) oversess follow-up waiting list which is provided reviewed weekly and at the end of each month for end of month  position.  Focus is on reviewing patients over their target date (so on their clinical priority). Information relates to all service groups in  Morriston, Singleton & NPT delivery units

At the end of August 2019 (which covers Cardiology, Cardiothoracic, Clinical Physiology, Endocrinology, ENT, General medicine, General Surgery, medicine for the elderly, Nephrology, Neurology, OMFS, Orthodontics, Paediatric Dentistry, Plastic surgery, Rheumatology, T&O, Urology and Vascular) the total waiting list was 57,268. 

Of the 57,268 there are 18,655 over their target. 

There is a focus and requirement by WG to reduce the number of patients >100% over target – we have 7536 (waiting and appointed), 4075 are waiting.

Regular Morriston Outpatient Modernisation group meetings take place and all specialties have had to submit plans on how they were to reduce the number of delayed follow-up patients.  

WG Funding has also been given to reduce the FUNB list therefore a Validation team were put into post on the 1st June 2019, this consists of one band 4 supervisor, two full time band 3’s and two part time band 3’s. The focus is on validation on longest waiting patients with focus on duplicate entries, blank targets and blank categories. Also to identify error themes and highlight to service managers and clerical teams for action. 

A performance scorecard has been developed and monitoring on a month basis at both Health board wide modernisation groups and local outpatient steering groups.


																																																						[Chohan, Rita Ms 16/09/20 15:05:23] JB reviewed no change in risk - discussed whether this risk should apply to other specialties such as Gastro.

																																																						[Chohan, Rita Ms 09/04/21 13:42:20] Work has commenced on the funb list - all consultants time for cliniacla validation.  PH and WG supported schemes to review in Sept 2021

																																																						[Taylor, Amy Mrs 27/09/21 14:54:00] Service manager circulating lists to consultants for review and action. Clinical Lead aware. 
WLI offered to cons for FUB lists evenings and weekends given capacity restraints. 
Additional consultant funding secured as part of recovery. 

																																																						[Taylor, Amy Mrs 01/12/21 13:41:08] Discussed in Medicine Risk Register meeting today. no change.

																																																						[Taylor, Amy Mrs 17/08/22 16:32:07] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

Developing action plans from outpatient modernisation group. Ongoing.

																																																						[Taylor, Amy Mrs 26/08/22 09:19:10] AT CT reviewed 26/08/22
FUNB meetings ongoing and validation, also being audited continually by junior doctors and extra sessions out on for consultants

																																																						[Taylor, Amy Mrs 22/11/22 16:31:38] Discussed in Medicine Risk Register Review meeting 18/11/2022. FUNB lists have been reviewed for stroke, neuro biggest risk currently, thoracic in some areas, diabetes updated and also COE.

																																																						[Taylor, Amy Mrs 12/01/23 12:41:04] Risk Handler amended from CT to DW

																																																						[Taylor, Amy Mrs 22/03/23 14:49:37] DW/NB reviewed 22/03/23 Delivery Unit amended from POW to MORR

																																																						[Taylor, Amy Mrs 10/05/23 15:49:45] Discussed in RR meeting 10/05/2023, no change. 

		487		SL/Hosp/ENDO9/173/2014(oldID895)		Health & Safety Exposure to disinfectant		Accepted		John-Cox, mrs Sandra		John-Cox, mrs Sandra		Exposure to discinfectant Aperlan (West) & Gigasept (NPTH)
When Aperlan changed 300mls bottles staff required to dispose of by diluting with water		12/31/14		9/1/23		Health and Safety		COSHH		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Gastroenterology				12		12		Significant		12		Significant		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Hill, Nigel Mr 24/04/15 15:39:23] CSS 2013 Endo  4
30.4.14  Relinked to Swansea Locality and will need to be copied for Bridgend Locality too as a HB wide risk. LC				*
				Confirmed with Lancer that this cannot be changed -wear protective clothing.		Neutraliser introduced but risk remains the same		1

																																																						[Thomas, Rosa  11/11/15 14:47:38] 9/18 Risk remains unchanged. 4/18 USC Risk Review mtg- SJ confirms staff receive yearly Occupational Health Reviews. Score amended to 9. 
2/18'Septopac (POWH)' removed from risk description. 11/17 risk now in Neath,Morriston units and Singleton HSDU 
5/17 Risk Meeting - discussed. SD to feedback. 
2/17 Gov Man no change.
Neutraliser introduced but risk remains the same

																																																						[Taylor, Amy Mrs 13/06/23 14:33:00] SCJ/AT review. to stay the same. 

		2358		SERVICE GROUP RISK		Health Acquired Infection (COVID-19) on site at Morriston - PATIENTS		Accepted		Matthews,  Ceri				Avoidable patient harm as a result of nosocomial infection of COVID-19		4/22/20		9/30/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						25		10		High Risk		8		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Holloway, Suzanne Mrs 11/06/20 11:18:57] Work Stream in place in order to support preassessment processes for patients needing to attend hospital for urgent elective surgery						Implement Point of Care Testing for all inpatient admission - at the point of admission
Implement clear bed allocation criteria for both COVID+ and COVID- patients
Implement "Green" elective admission pathway
Application of National Guidance from 31/05/2022
		Incident updated in line with national policy:
All national restrictions were removed in May 2022, with Hospital visiting re-established on 15/06/2022.

Limited green pathways maintained in response to clinical need, including in ITU and elective surgery. 

National outbreak reporting reverted back to Early Warning Notification methodology from 31/05/2022.

Restrictions to be reintroduced in response to outbreak events.


		24/7 monitoring of patient COVID status via SIGNAL system with appropriate patient pathways and placement to minimise nosocomial infection.






		0

																																																						[Holloway, Suzanne Mrs 11/06/20 11:24:24] WG advice on the requirements for social distancing did not include hospitals

																																																						[Madams, Mark Mr 13/04/21 07:18:19] consolidation of positive cases to ward s only. all patients undergoing testing prior to ward placement and assessment of clinical symptoms. rapid testing used throughout the day - total number available increased to 90 per day.
increased assurances re use of cubicles, HH, PPE adherence and social distancing. increased cleaning regimes in place and plastic barrier curtains.
monitoring of outbreak status with one ward remaining in outbreak 13/4/21.
planning for 3rd wave and for vaccine escape started.

																																																						[Holloway, Suzanne Mrs 21/02/22 09:49:13] Risk updated to reflect the reduction in potential harm as a result of a HCA COVID-19 - February 2022 now that the impact of the Omicron Strain is fully understood. Update provided to IPC Team

																																																						[Holloway, Suzanne Mrs 30/06/22 12:33:21] Risk updated to reflect changes in national guidance in May 2022.

Two COVID-19 outbreaks reported in June 2022 (CEW and Anglesey) both potentially related to opening up of hospital visiting. 

																																																						[Holloway, Suzanne Mrs 09/06/23 10:21:01] Risk updated to reflect national guidance issued April 2023 - WHC(2023)007

		3265				High level of dust around the new MRI build risk raised by IPC for patients and staff using the area for other patient services		Accepted		Simmonds, ms Alexandra				There was an extremely high level of dust in the environment around the the new MRI build. Concerns have been raised around the staff and patients accessing this area.    Radiology asked by infection control to raise risk		2/10/23		6/30/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				6		6		Moderate Risk		1		Moderate Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate																0

		2934				Holmium Laser upgrade 		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Medical instrument used to treat kidney stones and renal tumour (TCC). Fundamental equipment needed to undertake all complex Endourology Service. The equipment is twenty years old and replacement parts are no longer available. Not fully compatible with modern single-use fibre, patient-linked traceability/audit pathway.
Aging, obsolete equipment, increasing likelihood of failure – which will result in immediate loss of (high volume, large numbers of P2 waiting list) service. Untreated kidney stone patients at risk of prolonged pain, risk of infection/sepsis, progressive renal impairment +/- loss or renal function and risk of dialysis requirement. Untreated cancer patients will require alternate major surgery. Updating the equipment to modern laser machine would also enable us to perform holep (holmium laser enucleation of prostate)
		1/13/22		4/13/22		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Urology				20		20		High Risk		1		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												1.	If machine fails, seek option of temporary loan equipment.
2.	MDT review of cancer cases to evaluate risk of progression
3.	Plan: update to modern, reliable machine
		Upgrade equipment		0

		3078				Home Oxygen Service Delivery		Accepted		Lewis,  Alison		Brain, Mr Nick		Inadequate staffing is causing delay to home oxygen assessments.
There is inadequate provision to provide timely care to patients who become unwell resulting in admission.
There is inadequate time to monitor the oxygen budget and review high users resulting in costs likely to be higher than needed.
A secondment of a Band 6 to NIV has not been backfilled and is contributing to the issue.
		7/22/22		12/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				15		15		Significant		5		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Brain, Nick Mr 22/07/22 15:58:38] Discussion held at departmental meeting and risk identified. NB								The balance between home visits and outpatient appointments are being adjusted as required to minimise delays in care.
A business case is being considered to address staffing levels
26/05 NB/AL Business case stalled due to AMSR, resource consistent and due to increased pressure in other resp areas, pressures have increased despite further workforce support. Plan for case progression now AMSR has been implemented to continue and review end of Nov 23.		Plan for case progression now AMSR has been implemented to continue and review end of Nov 23.		0

																																																						[Taylor, Amy Mrs 26/05/23 13:33:12] AL/NB reviewed 26/05 updated summaries as above

		3197				HSDU Air Handling Unit replacement project risk to service provision 		Accepted		Bissmire, MS Lori				Risk to service provision due to relocation to singleton from morriston.		11/11/22		3/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				16		16		High Risk		9		High Risk		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 07/03/23 15:24:22] Decominishing of one of the  washer's caused further risk - outsource  weekend work of additional lists on all sites 								Internal risk assessment taken plac
meeting met with Key stakeholders and plans agreed				0

		3362				HSDU high levels of vacancies and sickness impacting on the services ability to meet the current throughput and activity		Accepted		Gates, Mr Jonathan		Bissmire, MS Lori		Morriston HSDU temporary closure, decommissioned washer/disinfector coupled with higher levels of sickness and vacancies', poses serious risk to to the increased activity planned in Neath Port Talbot and Singleton Hospital in line with the new Theatre Programme.		5/12/23		10/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 21/08/23 10:39:01] Massive recruitment drive - employed 18.2 WTE - 5 for Neath Port Talbot establishment, working with Workforce to interview the unsuccessful candidates or theatres  								Recruitment into posts has been priortised.   Sickness absence maaged in accordance with policy.  Monthly review meetings with HR being held.  Overtime for weekends and out of hours outsourced to CTM and offered internally to theatre staff. 

		Whilst we are working in such challenging circumstances CSS Management team are supporting HSDU with a multi faceted approach to sustain services and patient experience. 
Massive recruitment drive - employed 18.2 WTE - 5 for Neath Port Talbot establishment, working with Workforce to interview the unsuccessful candidates or theatres  		0

																																																						[Chohan, Rita Ms 21/08/23 10:40:09] Full training will take up to two years - therefore risk stays high. Sickness still high 11%

		2405				Impact of COVID-19 infection outbreak on renal services patients at SBU		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		
•	Impact on dialysis transport service - demand on service likely to increase in view of need to identify dedicated transport of suspected/ confirmed cases
•	Compliance with PHW infection control measures for COVID patients treated in both NHS units and ISP units, ensuring adequate provision of PPE
•	Dialysis vascular access service provision – relates to current risk 1215 - suspension of non-urgent procedures during the pandemic has significantly reduced the access service delivery across South West Wales
•	No current ability to undertake vascular sonography to renal patients prior to any vascular procedure due to staff shielding

		6/12/20		6/30/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				16		16		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 16/11/20 12:50:19] Reviewed today by RC DW no further updates risk to remain the sames								•	Patient waiting list will be kept updated, patients on the transplant list are informed of the decision and the rationale behind it (now functioning as normal)
•	Regular bi-weekly meeting between SBU, WAST and ISP representatives for service update (this has now been stepped down)
•	Encouraging more patients to arrange own transport whenever feasible
•	WRCN coordinating provision of PPE for ISPs  (no longer required ISPs have access to appropriate ppE)
•	Prioritising access creation through local anaesthetic access creation, temporary tunnelled access creation (no longer required)
•	Promoting peritoneal dialysis to reduce 3 weekly hospital visits (usual practice but no longer requirement due to covid)
•	LA lists have been undertaken within the plastics treatment room and DSU Singleton for urgent/suitable patients (Singleton lists ongoing no longer using plastics treatment room)
•	Out sourcing a vascular sonographer to work ad hoc. An additional vascular sonographer has been appointed – pre-employment checks in progress (see risk 1577 re scanning)
		•	Continue to work with WAST and ISPs to clinically review the patients’ need for single occupancy journeys on a case by case need
•	Continue to monitor the PPE needs of the ISPs in conjunction with WRCN
•	HB to review the vascular renal access service provision – ongoing
		0

																																																						[Taylor, Amy Mrs 06/10/21 13:25:24] Reviewed today by AT SS no further updates risk to remain the same

																																																						[Taylor, Amy Mrs 01/12/21 13:00:16] reviewed today at Risk Register medicine meeting. No change. 

																																																						[Taylor, Amy Mrs 25/03/22 09:54:31] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead 24.03.2022.

																																																						[Taylor, Amy Mrs 17/08/22 15:43:51] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
Will be further reviewed in Renal meetings.


																																																						[Taylor, Amy Mrs 22/11/22 16:56:25] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 10/05/23 16:55:43] Discussed in RR meeting 10/05/2023, no change.

																																																						[Chohan, Rita Ms 15/09/23 15:26:03] service to review overall risks and discuss breakdown of individual service impacts or keep under one umbrella 

		3141				Impact on Patient Safety and Clinical Environment as a result of the failure of buildings and infrastructure 		Accepted		Hughes, Mrs Fiona		Hughes, Mrs Fiona		Due to a known failure in hospital infrastructure (roof) the safety of patients is being compromised on Ward S, Morriston Hospital. 

There is a risk of water ingress through the ceiling resulting in the fabric of of the internal ceiling tiles being affecting to point of falling on patients.  

There is a structural integrity risk to the windows, due to the failure of window seals 

There is a risk of falls and hospital acquired infection events as a result of the poor condition of the flooring.  		10/7/22		11/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Diabetology		Ward S (previously Gower Ward)		20		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate		10/31/22		[Holloway, Suzanne Mrs 10/10/22 15:31:01] PLEASE NOTE THAT THIS INCIDENT IS LINKED TO INCIDENT 12600 WITHIN THE DATIXCYMRU SYSTEM.
On the 05/10/2022 a patient at End of Life was hit by a falling ceiling tile within one of the cubicles on Ward S, Morriston Hospital. The incident was as a result of adverse weather conditions on an existing risk related to the roof above Ward S. 

Please see WG Serious Incident Notification in documents section.				Management of Risk via Risk Register
Adverse Event Testing at a Ward Level
Training to support Adverse Event Response at a Ward Level
		The fabric of the building and the ward environment is consistent and inline with required healthcare standards, including Infection control
The ward environment is consistent with required health and safety standards
There is a clear ward based adverse event plan in place to ensure immediate patient safety, dignity and respect
		Estates aware of the environmental condition of the environment
Previous attempts at small scale repair have not resolved the problem.
Small scale works used in response to water ingress/leaks and the use of tape to secure floor tiles and window seals. 
Closure of inpatient bed capacity in response to ad hoc events
December 2023 - Roof repaired again but not replaced. 

March 2023 - FLOOR REPAIRED ON WARD S. 

March 2023 - Windows still not repaired. Twitter complaint received showing the state of the ward. 		The level of assurance as a result of controls is low. 		1		Keighan,  Des		10/14/22		Review Risk		Review current risk scores in relation to infrastructure/environment at Morriston Hospital

																																																						[Taylor, Amy Mrs 18/11/22 14:33:24] Discussed and approved at Medicine Board.

																																																						[Taylor, Amy Mrs 25/11/22 09:37:23] Linked to risk 3141 - cardigan floor
List of assessment of wards including ward S please see docs


																																																						[Taylor, Amy Mrs 22/03/23 14:53:22] DW and NB reviewed 22/03/2023. Risk reduced from 20 to 16. Summary of Controls in place updated : 
Estates aware of the environmental condition of the environment
Previous attempts at small scale repair have not resolved the problem.
Small scale works used in response to water ingress/leaks and the use of tape to secure floor tiles and window seals. 
Closure of inpatient bed capacity in response to ad hoc events
December 2023 - Roof repaired again but not replaced. 
March 2023 - FLOOR REPAIRED ON WARD S. 
March 2023 - Windows still not repaired. Twitter complaint received showing the state of the ward. 

																																																						[Taylor, Amy Mrs 11/05/23 08:25:32] Discussed in risk register meeting 10.05.2023 no change

																																																						[Chohan, Rita Ms 21/09/23 12:10:10] There is a plan to decamp plan - end of october through to March 2024

		2901		HBR 87 pending		Inability to admit patients in a timely manner to the Acute Stroke Unit 		Accepted		West, Mr David		Hughes, Mrs Fiona		Patients who suffer a Stroke should be admitted to an Acute Stroke Unit (ASU) from ED within 4 hours. This is Ward F at Morriston. Due to site pressures often space is occupied by non-stroke patients and there is no room in ward F meaning patients are outlied to areas lacking in the expertise to manage this condition optimally. 
Risk of major harm to patients from lack of timely assessment/admission and rehab facilities
IPC procedures remain in place due to covid which slows the ability to transfer patients from the MH site to rehabilitation sites. 
Covid outbreaks continuing - this quiet often closes the ward forcing outlie stroke patients in a non ASU area which in tern effects SSNAP compliance. 
		12/3/21		11/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Stroke		Ward F(Morriston)		20		20		High Risk		9		High Risk		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 29/04/22 08:21:58] Reviewed and approved in Q&S meeting 29.04.2022		Lewis,  Deb						- Weekly stroke scrutiny meetings, quarterly board meetings. 
- Improvement plan developed but no benefit realised until site pressures and placement of medical/stroke patients is addressed. 
HASU/ CRSC Business case submitted for a 3 year improvement programme including HDUHB. Going via the business case process April 2023. 		- Ring-fencing of beds to be stuck too not overruled from site or on call teams 
- Increased ANP workforce in 2022 but are still undergoing training as of March 2023 to be fully independent and partake in the senior rota. 		0

																																																						[Taylor, Amy Mrs 12/08/22 09:40:19] AT reviewed with DW 12/08. risk to remain - also requested on HBRR

																																																						[Taylor, Amy Mrs 22/11/22 17:03:56] Discussed in Medicine Risk Register Review meeting 18/11/2022.
Continual risk, raised and discussed in board and monthly with CW.

																																																						[Taylor, Amy Mrs 22/03/23 14:55:46] DW and NB reviewed 22/03/2023. Summary of Controls and Summary of Assurances updated.

																																																						[Taylor, Amy Mrs 10/05/23 15:27:04] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Chohan, Rita Ms 21/09/23 12:54:46] NO CHANGE - MEDICAL PATIENTS IN RINGFENCED BET.  1 PATIENT IN TARGET OVER THE LAST MONTH 

		2540				Inability to maintain dignity/privacy of patients due to mixed sex bays in used on Wards A & B		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		Due to unprecedented pressures around the safe management of COVID19 patients on the Morriston site, it has become necessary for patient of mixed sexes to be nursed in the same bay. This does not adhere to Health Board and Welsh Government policies/ requirement that patient’s dignity and respect should be maintained at all times including admission to single gender bays and have access to single gender toilet/bathing facilities

Inability to maintain patients dignity and respect whilst nursed in mixed gender areas. 
Inappropriate placing of mixed gender patients in a bay that could potentially put patients of either gender at risk of physical/ sexual abuse as well as emotional and psychological distress due to anxieties/ compromising of dignity issues 
		11/29/20		8/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				9		4		Significant		3		Low Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Anthony, Nicola Miss 09/02/21 11:48:10] Risk continues particularly as a result of COVID 19 pandemic 								MSK Unit and wider site to be reviewed to ensure that Mixing Genders is the only option available 
Patients are informed of the reason for mixing, and a risk assessment of all patients’ suitability to be in a mixed bay is undertaken prior to actually happening. 
Patients decision to accept the situation to be documented in the patients nursing/ medical notes
Patients are informed of the likely time scale of remaining in a mixed bay.
Patients dignity maintained at all times. If any patients indicate they are not comfortable with the decision once in the bay all measures will be taken to move the patient to a single sex bay.
Only in extreme circumstances will patients with issues such as  cognative impairment/dementia/ wondersome/ , and following discussion with senior nursing team be placed in mixed sex bays. 
Family of patients to be notified if patient not able to contact them directly to make them aware of the decision to be placed in a mixed sex bay.
Datix to be completed re any occasion re mixed bays occurs.
If assessed as appropriate safeguarding referral made.
Any concerns raised by patient in a mixed bay re lack of dignity or inappropriate behaviour from other patients to be dealt with immediately and Where possible single sex toilet will be allocated to the bay but it is recognised that this is challenging to maintain in most wards. 

		No other actions available currently
Daily review of ability to revert to single sex bay to be undertaken		0

																																																						[Mathias, Louise Mrs 15/06/22 15:48:00] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.

Covid has had an increase on this.  LJ and RJ to review and look into this.

																																																						[Mathias, Louise Mrs 05/10/22 10:35:07] Reviewed in T&O Q&S Group meeting on 13th September 2022.  Agreed to increase risk score due to increased occurrence.  From 9 to 12.

																																																						[Westmoreland, Amanda Mrs 29/03/23 16:40:05] Update from Louise Jenvey - downgrade to a 6 as likelihood is 3 and moderate if it happens. Not happening monthly.


																																																						[Mathias, Louise Mrs 17/05/23 09:33:10] Reviewed BD,LJ,ClB,RJ.  Low risk.  RJ to reword.

		3467				Inability to perform complex spinal surgery that requires the Pentero microscope		New risk		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		THE PENTERO MICROSCOPE has been repaired on numerous times over the last 6 months (since Jan 2023).

It is now out of action it is the dominant microscope in complex spinal surgery cases.
		7/24/23		8/28/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				25		25		High Risk		5		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												We are using the other stack which is not suitable for some cases this is the spare stack , which is also quite old .		The pentero microscope is far superior for the spinal complex cases
The spare stack is not suitable for some spinal cases and this microscope is old 

When we have 2 theatres doing spinal work we only have 1 microscope this is causing major issues with the patient care

We need 2 microscopes in the system to accommodate the work load
		0

		2215				Inability to provide Elective Operating Experience to T&O SpRs due to lack of theatre capacity		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		With no elective footprint in Morriston as a result of the COVID-19 pandemic, as well as historically bed capacity being reduced and no elective capacity in NPT and Singleton Hospital , the ability to give SpRs on the Welsh Deanery training programme sufficient access to elective operating to ensure their training is completed is non-existent at present

If SPRs do not have the experience these trainees may be withdrawn which will result in an inability to cover the on-call rota which will then be a daily severe concern and possibly result in closure of the acute orthopaedic take		11/15/19		8/1/23		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				20		12		High Risk		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Mathias, Louise Mrs 25/02/20 13:44:02] Assurances updated from:

Further access has been requested via private providers to enable SpRs to go to outsourcing providers with a Consultant and gain experience away from the Health Board.  Indemnity is an issue and no decision has been made as yet.								Trauma operating is the only training being offered at present		No provision for outsource training due to COVID pandemic.		0

																																																						[Anthony, Nicola Miss 30/07/20 14:28:46] Plans for orthopaedic services to be discussed at WG level mid-August 2020

																																																						[Anthony, Nicola Miss 07/10/20 12:17:28] Elective operating has commenced to a small degree at NPTH which allows some elective experienced for the registrars but the numbers still fall way below the required competencies for their training. Virtual ARCPS undertaken in July 2020 - special COVID outcomes (recorded as a 10.1).   

																																																						[Mathias, Louise Mrs 21/09/21 14:30:18] no improvement - position deteriorating as covid numbers increase

																																																						[Mathias, Louise Mrs 15/06/22 15:25:52] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.

No changed but risk to be decreased to 12.

																																																						[Mathias, Louise Mrs 08/11/22 08:42:07] 11.10.22.  Reviewed in T&O Q&S meeting.  Risk remains the same.

																																																						[Mathias, Louise Mrs 17/05/23 09:12:31] Reviewed BD,LJ,CLB,RJ.  Reduce risk - more on rota and more operating.  Reduce to 12.  HEIW to come back in June/July.  2 assistants in theatre beneficial.

		2467				Inability to provide separate male and female toilet facilities due to ward layout.		Accepted		Hall, mrs Gwennan		Jenvey, mrs Louise		Additional toilets to accommodate the poor layout of Cyril Evans Ward are required which can be identified as male and female.  However, It would be difficult with a ward reconfiguration to put in more toilets for patients and as yet this has not be undertaken.

Cyril Evans Ward generally has 26 Cardiac Surgery patients bedded within this area. At present there is a mixture of Cardiac Surgery and Cardiology patients.

The layout of the ward has four bays and cubicles all coming off one corridor which is used by other areas (Dan Danino Ward and Coronary Care Unit) for access.

The patient toilets are situated at either end of the corridor which means for 18 patients at one end they have three toilets, and for the remaining 6 they have one toilet and one toilet within a cubicle.

When trying to establish separate male and female toilet facilities,patients continue to use all the toilets available regardless of the sex as they are unable to wait for the same sex toilet to be free.  

The lack of toilets at each end of the ward is resulting in 'mixed sex' toilets. Thus there is a risk of patients entering toilets used or in use by the opposite sex and the ward not being able to maintain patient dignity
		9/2/20		8/1/23		Patient Safety		Safeguarding		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiothoracic		Cyril Evans Ward(Morriston)		9		9		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 05/02/21 12:59:51] No change 								At present no controls in place as the toilet labels (Male and Female) removed.  Engaged and vacant sign only.				0

																																																						[Mathias, Louise Mrs 22/09/21 14:30:17] 8.9.21 Cardiothoracic senior team (DP, MP, AZ, GH, SA, LJ) reviewed risk.  No change to risk.

																																																						[Mathias, Louise Mrs 05/10/21 14:54:44] Reviewed with Dean Packman and Mr Zaidi.  Risk remains the same.

																																																						[Mathias, Louise Mrs 26/05/22 15:38:37] Update by LJ.

																																																						[Mathias, Louise Mrs 04/10/22 14:16:05] Reviewed with DP and AZ.  No change to risk.

																																																						[Mathias, Louise Mrs 06/12/22 14:14:12] Reviewed with Dean Packman, Afzal Zaidi and Louise Jenvey.  No change.

																																																						[Mathias, Louise Mrs 07/02/23 14:21:42] Reviewed in Governance Meeting with Mr Zaidi, Dean Packman and Gwennan Hall on 7.2.23.  No change.

																																																						[Mathias, Louise Mrs 17/05/23 10:47:46] Reviewed BD,DP,LJ,GH.  No change - LJ/GH to re-word.

		3062				Inability to provide vascular access training to meet demand across HB risk of patient harm through device related complications		Accepted		Gates, Mr Jonathan				Clinical workload for the existing team is increasing impacting on ability to provide dedicated time for training.  Difficulty locating venues to provide training.    Increasing vascular access devices pose risk complications when cared for by staff who have no training.  Unable to provide assurance that staff have the necessary skills to deliver safe and appropriate care for these patients.   		7/12/22		1/31/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care		Vascular Access, Morriston Hospital		12		12		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												Telephone advice, CC outreach team assist when able with troubleshooting and staff queries.  				0

		3422				Inability to undertake spinal surgery that requires Medtronic Stealth Navigation System		New risk		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Service Provision – Within the Spinal Service the Medtronic Stealth Station S8 Treatment Guidance System is used in Theatres. This system is a hardware platform that enables real-time surgical navigation using radiological patient images. The application software reformats patient specific CT or MR images acquired before surgery and displays them on-screen from a variety of perspectives. During surgery, the system tracks the position of the specialised surgical instruments in or on the patient anatomy and continuously updates the instrument position on these images.  		6/21/23		7/21/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Spinal				20		20		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												Contract expires 30/06/23, Procurement have negotiated a new contract/prices.		Still have system currently, the service has worked with Procurement and Medtronic to plan a solution.		0

		470		CSS Critical Care MH 2015		Inadequate critical care capacity and/or quality of care due to nurse staffing deficits 		Accepted		Wade, Ms Louise				Due to vacancies, sickness, level of activity and patient acuity it is becoming increasingly difficult to maintain safe staffing levels for each shift without the use of agency staff. The agency staff are unable to perform all of the functions required of a Band 5 Registered Nurse and are sometimes unknown to the nurse in charge so it may be difficult to have accurate knowledge of their capability.
The risks comes not from the difficulty to recruiting nurses, but in recruiting the appropriate skilled nurses (novice staff).		3/27/15		11/1/23		Risk Profiling of Incidents, Complaints, Claims		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				12		12		Significant		12		Significant		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Otter, Gemma Mrs 20/05/16 13:32:32] 20/05/2016 - Work Programme/Presentation to be provided by CM with timetable of objectives.

Grade Not meeting standards as problem is not recruiting but recruiting nurses with the relevant skills and experience 4 x weekly 4								•	Off duty written in line with ABMUHB Rostering Policy to ensure even cover of skills and knowledge for every shift.
•	Annual Leave planned in line with ABMUHB Rostering Policy to ensure an even number of staff have planned leave every week, whilst taking into account skill mix.
•	Off duty reviewed on a minimum of a shift by shift basis during periods of vacancies/ short term sickness/increased acuity/increased activity to ensure sufficient substantive staff on every shift to maximise patient safety and maintain professional standards.
•	Off duty also reviewed on a shift by shift basis to ensure even coverage of substantive staff, with an even cover of skills and knowledge.
•	Substantive staff offered overtime to work additional shifts, being mindful of EWTD Directive.
•	Liaise with Nurse Bank to establish whether they have any staff that are registered for Critical Care Bank and Outreach.
•	Critical Care, POWH staffing reviewed to establish if they are able to offer support.
•	Critical Care, Singleton Hospital staffing reviewed to establish if they are able to offer support.
•	Critical Care Units in other directorates liaised with to ask if they can offer help to cover shifts.
•	Substantive staff who have booked Annual Leave have been asked to cancel their annual leave and to take it at a later date.
•	Head of Nursing and Associate Clinical Director have escalated the staffing issues to the Director of Nursing and Patient Experience.
•	 Four Agency nurses block booked per shift for a set period of time to ensure that sufficient numbers of Registered Nurses are available to look after the patients, knowing that they may be limited in what they can do, i.e. Intravenous drug administration.
•	Outreach staff utilised to work shifts on Critical Care.		•	Block book individual agency nurses who are known to Critical Care for a period of up to two weeks.
•	Over recruit into Critical Care nursing establishment to cover such contingencies as well as help manage staff sickness.

		0

																																																						[Otter, Gemma Mrs 15/08/16 09:45:05] Risk downgraded following Risk Register review meeting with Morriston Management on 12.8.16.

																																																						[Otter, Gemma Mrs 06/12/16 15:17:27] Nurse requirement days continue, but sickness prevalent on the unit.
Met with Chris Terblanche (January) to discuss whether the garding of the risk was appropriate given that the nurse recruitment days are being held.  Chris was going to discuss the risk in the January ITU Governance Meeting, but deferred.

																																																						[Jones, Cheryl Mrs 15/03/18 10:17:04] Risk discussed on 13.03.2018.  For further review in three months.

																																																						[Jones, Cheryl Mrs 27/06/18 11:49:42] Risk discussed on 26.06.18.  For further review in September 2018.

																																																						[Gorst, John Dr 14/12/18 09:33:38] Risk reviewed CT/JG/CJ/RC
For r/v by CM in January

																																																						[Chohan, Rita Ms 04/02/20 16:13:53] For detailed review CD/RC

																																																						[Gorst, John Dr 28/05/21 10:13:43] Risk title adjusted

JG/LW/EH/RC

																																																						[Gorst, John Dr 02/09/21 11:28:48] Increased risk/frequency due to higher sickness and COVID isolation.

Seeing capacity constraints as a result cancelling elective cases frequently and running with reduced staffing levels increasing risk of staff burnout.

Increased staffing needs due to running three cohorts of patients and reduced ability to cohort Level 2 patients together.

At present is 5x5 within ICU (which is replicated outside of ICU also)

																																																						[Chohan, Rita Ms 07/10/21 08:26:33] Risk rating discussed between JG and TH - JG advice -'since the green pathway is  back to Cardiac the risk has lowered. I would likely put it as a 5x4=20 at present. Although it may just be that the situation isn’t as visible as there are not electives and that there is still an unmet need@

																																																						[Chohan, Rita Ms 28/10/21 14:17:58] Due to the acuity of patients this week we have had unprecedented pressure in ITU  - 6 areas open due to COVID pressures, routinely been running level 3 without own nurse.  Delay discharge in ED due number of nurses.  Double up on ventilators 4 shifts this week. pulling in Out reach of nurses to help.  Risk raised 25 We will review this again next week 

																																																						[Chohan, Rita Ms 03/12/21 08:32:05] Louise Wade  advised Following a period of reduced need for staffing on the unit the risk can be reduced from 25 to 20.  We will review this again when needed.

																																																						[Gorst, John Dr 17/01/22 12:44:04] JG/LW/RC Risk reviewed

Averaging ~4 agency nurses per shift
Recent weeks less acute staff shortages (in general)
Likelihood of large deficits is decreasing with lowering acuity and less COVID

15 WTE new appointments (but lag time before in numbers)

Lowered frequency - likely reduce in future.

																																																						[Gorst, John Dr 05/12/22 15:45:49] JG/MC/BJ/RC - still high number of agency nursing.
Risk may reduce when staffing of Singleton ceases in future.
Risk may have been lower in recent summaer months but entering winter pressures risk accurate.

																																																						[Chohan, Rita Ms 12/10/23 12:32:07] Numbers of staff in post may reduce this risk or further remove the risk 
vacancy x7 compared to 20 WTE.  

		3007				Inappropriate admissions to OPAS Unit out of hours causing risk to patient safety due OPAS capacity and staffing levels 		Accepted		Hoskins , Ms Shirley				Inappropriate admissions to the OPAS Unit out of hours causing risk to patient safety		4/5/22		6/1/23		Patient Safety		Safeguarding		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						15		15		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 11/10/22 11:20:20] no further change								Early identification of suitable patients. Allocation of consistent staff to this area, pro actively closing the unit when possible.				0

																																																						[Chohan, Rita Ms 11/10/22 11:20:59] OPAS team identify patients suitable for the unit by the end of the day should a space become available

		2652				Inappropriate Attendance at MIU: risks of patient harm and poor patient experience 		Accepted		Randall, Mr Kevin		Hoskins , Ms Shirley		There is a risk to patient safety and experience, by attending the MIU with conditions outside the scope of the unit. 

Some members of the public have a poor understanding of the scope of the MIU. This leads to significant numbers of patients accessing healthcare inappropriately at the MIU. In 2020 approx. 10% of attendance was redirected to primary care services and 7% redirected to an emergency department. These patients included major trauma cases. 
This often creates a significant patient safety risk for patients with time critical conditions such as myocardial infarction who present to the MIU. The risk is due to the delay in the patient getting to the definitive treatment and clinicians. This could result in significant harm or loss of life. 
This risk is also associated with a poor patient experience, as the patient will need to be redirected to another service.
Increased demands on the Welsh Ambulance Service Trust are associated due to the requirement for transport of a number of these patients.
		3/18/21		6/1/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Minor Injury Unit - NPTH		12		25		Significant		2		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Randall, Kevin Mr 29/04/21 11:18:17] Since relaxation of lockdown restrictions there has been an increase in "majors" type presentations. Overall activity has recently increase (2019 median =109, last two week median attendance =139).Cases in last few days have included a patients with: a subarachnoid haemorrhage, Myocardial infarction and a fractured shaft of femur. Current controls are not effectively reducing this risk. 		Hughes, Mrs Fiona								Summary of assurances: 
1)	Regular communications is sent out via social media regarding the scope of the unit.
2)	The Health board website and the NHS direct website provide up to date information regarding the scope of the unit. 
3)	Work is underway to introduce a “contact first” system which offers a potential to reduce inappropriate attendance by streaming those who contact to the most appropriate service
4)	MIU staff are provided ALS, EPLS, PILS and ILS training 
5)	Access to the NPTH senior medical on-call doctor and cardiac arrest team
6)	Resuscitation equipment is available in the MIU
7)	Access to telephone advice from consultant emergency medicine ED Morriston Hospital.  
8)	Scope of practice document has been shared with primary care services 
9)	A feedback system has been set up with 111 to address inappropriate attendance 
10) plans to recruit an additional consultant nurse 
		1

																																																						[Randall, Kevin Mr 29/06/22 11:19:26] 29/6/22 Frequency of occurrence  ans severity of this risk is significantly increasing. There have been multiple emergency ambulance requests to transfer patients from the MIU to ED recently and EMRTS have been called 4 times in the last two weeks to assist with the transfer of patients. Inadequate workforce is also impacting on this risk. 
Social media communication has proven ineffective in reducing patient with major illness and injury attending the MIU. 

																																																						[Randall, Kevin Mr 24/04/23 10:45:11] 24/04/23 The frequency of this risk is continuing to increase. In the last two months, we have seen an SI that resulted in the loss of life, many patients who have attended have required emergency CT scans and there has been one VF cardiac arrest in the unit. Risk score increased to 25. 

		947		SL/AE/191/2016		Infection control - needle stick injuries		Accepted		Doggett, Mrs Carol				Avoidable staff harm as a result of non-compliance with the management of sharps		8/11/16		3/31/22		Health and Safety		Sharps		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				6		6		Moderate Risk		3		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  11/08/16 15:11:01] Education and sharps awareness training on goingRisk reviewed on 12/8/16 by Head of Nursing MDU.Risk Accepted. 								Ensuring sharps bins are available in all clinical areas, and are replaced when full. Reminders to staff re sharp safety -"STOP" campaign. All needles changed to safer sharps needles 		All staff incidents are reviewed on a quarterly basis and shared at both the local and HB wide H&S Groups.
		0

																																																						[Siddell, Sarah Mrs 17/09/18 17:17:15] Reviewed by Sarah 17.09.18

																																																						[Siddell, Sarah Mrs 07/02/19 11:46:51] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 08/04/19 10:35:24] Reviewed by Sarah 

																																																						[Siddell, Sarah Mrs 10/02/20 13:33:38] Reviewed by Sarah & Rita 10.02.2020

																																																						[Hoskins , Shirley Ms 17/06/20 10:55:29] Safer sharps legislation implemented. 

		3530				Infection control risk as Cardiac Short Stay Unit unsuitable for inpatient stay over 24 hours		New risk		Hall, mrs Gwennan		Jenvey, mrs Louise		No junior medical team cover designated for CSSU
No designated pharmacy cover
Mixed Gender unit 
Only one toilet facility with washbasin, there is no shower facility
Unit set up for 11 trolleys so curtains and bed spaces are too small to adequately accommodate a bed, patients are too close for suitable privacy and IPC requirements.
No area for confidential conversations 
Small clinical room
Cluttered environment no storage space
		9/11/23		10/11/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				9		9		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												Assess appropriateness of patients for the environment, aim for a less than a 48 hours stay.
Patients should be independently mobile to access the one toilet facility and be fully informed of the environment.
Due to the mixed gender environment, patients should not be admitted to this area  with confusion or dementia or patients that are unable to maintain dignity independently.  
Currently utilising beds instead of trolleys.
If patients have no plan in place for discharge, patients need to be transferred to the ward area.
		Patients should be independently mobile to access the one toilet facility
Due to the mixed gender environment, patients should not be admitted to this area  with confusion or dementia
The use of beds instead of trolleys.
If no plan in place for discharge, patients to be transferred to the ward area
		0

		3556				Infection control risk to patient due to damaged CCU telemetry		New risk		Hall, mrs Gwennan		Jenvey, mrs Louise		Telemetry wiring was damaged by rain damage. The specific roof area was over ward E. This telemetry covers CCU. Therefore patients that require constant telemetry need to continue connected to the monitor. Therefore patients are needing to carry out basic needs at the bedside (toileting).		10/12/23		10/26/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				15		15		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate												Patients using commodes at bed side. Infection control risk. Dignity concern.				0

		3518				Information Governance Breach due to transportation of notes/dictaphones  by clinicians		Accepted		Williams, Mrs Sara		Owen,  Tracy		Clinicians provided with medical notes in an unsecured box.  Plastic surgery team transport their our own notes to off site clinics in their cars. Practice varies as to when notes are collected and returned.  

Dictaphones used are not encrypted.		9/1/23		9/13/23		Information Governanace and Communication		Information Security		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				10		10		Significant		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Mathias, Louise Mrs 01/09/23 12:47:49] Need to develop a standard operation procedure for the transfer of notes between sites that encompasses the Records Management Code of Practice For Health and Social Care 2022, Health Records Tracking Policy, the ALL Wales Information Governance Policy, Information Governance Procedures and the All Wales Information Security Policy.  

Information Governance team recommend replacing all unencrypted devices. 								All clinicians to ensure medical notes and dictaphones are not left in the car.

SOP to be developed for transfer of medical notes and dictaphones.		All clinicians advised in the meantime that all medical notes and dictaphones should not be left in their vehicles unattended.		0

		672		CSS Radiology 2015		Insufficent Recruitment and further training of Radiology Workforce potential reputation and harm to pt		Accepted		Simmonds, ms Alexandra				Radiologists currently funded for 22wte which has increased this year to 25. This is not sufficient to meet demands on the service as evidenced by increasing waiting times RCR recommends appropriate Radiologist workforce based on population should be 32 wte. Increase in Radiographer numbers required also in line with the potential increase of Radiologists.  England and Wales report a 16% vacancy rate for consultant radiologist posts.

There is an 8% national vacancy at radiographer grades and 13% at ultrasonographer grade.

Reduced staffing causes higher workload on staff in post with associated problems of sickness		10/21/15		6/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				8		16		Moderate Risk		2		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Morris, Chris Mr 10/02/16 17:18:47] Paper circulated to Radiology to try and better manage radiographic recruitment.

National progress on Imaging Academy.								We are currently managing a service which is underestablished which causes service planning and cost issues.  This has been identified in previous IMTPs.

We recruit in line with nhs recruitment limitations in terms of delays etc.

DGM and ADGM have supported attempts to recruit to establishment.		Refer to Section 5 of IMPT 

Possible x minor Unsatisfactory patient experience
Recently appointed 4 Consultant Radiologist.		0

																																																						[Otter, Gemma Mrs 20/05/16 14:38:55] Workforce plan is being developed (Radiology time out)

																																																						[Otter, Gemma Mrs 13/12/16 10:23:44] ACD still putting together workforce plan for Radiologists.  Out to recruitment for 2 posts.  Diary exercise due to end February 2017.

Radiographers, currently just below establishment, but 7 new band fives appointed to start summer 17.

																																																						[Morris, Chris Mr 27/02/18 14:23:47] Radiologist numbers are actually down.  3 vacancies currently. Managed by additional sessions and locums.
Going forward should improve as WG have increased from 8 to 14 a year and a National Imaging Academy is opening in 2018,  4th of its type in UK which is expected to make US more attractive

																																																						[Morris, Chris Mr 31/05/18 11:16:26] 18/19 budget has had 6 wte band 7s removed. If this is translated into non recruitment Radiology will face significant operational issues.

																																																						[Simmonds, Alexandra ms 30/11/18 10:23:36] REVIEWED AND UPDTED TO REFLECT NEW RSM DETAILS

NEW RADIOLOGY WORKFORCE PLAN UNDER DEVELOPMENT, THIS WILL REVIEW THE GAPS AND REQUIREMENTS WITH FOLLOWING BUSINESS CASEES FOR FUNDING.

																																																						[Simmonds, Alexandra ms 07/05/19 10:16:26] Revised WFP now to include NPT - due to be delivered by summer.

																																																						[Chohan, Rita Ms 11/02/20 12:18:32] Risk reviewed by RC/JT/VL

																																																						[Chohan, Rita Ms 02/06/21 16:46:26] Will speak to TW and update progress notes 

																																																						[Chohan, Rita Ms 04/10/21 13:21:01] TW update 672 – there are still shortages in certain subspecialties , particular vascular IR and head and neck. Gynae and Paeds are reliant on retire and return radiologists.

																																																						[Chohan, Rita Ms 01/02/22 14:58:37] Ongoing, increased the numbers we have taken through streamlining and expansion of services, unsure if the allocation will be sufficient. 

																																																						[Chohan, Rita Ms 24/11/22 16:32:13]  
12 hour x 3 days shift patterns are being discussed with HR before being advertised. This will increase the workforce skill mix during the working day. 

Staff needed to support the 8am-8pm cover for the MAU have been absorbed to cover the increase in radiographers needed to cover the on-call shifts due to the increase in demand for imaging out of hours. This has depleted the daily workforce by 3 band 5 radiographers. A business case is being submitted to support the delivery of this service. Locum staff are providing cover until the business case is approved.

																																																						[Chohan, Rita Ms 13/01/23 13:33:02] Despite significant recruitment efforts and some success for radiographers and radiologists, difficulties remain. Due to ongoing national recruitments shortages, retirement, age profile and turnover. Increased demand and service expansions has impacted on the service.  Exploring international recruitment

		1096				Insufficient administrative support within the cleft service		Accepted		Douglas, Miss Cherri				The administrative service is insufficient in supporting the existing service and will be unable to manage growing demands on the service in future.  This is an issue again of sustainability.  With less than 2 wte secretaries for the team, more administrative support is required.  An additional 1 x WTE Band 4 Admin Support is the bare minimum required to deliver the appropriate level of support to the existing service and its growing demands.

•        It has not been possible for the admin team to file letters in their appropriate files (this has always been difficult even without sickness). This means that information is not always available for clinic appointments, which is a clinical risk.
•        There has been a delay (unavoidably) in getting letters and patient MDT letters sent out.
•         Due to lack of time, existing admin staff have been sending out standard appointment letters rather than the bespoke cleft ones, which is not appropriate and has implications for engagement and patient experience.
•        It has not always been possible to telephone psychology patients to confirm/remind about appointments which we do as a way to improve engagement, reduce DNAs and last minute cancellations and reduce wasted clinical time.
		11/24/16		1/29/21		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				9		9		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 08/08/18 15:33:31] WHSSC have requested that the CL&P service present information as to what is required to improve service at a meeting scheduled for October 2018								Attempt to secure additional funding for 1 x Band 4 Administrator.		Efforts to address the funding shortfall are ongoing via discussion with WHSSC.		0

																																																						[Anthony, Nicola Miss 27/12/18 08:21:50] Update from CL-B 13/12/18  - WHSSC and ABMU have met (October 2018), advised by WHSSC should know further information January 2019

																																																						[Le Brocq, Charlotte Mrs 23/01/19 14:27:00] Still awaiting update from WHSSC update April 2019.

																																																						[Anthony, Nicola Miss 19/03/19 15:23:40] Update from CL-B, Assistant Service Group Manager.  New Consultant is starting 01/05/19.  Full funding has been provided from WHSSC for the MDT and Adult Cleft, funding should be released circa June

																																																						[Anthony, Nicola Miss 06/09/19 14:53:30] Funding agreed in MDT bid June 2019.  Helen Extence, Lead Nurse, has been given additional funding however workforce plan put together and will proceed within next six months to reivew service (SALT is priority at present)

																																																						[Anthony, Nicola Miss 18/08/20 11:53:56] Update from CL-B
An additional 1.0 WTE band 4 has been appointed with the additional WHSSCC funding. The successful candidate has not started yet.

		3493				Insufficient videolaryngoscope in ICU, risk of failure to intubate patients in a timely manner and severe harm to patient		New risk		Challis,  Matthew				Currently the department is using McGrath video laryngoscopes for tracheal intubation but now many not working, and not acceptable from IPC so purchasing more not possible. Now insufficient videolarygoscope numbers to be able to ensure safe airway management in an emergency. Funding for GlideScopes (which are used elsewhere in the hospital) has not been provided despite a long process of requests. 
Videolarygoscope are now the equipment of choice for intubation for many anaesthetists, and increasingly recommended to be used for all intubations.
The number of serious airways issues in intensive cares across the UK is double that of those seen in the operating theatres and so it is even more important to have this equipment in the ICU.
Failure to be able to intubate in a timely manner risks death or severe brain damage for the patient (from a lack of oxygen).Even with the equipment on occasions there may be catastrophic consequences of not being able to intubate a patient. However failure to be able to intubate with unavailability of immediate access to videolaryngoscopes would not be defensible on any level because this equipment is mandatory, the accepted standard across the UK. 
		8/10/23		9/30/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				15		15		Significant		5		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Chohan, Rita Ms 12/10/23 12:27:36] Payment accepted and order being processed, will close when received								Borrowing equipment from other areas. However this risks delay in   unexpected difficult intubation which may have catastrophic consequences. 

		Borrowed one scope from Burns.		0

		3028				Lack of  psychology intervention for bariatric patients resulting in patients being unable to progress		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		The bariatric service is a WHSCC funded service in SBUHB. Lack of psychologist input is prohibiting patients to progress along the bariatric pathway and receive bariatric surgery. 		5/18/22		8/18/22		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				16		16		High Risk		1		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 27/06/22 12:04:29] Approval at risk for 1 WTE dietician.

Currently no Bariatric surgery taking place.								Psychology input is imperative the bariatric pathway, no new patients are progressing along the pathway currently.		Appointment of Psychologist required		0

																																																						[Westmoreland, Amanda Mrs 17/08/22 15:07:44] Update from MK - Interview for dietician early Sept. Business case to be developed for psychology support

																																																						[Westmoreland, Amanda Mrs 20/12/22 08:54:23] Update - Dietician appointed and in post. No psychology input. Risk change to 16.


																																																						[Westmoreland, Amanda Mrs 03/05/23 10:35:36] Agreement to run with a reduced MDT

		3038				Lack of 5mm choledocoscope availability for bile duct exploration (only 1 available in SBU)		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		5mm scope needed for common bile duct exploration in Morriston, currently only one 5mm scope in Singleton, this causes issues when the scope is needed in multiple theatre or for multiple patients, it is also delicate kit which should not be transported between hospitals		5/30/22		8/30/22		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Vascular 				20		20		High Risk		5		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Theatres in Morriston and Singleton have regular communication to determine where the scope is needed.		Investment in new scope		0

		1117				Lack of available space to safely manage cardiac physiology investigations within the Health Boards values based ethos		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		•patient confidentiality is compromised as staff are having to process patient information in the presence of other patients
•patient dignity is compromised due to the number of tasks being performed in the presence of patients
•ongoing staff welfare is compromised due to the cramped conditions
•patient safety is at risk due to the lack of space and their medical/physical infirmity
•clerical/administrative functions are being carried out and storage of administration consumables in clinical environments
•the professional code for staff is compromised due to inadequate conditions to provide the service to minimum standards
•storage space generally is inadequate leading to items being stored in corridors compromising fire safety
•patient notes being stored in a number of locations throughout the department conflicting with good management of confidential and personal information.  
		11/10/16		8/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Clinical Physiology		Cardiac Outpatients		15		15		Significant		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 30/10/18 14:21:43] D/w SC/AW - Suitable space has now been vacated adjacent to cardiac OPD, space has been allocated through faciliites group, plans drawn up by capital planning however no funding at present to develop the area.  Currently occupying the area as a non-clinical storeroom.  								Staff are trying to manage risks as best they can on a case by case basis.				0

																																																						[Anthony, Nicola Miss 09/04/19 09:19:38] Update from AW - Issue is ongoing - Space identiifed has been confirmed as unsuitable for medical space.  Review in six months further options 

																																																						[Anthony, Nicola Miss 10/04/19 13:18:59] Reviewed with HON - score needs to be reduced as no incidents or signfiicant issues reported 

																																																						[Anthony, Nicola Miss 04/09/19 11:15:09] D/w Ailsa/Suzanne - no change.  No plans by H/B to alter space due to financial constraints.  Plan to amend the area - in discussions with Hannah/Cherri/James Barry regarding change of rooms in department which would require estates input and some costs.  

																																																						[Anthony, Nicola Miss 30/10/19 10:27:53] Update received from Suzanne Churchill regarding lack of space in department: 

Patient confidentiality - remains a problem due to lack of an echo reporting room
Patient dignity- remains a problem due to lack of available test rooms
Staff welfare - Problem worsened due to increased staff numbers & increased students on placement
Patient safety - remains a problem as Echo room 1 and the exercise room are too small for purpose 
professional code for staff is compromised - remains a problem
patient notes storage - remains a problem 
Clean utility not adequate in size - remains a problem
Insufficient room in stress test room - remains a problem 
Insufficient room in echo room/advanced echo room - remains a problem 
Holler monitoring room - Risk about to be resolved by moving analysis into old ice store
Common areas - staff welfare - locker issue has worsened due to additional staff


* Clerical/administrative functions - This has improved due to reorganisation of tasks within existing template and the creation of a new office in the area vacated by Dr Ionescu and Prof Chase
* Storage space generally is inadequate - This has improved due to utilisation of the old Ice store
* Main office space - This has improved with the area now holding 3, however there is a large photocopier sited within the room which means there is insufficient area for staff to move freely within the space, which contravene health and safety regulations. 
* Reception area - much improved 
* Echo and rhytymn monitoring - resolved

Risk score reviewed and increased to relfect current position 



																																																						[Anthony, Nicola Miss 15/05/20 08:57:19] Update from Ailsa Wallis - risk score to be increased due to COVID-19 crisis.  The Clinical Physiology Dept have very limited space (more so now with social distancing) so a score of 10 is too low and this will need to be increased to at least 16 in the current climate, to add to this Respiratory Physiology do not currently have any clinical rooms and are temporarily in pacing with no equipment and we do not have room to accommodate them in COPD

																																																						[Anthony, Nicola Miss 08/09/20 09:55:18] Situation has deteriorated due to social distancing (COVID-19 pandemic). 

																																																						[Anthony, Nicola Miss 26/01/21 12:57:35] Utilising Gorseinon Hospital during COVID for PM follow-up and HF service.  Utilising pacing dept in Morriston to allocate IP ECHOS so IP are separate to OP ECHOS

																																																						[Mathias, Louise Mrs 26/05/22 15:16:20] Reviewed DP, LJ and BD. No change.

																																																						[Mathias, Louise Mrs 06/12/22 13:07:51] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.

																																																						[Mathias, Louise Mrs 07/02/23 14:36:52] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  No change to risk.

																																																						[Mathias, Louise Mrs 17/05/23 10:37:05] Reviewed BD,DP,LJ,GH.  No change.

		1660				Lack of bed provision for adolescent patients		Accepted		Doggett, Mrs Carol		Mitchell,  Emma		Failure to provide a sustainable inpatient service for adolescent patients in line with safeguarding requirements at Morriston Hospital, who attend for both emergency and planned care.
		9/17/18		3/31/22		Patient Safety		Safeguarding		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Site Management				10		15		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Siddell, Sarah Mrs 07/02/19 11:41:20] Reviewed on 7th Feb by Cheryl & Sarah								Dyfed Ward was decommissioned as a Paediatric Burns ward with the onset of the response to COVID-19. Patients under 16 are managed via the dedicated paediatric ward (Ward M). All adolescent patients are appropriately risk assessed and placed on an adult ward.		All patients under 18 placed on an adult ward are assessed and reported via the Incident module in Datix. All reported incidents are reviewed on a quarterly basis and reported to the HB Safeguarding Committee
		0

																																																						[Siddell, Sarah Mrs 10/02/20 13:20:11] Reviewed by Sarah & Rita 10.02.2020

																																																						[Chohan, Rita Ms 17/12/20 09:16:11] ongoing  issue and no further change to reduce the risk


																																																						[Chohan, Rita Ms 21/09/21 15:06:43] ongoing issue and no further changes 

																																																						[Holloway, Suzanne Mrs 11/02/22 11:49:36] Datix record updated to reflect current management of adolescent patients requiring admission to Morriston Hospital.

		3009				Lack of capacity for Spinal outpatients		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Lack of OP capacity for Spinal outpatients, backlog created by Covid pandemic, 400 patients waiting longer than the triaged timeframe for an appointment graded as urgent as at 5 May 2023.		4/20/22		8/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Spinal				16		16		High Risk		1		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Mathias, Louise Mrs 09/09/22 09:41:42] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.  Risk accepted.								Reviewing capacity prioritising urgent patients for any outpatient capacity.		Review existing capacity and prioritisation for urgent patients.		0

																																																						[Mathias, Louise Mrs 17/05/23 08:57:03] Reviewed BD,LJ,CLB,RJ.  Position worse.  CLB reviewing situation.  Urgent to be seen in 6 weeks and do not have capacity.

		1215				Lack of capcity to manage patients on Vascular Access Waiting List leading to delay and potential patient harm 		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Lack of theatre space compared to demand. 

A priority list is now in place for all surgery patients so they are booked in priority  

Bed risks will also impact on this. 




		4/26/17		9/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				16		16		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Thompson, Kerry  06/07/17 15:00:41] The risk to vascular access lists risk has increased due to the possibility of relocating vascular access surgery off the Morriston site.  A meeting and correspondence between clinical leads and management have identified significant risks. Update is awaited.								Waiting list initiatives currently running. Extra list added.

10/3/21 we now have regular GA and LA lists per week service. No WLIs available.

Weekly tracker is monitoring ongoing progress. This has been rising up to March 2021 but looks to have peaked. 

		Full validation of w/list has been undertaken, introduced a weekly tracker which allows monitoring of improvement.  Currently approx 108 patients on w/list as at 10/3/2021. As of Oct 2021 this has reduced to 56 patients. 

6 theatre trays being purchased with anticipated delivery by 31st March 2021 in order to utilise possible HDUHB sites to reduce waits. 

		1		West, Mr David		12/15/20		Change procedure		- Weekly meetings with Vascular Access team taking place.

- Radiology and Vascular Sonography capacity to be monitored weekly. 

- priority list submitted and updated weekly to surgery managers  		- Ongoing weekly continuing as at 15/12/20 due to reduced capacity due to COVID.

																																																						[Thompson, Kerry  21/12/17 15:24:21] updated by SIJ

																																																						[Thompson, Kerry  15/06/18 14:30:09] Numbers increasing

																																																						[Llewellyn-Jones, Paula Mrs 08/11/18 15:26:58] Risk unchanged

																																																						[Llewellyn-Jones, Paula Mrs 22/03/19 13:55:57] MDT 21st March 2019 discussed and agreed variation of theatre time table which will improve theatre access and reduce cancellations. Plan to start 1/6/19.

																																																						[Richards, Lee  14/06/19 14:54:45] Tracy Owen has advised that the option to utilize the plastics treatment centre will be discussed with Clare and the outcome will be fed back.

																																																						[Anthony, Nicola Miss 18/10/19 14:43:57] Discussed with GC.  Assurances updated (see above).  Risk remains and the score unchanged at present 

																																																						[Owen, Tracy  03/01/20 13:45:42] 03.01.20 - we now have a 4 list per week service. No WLIs available.
Weekly tracker is monitoring ongoing progress.

																																																						[Chohan, Rita Ms 16/11/20 12:55:25] Reviewed today by RC and DW, no further update therefore risk remains the same 

																																																						[West, David Mr 10/03/21 10:13:06] updated today with current figures and progress 

																																																						[Taylor, Amy Mrs 06/10/21 13:16:28] updated today with current figures.

																																																						[Taylor, Amy Mrs 25/03/22 09:40:43] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead. List has increased to 68. Still issues due to COVID and bed capacity and scanning.  theatre trays being queried/chased. Risk increased to 16.

																																																						[Taylor, Amy Mrs 17/08/22 15:47:04] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

will be further reviewed in Renal meetings.


																																																						[Taylor, Amy Mrs 22/11/22 16:34:28] Discussed in Medicine Risk Register Review meeting 18/11/2022. Lack of capacity, losing TAU may increase this risk in the near future. 

																																																						[Taylor, Amy Mrs 10/05/23 16:50:08] Discussed in RR meeting 10/05/2023, no change.

																																																						[Chohan, Rita Ms 15/09/23 15:29:59] No change from previous review 

		2975				Lack of cardiac ITU middle grade anaesthetic cover causing risk to anaesthetic rota and service provision 		Accepted		Collins,  Lee				the Royal College of Anaesthetists has introduced a new curriculum, in which there is no mandatory Higher Training in Cardiothoracic Anaesthesia and Cardiac Intensive Care at Higher Level. This is ST5 and above.
This means that a  whole tier of cover has now been removed from covering CITU. We have tried to plug the gap by increasing the recruitment of Clinical Fellows, invariably because these a are non-training posts, they are mainly attractive to foreign applicants. Having been part of the recruitment process I have first-hand insight into how difficult it is to get quality candidates with sufficient knowledge and experience and the requisite registrations in place to fill in these posts.
		2/25/22		10/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Anaesthetics				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 29/06/22 12:18:09] Draft business case for ACCP's submitted for comment awaiting feedback												0

																																																						[Chohan, Rita Ms 29/09/22 15:05:59] Feedback received re draft business case - meeting DP 

																																																						[Chohan, Rita Ms 03/03/23 11:08:31] buisness case as now bee submitted 

																																																						[Chohan, Rita Ms 23/06/23 09:47:14] business case for ACCp's submitted but no change to date 

																																																						[Chohan, Rita Ms 23/08/23 09:33:36] Buisness case submitted still awaiting an update on submission

		3001				Lack of colorectal cancer operating capacity at Morriston		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		Although most colorectal work is undertaken in Singleton Hospital there are complex cancer cases which require Morriston Hospital and access to a PACU / ITU bed. Complex cases, of which most scheduled for Morriston are, regularly require a three session operating list which are currently not provided in the GS baseline theatre allocation. Regular requests are being submitted for additional / extended theatres. Morriston lists are currently planned 8 weeks in advance (all cancers – regular SCP breaches and serious risk of harm). Recent incident recorded: 175692 – curable cancer progressed and became inoperable whilst awaiting Morriston TCI date. 		3/28/22		6/28/22		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Colorectal				20		12		High Risk		5		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Westmoreland, Amanda Mrs 27/06/22 12:03:11] 12 Patients awaiting Morriston only, next available Morr list is 04/08, Monthly Capacity is 8-16 cases p/month. 								Regular requests for additional/ extended theatre lists through TASS and theatre request process and escalated to Morriston senior management team. 

Update 03/05/22 - To remain as 20. Additional ad-hoc lists provided to mitigate risk constraints due to no provision to support additional lists.		***** Linked to incidents 1904, 8886, 8885, 7587 & 8886 *****		0

																																																						[Westmoreland, Amanda Mrs 17/08/22 15:02:59] Update from MK - Needs to be increased to risk score 25. Please link the following incidents – 8886, 8885 and 7587


																																																						[Westmoreland, Amanda Mrs 20/12/22 08:52:34] MK - to remain at 25 - no plan to increase capacity at present. Risk mitigated through additional theatre requests 

																																																						[Westmoreland, Amanda Mrs 07/02/23 11:26:01] This continues to be a huge concern. Needs to be highlighted and discussed at executive level.  


																																																						[Westmoreland, Amanda Mrs 03/05/23 09:58:51] Update from MK - Currently have additional 3 session, scrub staff in place however Anaesthetic cover reliant on ADH payments

																																																						[Westmoreland, Amanda Mrs 04/09/23 10:40:49] 14/08 Update from MK - Additional mitigation has been put into place and the score will be reduced as a result


		3143				Lack of decontamination room, risk to staff and patients of exposure to life threatening diseases such as Ebola and monkey pox		Accepted		Hoskins , Ms Shirley				formal notification issued by the CMO in relation to an Ebola Virus outbreak in Uganda, with a request to ensure that all front door services within NHS are aware of the emerging situation.		10/12/22		6/1/23		Compliance with legislation and Statutory/regulatory inspections		Emergency Preparedness Resilience and Response		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate																0

		2497				Lack of dedicated patient assessment area for acute presentations 		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		The Department has no access to a patient assessment area within the Delivery Unit to see and assess / treat acute patient presentations.  This results in delays and increased burden on the Emergency Department.  

Also results in unnecessary admissions to an already overstretchedward footprint and also puts patients at unnecessary risk, ie, infections, etc		10/7/20		8/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		16		Significant		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 22/09/21 10:50:19] Reviewed in T&O Q&S.  No change.								Multiple attempts have been made old effice/  an assessmentarea either on a ward / old office / surgical short stay but these have been lost due to use for other purposes				0

																																																						[Mathias, Louise Mrs 15/06/22 15:37:14] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.

LJ to look into this.  ??possibly use SDMU.

																																																						[Mathias, Louise Mrs 05/10/22 10:39:06] Reviewed in T&O Q&S Group meeting on 13th September 2022.  Agreed to increase risk due to higher occurrence.

																																																						[Mathias, Louise Mrs 27/02/23 07:58:20] Linked to new Datix ID15538 and ID22031.

																																																						[Mathias, Louise Mrs 17/05/23 08:31:19] Reviewed with BD,LJ,CLB,RJ.  Using AMU - not made difference (only MRI patients).  Nowhere to assess.  ??fracture clinic (full)(no staff).  ??what is needed (ED) - no room for Ortho.  LJ to review with RD.  ??ring fence bed.  ??2 rooms in ED.  decrease risk to moderate.  (Elderly frail patients).  16 Risk.

		1637				Lack of ED Clerical Staffing workforce compromising department performance and reputation  		Accepted		Hoskins , Ms Shirley				The ED clerical workforce provide a 24 hour, seven day per week service. The establishment does not have headroom built in to cover period of leave and therefore all sickness/absence cover is a cost pressure.		8/20/18		12/31/22		Financial Management		Financial Risk		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Administration				5		12		Moderate Risk		5		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Siddell, Sarah Mrs 17/09/18 17:29:43] Reviewed by Sarah 17.09.18								Daytime gaps often supported by Clerical Supervisor and no backfill put in place.
Recruitment to vacant posts to reduce bank spend as a cheaper and more sustainable workforce option.
To calculate the impact of the lack of headroom in monetary terms in order that cost pressure clearly understood and spend is controlled within this.
		Continual monitoring on the risk register and highlighted via finance & the risk register 
Workforce paper in progress outlining funding required for headroom and for employment of out 4 WTE vacancies 		0

																																																						[Siddell, Sarah Mrs 07/02/19 11:53:17] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 08/04/19 10:25:45] Reviewed

																																																						[Siddell, Sarah Mrs 18/11/19 17:41:20] Workforce paper in progress outlining funding required for headroom and for employment of out 4 WTE vacancies to go back to VCP

																																																						[Siddell, Sarah Mrs 10/02/20 13:41:44] Reviewed by Sarah & Rita 10.02.2020

																																																						[Chohan, Rita Ms 14/12/20 18:14:23] reviewed by SH and RC - due to covid and the recent isolation and contracting of Covid by staff, extra fragility of this service, therefore risk upgraded to a 10 

																																																						[Chohan, Rita Ms 21/09/21 15:16:36] OCP document being developed to review working hours to establish a robust workforce 

																																																						[Chohan, Rita Ms 11/10/22 11:39:00] Still awaiting support with 24 hour integrated clerk, and waiting reception staff for CEU.

		1962				Lack of extraction/ventilation in Wash area HSDU/Endoscopy Singleton - Risk to Service Provision/staff		Accepted		Bissmire, MS Lori				Inadequate extraction / ventilation.
Internal spatial modifications were made to the Singleton HSDU in 2017 to accommodate Endoscopy processing.  Modifications were not made to the existing ventilation system to accommodate the new arrangement within HSDU (see related risk 467).  It is an essential requirement of WHTM 0301 (Specialised Ventilation of Health Sector Buildings) & WHTM 0106 (Decontamination of Flexible Endoscopes) to have a minimum of 10 air changes per hour in the dirty side of the Endoscopy room.  The existing system does not achieve these requirements.  
Staff working in the area experience uncomfortable and excessive temperatures during warmer months. Whilst upper temperature working limits are not defined, reference should be made to HSDU risk 1929, Workforce.
		6/21/19		10/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				9		9		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Nix, Rebecca  23/07/19 10:06:25] 23/07/19 - Included on Head of Service (RR) handover list. 								1)	Review of current arrangement by Estates for compliance to relevant guidelines and advice from the Authorising Engineer (Decontamination).
2)	Consideration of (and impact of) installation of local exhaust ventilation system.
3)	Effective management and mitigation of risk 467 on Risk Register (AHUs)
4)	Local arrangements to manage temperature i.e. a spot cooler was hired in 2018 to reduce excessive temperatures during the summer month for staff within the dirty side of the Endoscopy unit.  
NOTE: Whilst reducing the temperature for staff, TVC results were impacted and this arrangement also did not assist with the lack of extraction as recommended.
		Currently in communication with Singleton Estates to find a way to resolve the issues that have been raised within the dirty side Endoscopy room.		0

																																																						[Bissmire, Lori MS 17/05/21 15:34:15] AHU upgrade undertaken 2020, Shared Services undertook Ventilation audit Sept 2020 actions identified. 
Requested Shared Services undertake additional audit in March 2021 slight improvement in ventilation results in comparison to Sept 2020. Discussions with Shared Services, aged AHU requires full replacement although now meeting required air changes per hour.

																																																						[Chohan, Rita Ms 09/06/21 15:18:44] Recent leak with pa JP is looking at high level extraction - across Wales options.  JP meeting and Capital to look at whether this could be part of the replacement project.

																																																						[Bissmire, Lori MS 12/10/21 10:45:51] Continued investigations being undertaken by Estates with support from NWSSP. Review of extract fan outputs in process.

																																																						[Bissmire, Lori MS 27/10/21 14:43:23] Following investigations have succeeded in a small improvement of output. slight improvement to air pressure differentials
Low level extraction required for Dirty Endoscopy room, part of agenda on PA working group. 

																																																						[Chohan, Rita Ms 11/05/22 10:34:36] still no further improvement therefore to remain

																																																						[Chohan, Rita Ms 18/10/22 10:26:09] estates have reviewed to understand where extracts can be run on HSDU action log 

																																																						[Chohan, Rita Ms 07/03/23 15:26:10] all appropriate safety measures in place, no change

																																																						[Chohan, Rita Ms 21/08/23 11:15:12] No change from previous update 

		3466				Lack of femoral revision work in Morriston due to age of femoral reamers		New risk		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		The reamers are needed for femoral revision work which is being carried out in Morriston		7/24/23		8/28/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												We are using very old reamers at present which are not fit for purpose		We are doing revisions electively and emergency

The reamers and not fit for purpose plus we only have 1 very old set in the system and we have 5 revision trays in total

The reamers are over 15 years old and have expired
		0

		2208				Lack of isolation facilities causing risk of patient harm re Nosocomial Infection within the Emergency Department		Accepted		Mitchell,  Emma		Davies, Mrs. Rebecca		Avoidable patient harm as a result of adequate isolation facilities within the Emergency Department to segregate patients in line with infection prevention best practice		11/8/19		3/10/24		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Hospital Management				9		8		Significant		6		Moderate Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 21/09/21 15:10:39] Since Covid compliance with PPE standards has increased thus mitigating the risk of infection transmission. 								Once  assessed and infection identified  we would isolate and clean areas 		Once and assessed and infection identified  we would isolate and clean areas 		0

																																																						[Holloway, Suzanne Mrs 11/02/22 11:35:28] Datix updated to reflect the potential risk in relation to the issue of lack of isolation/patient segregation within eh Emergency Department

Update also includes update to current operational service management structures

																																																						[Mitchell, Emma  10/03/23 15:16:13] Risk has been reviewed, there has been no alterations to the number of isolated facilities within ED. 

		3072				Lack of large Fluid Warmer in Morriston Theatres risk of cancellation of certain urology procedures		Accepted		Collins,  Lee				1 x Fluid warmer in Morr Theatres have been condemned. 1x Fluid warmer under repair.  Access to warm fluids is essential to certain procedures such as urology - fluids for all trans urethral procedures and for any patients requiring abdominal washout/irrigation. 		7/21/22		11/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 22/11/22 16:47:46] no further updates 								Utilising smaller units used in other areas and having to warm fluids in hot baths in sink and monitor temp due to volumes required on any given day.
Risk of using fluids not warmed for these will effect patients with comorbidities in different ways but overall reducing body temp which can impact immediately or result in reduction in temp and delayed recovery.
		This has been highlighted to CSS Management Team as high risk to ensure this is highlighted during Capital Bid process 
		0

																																																						[Chohan, Rita Ms 24/01/23 14:05:45] equipment received 

																																																						[Chohan, Rita Ms 07/09/23 09:41:28] This risk re-opened as I have been informed new smaller units have been purchased and received however not for the volumes required by urology.

		3139				Lack of Medical staff/Nurse Practitioners covering Orthopaedic Inpatients over weekend		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		One member of staff can be responsible for dealing with over 100 orthopaedic inpatients in addition to dealing with acute admissions and deteriorating patients.

Patients are located in multiple areas due to lack of adequate Orthopaedic bed space.

Essential tasks and routine review are missed due to prioritisation of other more urgent matters.

Patients are therefore at risk of deterioration without awareness and lack of appropriate/timely medical care when required
		10/6/22		8/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				25		16		High Risk		6		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 07/11/22 10:09:28] Risk reviewed in T&O Q&S Meeting 11.10.22.  Risk accepted.								Nil at present				0

																																																						[Mathias, Louise Mrs 13/02/23 11:17:36] Incident ID12524 in relation to this risk.

																																																						[Mathias, Louise Mrs 17/05/23 08:22:55] Reviewed risk with BD, LJ, CLeB, RJ.  Risk of harm to patients - due to lack ortho/medical  cover.  Funded establishment - 3 drs due to join.  Additional dr to join morriston rota.  ?decrease risk.  16.

		2855				Lack of Navigational Bronchoscopy Service for SBUHB affecting the level of service for lung cancer patients		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		No service exists in SBUHB which leads to Lung cancer patients not getting a gold standard service. 
Risk of complications from current methods. 
Low ‘hit’ rates with current needle biopsy methods. A new system raises this to 95%
		10/22/21		2/8/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				12		16		Significant		6		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 01/12/21 13:27:14] Discussed in Medicine Risk Register meeting today. no change.								Current service is being reviewed and is not deemed to be equipped to deal with future UK gold standard developments for Respiratory Units detailed in several thoracic publications. 		Listed as a priority in the HB's cancer improvement plans.  Bid for £200,000 worth of funding being submitted by cancer services directorate as part of the moondance charitable funds. 		0

																																																						[Taylor, Amy Mrs 29/12/21 10:04:39] risk changed to 6 following email req from DW

																																																						[Taylor, Amy Mrs 29/04/22 08:42:19] Reviewed and approved in Q&S meeting 29.04.2022

																																																						[Taylor, Amy Mrs 26/07/22 14:03:33] DW & DV reviewed with update to summary of assurance in place. 25/07/2022.

																																																						[Taylor, Amy Mrs 12/08/22 09:42:23] DW AT reviewed 12/08 reviewed and updated assurances in place

																																																						[Taylor, Amy Mrs 22/11/22 17:06:10] Discussed in Medicine Risk Register Review meeting 18/11/2022.Under capital route for consideration under £370,000.

																																																						[Chohan, Rita Ms 21/09/23 12:12:14] no further update until funding 

		3228				Lack of nerve stimulators risk of inappropriate monitoring of patients who have received neuromuscular blocking drugs		Accepted		Gates, Mr Jonathan				Difficulty in obtaining nerve stimulators to monitor patients who have received neuromuscular blocking drugs.  Which is causing distress to staff having to source and possibly a patient safety issue if patient not reversed adequantly. 
This equipment should be readily available, it is essential that nerve stimulators are permanantly located in each area where a patient could receive neuro-muscular blockage.It is not just a problem of availability but also equipment type. The current models that we use are qualitative (count twitches only), to be compliant with the Association of Anaesthetists guidelines "Recommendations for standards of monitoring during anaesthesia and recovery" published in May 2021 a quantitative (measures strength of twitches) monitor should be used throughout the case whenever a muscle relaxant is used. Is it possible to ensure this information is reflected in the risk register?


The Association of Anaesthetists published their updated guidelines on standards of monitoring in May 2021. These state clearly that " Quantitative neuromuscular monitoring should be used whenever neuromuscular blocking drugs are administered, throughout all phases of anaesthesia from before initiation of neuromuscular block until recover of the train of four ratio to >0.9 has been confirmed"
 Morriston theatres have a total 13 current stimulators (not all in use as being repaired) age ranging from 2005 - 2014.  After speaking with medical electronics, they inform me that the life expectancy of this type of device is approx. 10 years with regular servicing.
 We have 22 theatres and 24 areas which need to have the capability of neuromuscular monitoring and with these updated guidelines it is essential that, we are obliged to comply and provide optimal care whist reducing expensive and unnecessary use of Sugamadex. 
 
		12/9/22		8/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				16		16		High Risk		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 04/04/23 16:49:03] No change 								Status obtained from medical electronics - nerve stimulators.  Status below in additional supporting information.
Staff located 6 nerve stimulators covering 24 potential areas which could involve patients requiring neuro muscular blocking drugs.
Consultant Anaesthetist has located and trialled a nerve stimulator.  Trial documentation completed and in additional supporting information.

				0

																																																						[Chohan, Rita Ms 15/09/23 14:12:59] No change - national issue

		2999				Lack of NIV capacity causing compromised timely access		Accepted		Lewis,  Alison		Brain, Mr Nick		Lack of capacity in NIV service is leading to delays in commencing non acute NIV and may increased admissions for acute NIV and delay discharges		3/22/22		11/30/23		Sustainable Services		Access		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				20		12		High Risk		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Brain, Nick Mr 24/03/22 14:38:36] SBAR produced and will be presented to SLT in attempt to gain recurring funding for seconded positions to focus on NIV. 
Further training provided for NPT based team to assist with caseload. 
HB discussion also taking place to redistribute workload between teams. NB								Plan to move patients to NPT team following training to increase capacity in the short term .Consultant support is required and is currently being discussed. Patients outside area repatriated where possible
SBAR has been completed and submitted to Senior Management Team to review.
Health Board wide discussion required regarding long term solutions
26/05 NB /  AL  above measure complete. 120 patients allocated to NPT from other sites, consultant support gained, patients returned to home HB's where appropriate, whole HB review required due to redesign of medicine which is nearing completion. Current further workforce pressures due to vacancies currently going through recruitment process and redeployment from other teams to maintain acute service.		Redistribution of team workload.
Seconded posts to consider solely focusing on NIV service delivery.		0

																																																						[Taylor, Amy Mrs 26/05/23 13:41:41] AL/NB reviewed and updates as per above summary

																																																						[Chohan, Rita Ms 21/09/23 12:19:42] Pathway revision to be completed by Clinical alliance group.

																																																						[Chohan, Rita Ms 25/09/23 13:35:07] reduced from 20 to 12 

		2926				Lack of operating capacity for clean/infected arthroplasty and Prosthetic Joint Infections in Morriston Hospital		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Limited access to undertake clean arthroplasty at Morriston due to lack of theatre capacity and also continue to have an inability to treat patients with PJI in Morriston Hospital due to lack of beds on Pembroke Ward.		1/11/22		8/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 09/03/22 08:37:02] Reviewed in T&O Q&S 8.3.22 (PW, BD, ClB, HW, MJ, LM, CP) - Risk Accepted.								Looking into ring fenced area				0

																																																						[Mathias, Louise Mrs 09/09/22 09:33:17] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.  Agreed to merge with ID2927 and ID2925.

																																																						[Mathias, Louise Mrs 17/05/23 08:34:06] Reviewed with BD,LJ,CLB,RJ.  Limited capacity.  Back log issues.  Decrease to moderate.  Not operating on infected pt at present.  ??use pembroke.  Can still use if bed available on day.  TAU to be live Monday.  Do separate list for clean(16)/infected (20).  ??infected bay NPTH.  LJ to take forward discussions.

																																																						[Mathias, Louise Mrs 12/06/23 07:47:15] Title and brief description updated by CLB.  Advised does not need additional risk.

		1678				Lack of orthopaedically trained theatre scrub staff 		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Trauma, Orthopaedic and Spinal surgery is a risk to ABMU Health Board as its ability to deliver unscheduled and elective surgical procedures is significantly reduced. This is as a result of significant deficits in theatre scrub staff who are trained and competent in orthopaedic and spinal procedures.  In relation to elective surgery, for a number of months baseline activity within the RTT profile has not been delivered.  
There is also a risk in the ability to treat trauma patient due to the reduction in orthopaedically trained theatre staff.
The ability to train junior medical staffing is reduced thus impacting on the training requirements of the Welsh Deanery.  The Health Board is therefore at risk of having trainees withdrawn resulting in ability to fill rota, reduction in services provided with the potential to stop the trauma take at Morriston Hospital.  		10/2/18		8/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		20		Significant		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 11/10/18 15:44:29] Discussed at SSG DB meeting 10/10/18.  Risk accepted 								Options for moving staff between sites are being looked at and achieved in samll volumes. 		*Surgical Practitioner roles (5 in total) working within the department presently to be reviewed with a view to adjustments of role, ie, return to scrub role therefore increasing scrub staff available - HR reviewing with Theatre Management.  
*Maximising use of NPT and Singleton theatres
*Surgeons to undertake review of IPWL/DC WL to prioritise patients/confirm suitability for surgery at other delivery units/outsourcing
*Clinical leads to discuss acceptance of OOA referrals 		3		Packman, Mr Dean		11/1/18		Increased staffing levels





																																																						[Anthony, Nicola Miss 22/10/18 14:23:38] Risk on-going, 1 x SCP about to go back into a scrub role, 1 x SCP does not want to go into a scrub role, 1 x SCP is planning on applying for a band 6 role in theatre, awaiting update for RT spinal and MN.  
Risk escalated due to length of time orthopaedic patients waiting for surgery.  Worsening RTT position with around 800 patients now waiting over 52 weeks 





																																																						[Anthony, Nicola Miss 29/01/19 09:53:18] Update from Jon Gates 29/1/19 - Improved picture, training plan completed for new or returning practitioners to MSK with clear accountability for mentorship and timescales for assessment.  MSK theatres currently require agency support to deliver scheduled surgery.  Not all surgical care practitioners are supporting scrub colleagues which would improve service resilience and reduce spend on variable pay

Info requested from Dean Packman/Clare Baker on outcome of HR discussion re SCPs supporting scrub team 





																																																						[Anthony, Nicola Miss 19/03/19 13:39:10] Update requsted from Theatres/Snr Matron plus rx of score





																																																						[Anthony, Nicola Miss 09/04/19 13:17:58] Update from Jon Gates. Workforce expected tol be at or above establishment in June/July 2019.  Risk score can be reduced however workforce is still a risk.






																																																						[Anthony, Nicola Miss 10/09/19 13:59:08] Update req from Jonathan Gates 														Packman, Mr Dean		11/23/18		Long Term Agreement





																																																						[Anthony, Nicola Miss 10/09/19 16:12:16] Jon Gates has advised 2 additional team members in post.  1 ODP scheduled to start on completion of degree, no start date yet. The risk remains but is reducing.  Anaesthetic cover is the bigger concern






																																																						[Mathias, Louise Mrs 25/02/20 14:06:09] Reviewed by T&O Q&S Group.

Paul Williams advised that SCPs need to be more amenable to assist in scrubbing.

Meeting to be arranged with SCPs (Rachel & Richard), Mr Paul Williams, Mr Navin Verghese, Jonathan Gates, Mel Joseph and Vikki Gibbs (VG will arrange meeting).

NA to update re increase in orthopaedically trained theatre scrub staff.





																																																						[Anthony, Nicola Miss 26/02/20 13:10:29] Req for update from Theatre Management





																																																						[Anthony, Nicola Miss 26/02/20 13:48:32] Update received from Theatre Management - see documents 
Check on progress in 6 months time





																																																						[Anthony, Nicola Miss 13/08/20 13:19:56] VCF approved for additional theatre staff. Tersa Humphries leading on this for CSS 														Anthony, Miss Nicola		8/28/20		Update Risk		Req update from Theatre Manager





																																																						[Mathias, Louise Mrs 21/09/21 14:50:14] Reviewed in T&O Q&S.  Current risk amended.  3 senior level staff have retired/resigned.  Currently on 3 left at senior level.





																																																						[Mathias, Louise Mrs 15/06/22 10:42:10] Risk reviewed in meeting on 9th June 2022 with Brett Denning, Charlotte Le Brocq, Louise Jenvey & Rhiannon Jones.

Risk needs to be increased to 20.  It was queried whether there could be an increased of banding for these roles.





																																																						[Mathias, Louise Mrs 08/11/22 08:39:47] 11.10.22.  Risk reviewed in T&O Q&S meeting.  Risk remains the same.





																																																						[Mathias, Louise Mrs 17/05/23 08:35:20] Reviewed BD,LJ,CLB,RJ.  Improving.  Review 3mths.  Additional personal - being trained at present.





		2607				Lack of Paed dentisrty staff to perform dental DMFT scores in Cleft service		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Lack of Paediatric dentistry staff to perform dental DMFT scores required for national reporting. The service has one paediatric dentist who is calibrated to take DMFT scores. There are currently limited dental registrars available in South Wales who can undertake this work and be calibrated.		1/26/21		8/31/21		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				9		9		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												The DMFT scores are required to fulfill our National standards reporting. There is a paediatric dentist working in SBUHB and they are due to receive calibration, unfortunately they are not job planned to work a Monday which are when the clinics occur. 		When there is a paediatric dental registrar in post, seek to ensure they are suitably calibrated. Look at possibilities to provide cover for some clinics in order to reduce the risk of not being able to provide these scores and fail our national standards.

Update 09/05/22 -  Some progress has been made. We cannot obtain all the required data for CRANE if MC is not on clinic. Due to this patients need to attend additional appointments which is very inefficient use of valuable resource. MC has arranged calibration for her registrar to complete DMFT scores but she will be going off on mat leave but when she is back we will have some additional cover so the risk can come off then. Also potentially next year when the current year 1 StRS are more experienced, they will be able to be calibrated so we will not be relying purely on MC. 		0

		3050				Lack of paediatric nurses in CEU raises risk of failure to meet paediatric nursing standards and HIW recommendation		Accepted		Mitchell,  Emma				CEU is open 24/7 but does not meet the nursing standards of two paediatric trained nurses per shift. Due to challenges in recruitment and retention we are now down to an average of one paediatric nurse per shift, and more regularly shifts with no paediatric nurses in the department. HB at risk of not meeting national or HIW recommendations		6/20/22		6/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						15		16		Significant		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 11/10/22 11:19:05] ongoing recruitment including new qualified nurses - need a period of transition before fully trained 												0

		2955				Lack of PCAM P5000, PCA (Patient Controlled Analgesia) causing risk of adequate pain management 		Accepted		Collins,  Lee				PCA (Patient Controlled Analgesia) syringe pumps are used to help patients self-manage intravenous pain medication post-surgery. They are an essential device used in effective pain management. In total, Swansea Bay has a need for 90 x PCA devices used across all sites to meet the current needs of the service.
We have just received notice (January 2022) that the current inventory of PCA syringe pumps used across Swansea Bay UHB have not been supported for spare parts since May 2021, and the supplier is withdrawing support and spare parts. Much of the current inventory is over 20 years old and was last built in 2016. The MEMS department has managed to maintain stock levels by utilising spare parts & reconditioned devices but spare parts are no longer available for this old, outdated device.
Issues of concern;
1.	The supplier has withdrawn support and spare parts from May 2021
2.	The PCA pumps are nearing the end of their working life. Many of the PCAM P5000 pumps were purchased over 20 years ago.
3.	Over 90% of the devices used in Morriston have required repairs for each of the last 5 years
4.	The PCA pumps has no Wi-Fi connectivity ability, meaning that any software updates must be done device-by-device rather than in bulk, and additional RFiD tracking is required to know a devices’ whereabouts. 
5.	There are also very limited programming options, particularly for paediatric patients.
 
		2/3/22		1/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Acute Pain				16		16		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												•	Continue to use the outdated PCA syringe pumps for patients, with no manufacturer support or spare parts. This will make repairs impossible, eventually leading to unavailability of devices and unavailability of adequate pain service.		Review to Purchase new Modern WiFi pumps to replace the current out-dated pumps (PCAM P5000) syringe pumps as a matter of urgency		0

		3084				Lack of psychology trauma input for patients treated in the HB risk to patient of long term psychological health 		Accepted		Holloway, Mrs Suzanne				*TRAUMA NETWORK* Lack of psychology trauma input to all patients involved in trauma injuries, evidence of long term psychological harm due to gaps in Physical Health and well being 		7/27/22		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 12/09/22 14:19:19] Risk review  with SH No further updates 								Consultant Clinical Psychologist Lead - Occupational Health raised risk financial to build case for resources 				0

																																																						[Chohan, Rita Ms 26/04/23 10:20:09] Mike mccabe retiring funding has been returned to Psychology to fund the gap, waiting list 6-8 weeks waiting list.  Tanya Edmunds to provide update and manage this risk

		3302				Lack of regular Foot & Ankle Elective Operating in MDU Theatres		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Lack of procedure specific instrumentation and implants in foot and ankle surgery
Lack of number of instrumentation and implants in foot and ankle surgery
Foot and ankle patients will not have the appropriate implant or prosthesis due to the lack of inventory and procedure specific implants.  The variation leads to increased set up time, increased surgical time and reduced confidence in the theatre scrub staff with no consistency.

Patients may be cancelled or delayed.  Extended theatre time also reduces theatre efficiency and throughput.

Lack of availability of kit requires regular hire sets of generic implants
		3/22/23		8/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		15		Significant		5		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 22/03/23 14:04:36] Review historic use (2019, when last doing proper elective capacity) and current use (Priority 2 cases – different case mix)

Trial of implant systems giving more procedure specific usage								Pre-planning and hire of additional kit
Ensuring limited number of certain cases on a particular list
For example, only one scope or one fusion
				0

																																																						[Mathias, Louise Mrs 17/05/23 09:25:25] Reviewed BD,LJ,CLB,RJ.  No regular timetabled sessions in Morriston.  Issue for Morriston only patients.  Hips and Knees takes priorities.  Re-word regular lists.

		950		SL/AE/194/2016		Lack of Single Gender Treatment Areas within ED risk of failure to comply with legislation/regulator inspections 		Accepted		Hoskins , Ms Shirley		Davies, Mrs. Rebecca		Failure comply with legislation and statutory regulator inspections by nursing pts in mixed gender areas 		8/11/16		6/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				16		16		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  15/08/16 14:12:50] Risk reviewed on 12/8/16 by Head of Nursing MDU. Risk Accepted.								Possibility of patients who are confused or wandering to be nursed in in a single cubicle 				0

																																																						[Siddell, Sarah Mrs 17/09/18 15:54:06] Reviewed by Sarah on 17.09.2018

																																																						[Siddell, Sarah Mrs 07/02/19 11:40:45] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 10/02/20 13:04:27] Reviewed by Rita & Sarah 10.02.2020

																																																						[Chohan, Rita Ms 21/09/21 14:59:14] reviewed SH and RC continued situation 

																																																						[Chohan, Rita Ms 17/01/22 15:03:44] continued situation 

																																																						[Holloway, Suzanne Mrs 11/02/22 11:28:47] Datix updated to reflect current operation service management structures.

Patients are in single trolley areas with curtails but only half walled areas are between each patient. Some cubicles available but not enough to support single sex areas. Mixed waiting rooms and minors areas .

																																																						[Chohan, Rita Ms 12/10/22 08:48:12] situation continues due to the extreme pressures of number of patients attending the emergency department

		1607				Lack of storage space within Cardiac Centre 		Accepted		Hall, mrs Gwennan		Jenvey, mrs Louise		Lack of adequate storage facilities for equipment within the Cardiac Centre.  As a result currently pieces of equipment of high value as well as stock items are stored in corridors blocking fire exits and in areas where patients are situated, ie, flow of patients
cardiac cath labs, theatres as well as corridors around these areas are now being extended into.  		8/6/18		8/1/23		Patient Safety		Falls		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				9		9		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 09/10/18 10:55:40] Cons Cardiothoracic surgeon has suffered a fall over pipesTripped over pipes/cables running to cardiopulmonary bypass machine resulting in a number of MSK injuries.  Waiting for update as to outcome of injuries. 								Currently reviewing what storage options are available however very limited at present.		Staff room could be used as storage options but not ideal as this would have implications for staff wellbeing.  		0

																																																						[Anthony, Nicola Miss 08/04/19 21:16:58] Update from Julie Thomas, Snr Matron.  Work due to start on converting un-used office space in the CITU corridor to a storage space. Once this is completed there will be additional storage for CITU and potentially cath lab. However the issue of lack of space across the centre remains an issue.

																																																						[Anthony, Nicola Miss 18/06/19 12:39:04] Work identified previously not undertaken because of this space being utilised by use for CSSU.  

																																																						[Anthony, Nicola Miss 05/09/19 08:44:59] Update from Richard Walters, Cath Lab Manager - this is still an ongoing issue with space having become worse since original risk assessment completed. 

risk amended to reflect the issue extending to cardiac cath labs, theatres as well as corridors around these areas please.


																																																						[Anthony, Nicola Miss 27/11/19 16:16:32] SH is doing piece of work in relation to fire safety issues and storage and will consider this risk as part of the review 

																																																						[Anthony, Nicola Miss 16/07/20 12:02:58] D/w Snr Matron / Service Group Mgr - no change.  Risk remains 

																																																						[Anthony, Nicola Miss 05/02/21 13:06:41] No change - risk remains 

																																																						[Mathias, Louise Mrs 12/10/21 10:52:44] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  No change.

																																																						[Mathias, Louise Mrs 07/12/21 11:44:31] Reviewed in Triumvirate meeting with Dean Packman and Louise Jenvey.  No change.

																																																						[Mathias, Louise Mrs 06/12/22 13:09:25] Reviewed with Dean Packman and Dr Barry.  DP to review with GH.

																																																						[Mathias, Louise Mrs 07/02/23 15:03:58] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  No change.

																																																						[Mathias, Louise Mrs 17/05/23 10:52:05] Reviewed BD,DP,LJ,GH.  LJ/GH to review - still sorting by fire exit.

		1929				Lack of sufficient numbers to HSDU Workforce - Risk to Service Provision and reputation		Accepted		Bissmire, MS Lori		Humphreys,  Tersa		Staffing issues raised in relation to 2017 consultation document.

The previously agreed 80/20 Band 3/2 staffing split has not been met, and the Singleton site has been under-established for some time.

Morriston HSDU Band 3 Production Technical Officers are dissatisfied that they are the same banding of staff for whom they undertake a supervisory role (JDs previously agreed as part of 2017 consultation).

Unison have raised concern re commitment by the Health Board to the agreements made at time of consultation and have re-raised their intention to revisit the banding of the two different Band 3 roles within HSDU.

The newly appointed Head of Service (in post December 2018) has now resigned (departure early August 2019).  Staff within HSDU have previously undertaken strike action.		5/17/19		7/1/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				12		16		Significant		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Nix, Rebecca  21/06/19 11:26:09] 15/06/19 - Head of Service Meeting with Decontamination Technician regarding clarity on progression of actions arising from introduction of Endoscopy service in to HSDU Singleton (October 2017). 
21/06/19 - Follow up meeting with Operational Manager, Team Leader and Decontamination Technician.  Local action plan created to progress actions, including in regard to local temperature conditions for staff within the endoscopy area of the unit and OH surveillance (chemical useage).								1. CSS Management and senior colleagues in HR aware.
2. Monthly Head of Service meetings in place with all Singleton HSDU staff to improve engagement, communication and morale - Senior HR colleagues are invited to attend.
3. Recruitment to meet establishment levels/requirements of the service.
4. Head of Service engagement with Morriston Band 3 staff.		1. Progress recruitment of new Head of Service.
2. Ensure momentum is maintained in HSDU operational staff recruitment in line with consultation document/service requirements
3.  Ensure effective lines of communication are in place with staff.
4.  Ensure JDs accurately reflect responsibilities/requirements of the service to enable review of staff banding of Band 3's at Morriston (and Singleton).
		0

																																																						[Nix, Rebecca  09/07/19 11:55:45] 09/07/19 - HSDU historically identified as a sickness hotspot. 2019 sickness levels - Morriston- 8.9% (April), 9.5% (May), 3.5% (July), Singleton - 5.3% (April), 11.1% (May), 10.7% (June).

																																																						[Nix, Rebecca  23/07/19 09:36:52] 23/07/19 - Matters relating to Workforce issues captured in Head of Service (RR) handover document for progression.

																																																						[Nix, Rebecca  26/07/19 10:15:54] 25/07/19 - Meeting with Singleton Staff, Staff Side Union Representative and Senior HR Manager (KL) at Singleton HSDU.

																																																						[Bissmire, Lori MS 17/05/21 15:22:49] Progress made in Singleton HSDU regards to 2017 consultation 80/20 split establishment at acceptable levels to meet demand.
Will review Singleton staffing levels in consideration to transition of NPTH work in July 2021.
Morriston staffing levels reduced naturally following retirements,in line with 2017 consultation where it was deemed over established. Review of staffing on 10pm shift - upcoming retirements.

																																																						[Chohan, Rita Ms 09/06/21 15:14:21] Nothing Further to update

																																																						[Bissmire, Lori MS 12/10/21 10:28:39] In process uplifting remaining eligible Band 2 Technicians in Morriston to Band 3 as agreed during 2017 consultation
Staffing levels sufficient for current reduced workloads will be reviewed accordingly.
Review of establishment to be undertaken following completion of, Band 2-3 uplift and band 3-4 uplifts

																																																						[Bissmire, Lori MS 27/10/21 14:39:06] VCP approval for remaining Band 2 staff uplift to Band 3, SCF completed and submitted to payroll.
Band 3-4 uplift for Supervisors agreed SCF completed and submitted to Payroll.
Recruitment for Singleton HSDU in process.

																																																						[Bissmire, Lori MS 17/01/22 09:27:20] Continued review & plans to meet 2017 consultation and achieve required staffing levels to support current/future workloads/capacity across sites.
Regular meetings with staff side


																																																						[Chohan, Rita Ms 11/05/22 10:31:25]  despite recruitment 4 staff left therefore ongoing.

																																																						[Chohan, Rita Ms 18/10/22 10:24:28] recurit and filled 4 posts - out for another two posts.  Appointed and additional supervision Singleton 

																																																						[Chohan, Rita Ms 11/05/23 09:30:28] Due to a number of vacancies and challenges in recruitment we have 15wte vacancies incl. NPT additional theatre numbers.

		3340				Lack of Therapies for Stroke in SBUHB RISK OF POOR PATIENT OUTCOMES		Accepted		West, Mr David		Hughes, Mrs Fiona		There is a risk within the Stroke service of poor patient outcomes as a consequence of inadequate specialist Therapy services available on wards to support Stroke services, which also poses a risk to increased Length of Stay.

This risk covers both SALT and Dietetic resource		5/3/23		10/31/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Stroke				16		16		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate		6/30/23		[Taylor, Amy Mrs 03/05/23 07:35:19] Continue to assess the situation. Recruitment of increased therapy staff linked to HASU business case.								There is currently no solution to provide any cover in ESD and rehab cover will remain limited. Any temporary funding is unlikely to help the current situation, as locums/bank staff are not available, with part-time staff already allocated to support the imminent stroke band 6 maternity leave.		Continue to assess the situation. Recruitment of increased therapy staff linked to HASU business case.		0

																																																						[Taylor, Amy Mrs 10/05/23 15:21:43] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Taylor, Amy Mrs 22/06/23 14:38:00] discussed and accepted in medicine board 22/06/2023.

																																																						[Chohan, Rita Ms 21/09/23 12:52:35] STROKE PLAN - APPOINTED TO DIETICIAN POST, NEW THERAPY POSTS BEING ADVERTISED

		3508				Lack of Violence & Agression training		New risk		Rees, Mrs Katrina		Hughes, Mrs Fiona		There appears to be a need for training  to provide our nursing staff in Medicine with the necessary skills and knowledge to deal with patients who are displaying violent and aggressive behaviour.   The lack of this training being available also has a impact on staff wellbeing and at times other patients are being affected.

Currently there is training being offered to 3 medical ward for a pilot to be undertaking and we have had discussion with Laurie Higgs and Melanie Brown from the Health & safety Team.  This training is going to be provided by the Mental health & Learning Disabilities Service Group within SBUHB but there is a cost to this training. 

There are a high number of Incidents for the medical wards in relation to Behaviour issues and violence and agression as well as an increase in staffing having to be provided to ensure that our patients and staff’s  safety is maintained.
		8/22/23		10/31/23		Health and Safety		Violence and Aggression		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				20		20		High Risk		1		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												There has been a Trainiing Needs Analysis completed to identify the needs of the staff and the patients and the propsed plan is for us to provide PBM (Positive Behavioural Management Training) Staff will be required to attend a theory and a practical training session.

There is a session on Violence and agression available for staff to attend via TEAMS.

Staff to be advised to complete online training 
				0

		3012				Lack of water treatment points for Provision of dialysis on Cardigan ward 		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		A lack of water points for dialysis in the renal ward has caused excessive movement of patients, staff and dialysis machines within the area. This has contributed to the spread of infections like covid and cdiff. In addition to this there is an underlying risk of infection through the water provision to these temporary water points. Provision is from a tank supply feed to the points via booster pumps. Each leg of supply to each point forms a dead leg where static water is left to harbour bacteria/legionella. In addition to this the water tank is not cleaned regularly enough so also harbours unknown chemicals and bacteria. Due to this tank/pump arrangement water flow/pressure is not fit for purpose as needs have changed on the ward.
The ward is often at maximum capacity (24) and with the regular closures the number of patients requiring dialysis has increased significantly. This has caused patient treatment to be compromised on a regular basis.
This ward experiences the highest number of patients having bacteremias within Morriston.		4/25/22		9/30/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 		Cardigan Ward(Morriston)		20		20		High Risk		2		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 17/08/22 16:07:13] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
On capital priorities list. 
								Water provision controls – Chlorine filters and diasafes on each machine replaced regularly as a preventative measure to stop chlorine and bacteria entering patient circuit.		Advice taken by infection control to prevent movement and spread of infection, often impossible due to dialysis needs of the patients.		0

																																																						[Taylor, Amy Mrs 22/11/22 17:05:20] Discussed in Medicine Risk Register Review meeting 18/11/2022. Gone to WG fir capital and approval of investment. 

																																																						[Taylor, Amy Mrs 10/05/23 15:55:59] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Chohan, Rita Ms 15/09/23 15:07:36] work in progress and the ability to remove this by March 2024 

		1517				Legal implications and Eficacy of Reprocessing single use implants risk of reputational harm to the Health Board 		Accepted		Bissmire, MS Lori		Humphreys,  Tersa		Small orthopaedic implants(such as screws and plates) that are prepared for, but not used during surgery are often reprocessed hundreds of time. This has lead to concern about the efficacy of repeated reprocessing and the impact on the quality of the implant. There are also concerns about the legal implications of multiple reprocessing of single use items, the lack of traceability of implants and contamination issues.		3/14/18		11/1/23		Compliance with legislation and Statutory/regulatory inspections		Medicines & Healthcare products Regulatory Agency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				16		6		High Risk		1		Moderate Risk		Low Risk		Terminate – decision not to take the risk. This might be where the level of risk outweighs the possible benefits		Adequate				[Jones, Cheryl Mrs 03/05/18 10:59:55] Risk discussed on 03.05.2018 with JG/SD/DE.
In discussion with manufacturers to review efficacy of single use implants on re-sterilised trays.								A rolling programme of removing implants is in progress. 
Some implants have been replaced with pre packed sterile implants.
Risk assessments are requested for implants still in circulation.		Any new trays will not be processed with implants insitu.
		0

																																																						[Gates, Jonathan Mr 29/06/18 13:24:20] Discussed by theatre team and managed by HSDU lead.

																																																						[Gates, Jonathan Mr 02/10/18 13:41:31] On-going process.

																																																						[Hoskins , Shirley Ms 16/11/18 15:16:11] Compliance is around 90% for Trauma and Orthopaedic. Hand Surgery remains a risk as clinical feedback suggests the risk to the patient is greater, risk assessment to be provided from Clinical colleagues. 

																																																						[Chohan, Rita Ms 11/01/21 17:04:32] OMF surgery continues to be the main risk specialty and therefore this risk has been downgraded. 

																																																						[Chohan, Rita Ms 23/02/22 11:13:08] LB has advised no change ongoing iteration to services re compliance 

																																																						[Chohan, Rita Ms 22/11/22 16:48:33] no update 

																																																						[Chohan, Rita Ms 28/11/22 09:32:03] Single use implants - the only remaining set is the Variax for Hand surgery, meeting TBC with Consultants to fully remove Implants from trays/sets by December 2022, this will fully remove this risk

																																																						[Chohan, Rita Ms 04/04/23 15:58:17] Hand surgery issue still ongoing.

																																																						[Chohan, Rita Ms 15/09/23 14:14:13] stil ongoing - evidence gathering between both specialty.

		1577				Limited Access to the vascular lab scanning impacting on the vascular procedure waiting list 		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Limited vascular lab scanning available which is impacting on the vascular procedure waiting list. Scanning slots have decreased since Covid and we have not regained them since. Lack of scanning capacity means that we are having to cancel theatre lists impacting on patients.

		6/14/18		9/1/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				12		12		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Thompson, Kerry  15/06/18 14:08:33] Audit of number of patients waiting vascular access.
								Accessing Ad-hoc for additional capacity from Hywel Dda HB.

Vascular Technician employed and currently in training.

Awaiting return of substantive post who is on maternity.
Have previously met with Service Manager and have requested meetings with the new Service Manager to work through the issues. 
		Substantive post still has not started (06.03.22)- Renal Vans team speaking to Radiology on a case by case basis. 		0

																																																						[Llewellyn-Jones, Paula Mrs 08/11/18 15:31:43] Reviewing recruitment of Vascular Technicians - possible reduction in risk


																																																						[Llewellyn-Jones, Paula Mrs 22/03/19 13:39:42] 29/8: It was agreed that risk 1577 should be linked to 1358 and that the risk should be reduced from 20 to 12 or 9.

																																																						[Llewellyn-Jones, Paula Mrs 22/03/19 13:44:30] Risk reviewed 27.2.19.

																																																						[Anthony, Nicola Miss 18/10/19 14:56:59] Discussed with GC.  Key workforce issues resolved althoguh service remains fragile due to cohort of staff employed to run the service.  Risk score remains unchanged due to fragility of service 

																																																						[Owen, Tracy  03/01/20 13:27:27] 03.01.20 -  full service re-established. 

																																																						[Siddell, Sarah Mrs 06/03/22 16:27:04] Number of issues increasing 

																																																						[Taylor, Amy Mrs 25/03/22 10:57:55] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead 24.03.2022. substantive post has returned from Mat leave. Process of recruiting additional full time member of staff (not finalised yet). Additional scans given last week 4x10 scans over the next couple of weekends. Further meeting to establish baseline provision once cleared back log.

																																																						[Taylor, Amy Mrs 17/08/22 15:31:38] Discussed in Medicine Risk Register review 17.08.2022. Risk to remain will be further reviewed in Renal meetings. 

																																																						[Taylor, Amy Mrs 22/11/22 16:49:24] Discussed in Medicine Risk Register Review meeting 18/11/2022. 

																																																						[Taylor, Amy Mrs 10/05/23 16:53:15] Discussed in RR meeting 10/05/2023, no change.

		3127				Limited capacity in POA Clinic for review and lack of clear guidelines for NPTH Orthopaedic Operating		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Lack of capacity reduces the number of patients ready for elective operating lists.  

Limited capacity reduces the timely assessment of urgent patients.  

Lack of clear and comprehensive guidelines lead to a day of surgery cancellations.		9/27/22		8/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				12		6		Significant		1		Moderate Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 07/11/22 10:10:47] Risk reviewed in T&O Q&S Meeting 11.10.22.  Risk accepted.												0

																																																						[Mathias, Louise Mrs 17/05/23 09:29:20] Reviewed BD,LJ,CLB,RJ.  Improving.  Increased throughput.  Clear goals of suitability for NPTH.  Reduce risk to 6 moderate.

		2434				Limited support of interventional radiology for complex line insertion and treatment of haemorrhage following kidney biopsy		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		The majority of tunnelled dialysis lines are inserted by the renal team in the renal department without radiology input but as of 1st September 2020 there will be no  radiology support to insert tunnelled dialysis. This affects about three patients per month on average, ad hoc, no formal list. 
Facility for embolisation for bleeding patients e.g. post biopsy will also be affected  (numbers significantly lower) Increased patient stay, IPC risk to patient 
		7/14/20		9/1/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 16/11/20 12:36:01] Reviewed by RC and DW, risk to be linked to Radiology Risk which also raises the same risk to this service.								CD Radiology and Unit Medical Director informed and attempts to nationalise a process are under discussion.
Communicated to Welsh Renal Clinical Network lead for vascular access and QPS to facilitate discussions on all Wales basis.

November 2021 - Locum IR started		Additional IR staff to be recruited in radiology (unlikely given national shortage) Work with other units ie Cardiff to consider transfer of patients requiring radiologically placed lines (urgent) or those requiring embolization following biopsy (emergency)

November 2021 - Locum IR started
Working on IR business case		1		Siddell, Mrs Sarah		3/31/22		Support of Staff		- Renal Vascular Access staff to insert complex lines until Radiology can recruit replacement interventional radiologists. 		- 3 procedures performed to date by Renal team as at 15/12/2020
- One consultant signs up as a locum to provide cover until substantive starts in August 2021 
-Training is ongoing within the team to nable line insertion 

																																																						[Chohan, Rita Ms 26/07/21 12:02:33] Risk remains, Interventionalist Radiologist starting in Sept undertaking sessions, this risk will therefore be reviewed.

																																																						[Taylor, Amy Mrs 27/09/21 14:40:04] Part time interventional radiologist taken on. Review 2 months.

																																																						[Taylor, Amy Mrs 06/10/21 13:26:50] Reviewed today by AT SS no further updates risk to remain the same

																																																						[Siddell, Sarah Mrs 04/11/21 17:53:15] Review and risk lowered due to Locum Interventionalist Radiologist starting. Risk not removed as not substantive post. 

																																																						[Taylor, Amy Mrs 01/12/21 13:58:01] reviewed in Medicine Risk Register meeting today. Discussed in Medicine Risk Register meeting today. Locum Interventionalist Radiologist started. Risk not removed as not substantive post.

																																																						[Taylor, Amy Mrs 25/03/22 09:56:18] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead 24.03.2022.
Locum IR has started but there remain significant concerns about funding and availability. Renal team seeking potential for training for renal cons in DSA. This is going to require an uplift in consultant sessions.

																																																						[Taylor, Amy Mrs 17/08/22 16:04:25] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
Will be further reviewed in Renal meetings.


																																																						[Taylor, Amy Mrs 25/11/22 09:39:27] Discussed in risk register review 18/11/2022.
Risk linked with 1577 - Access to the vascular lab scanning

																																																						[Taylor, Amy Mrs 10/05/23 16:56:33] Discussed in RR meeting 10/05/2023, no change.

																																																						[Chohan, Rita Ms 15/09/23 15:23:01] Dr Sullivan has been back in post since 2021. But he is a lone resource and no cover out hours and periods of absence. Risk increased from 12 to 16 

		2301				Long waiting times for Non-epileptic Attack Service & Functional Neurological Disorders potential pt harm		Accepted		West, Mr David		Hughes, Mrs Fiona		There are long waiting times to access the Non-epileptic Attack Service (NEADS). This has now exceeded two years. There is a high turnover of staff owing to burnout caused by the nature and complexity of the work. It is difficult to attract the right staff to a part-time post and it is challenging becoming the sole clinicians with one of the most challenging patient groups (see below). 

The absence of a service impacts on patients re-attending neurology outpatient clinics and A&E. The health board continue to fund  IPFRs to send patients to Bristol due to the lack of access to the service. These patients have also ended up being admitted to Gower Ward and ICU for lengthy stays despite the lack of clinical evidence for this intervention. 

Currently 53 complex patients on NEADS waiting list with a waiting time of 2.5+ years and there is an impact on Neurology Outpatient Clinics as a third of these patients have NEADS or FND  (No). There is also an impact on A&E, the Ambulance Service are regularly called to deal with these cases, hospital beds (including risk of admissions to ICU as patients can present with very severe physical symptoms caused by psychological problems)

Additional resources needed as historically services under-funded
		2/28/20		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				12		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Taylor, Amy Mrs 26/08/22 09:21:12] AT CT reviewed 26/08/22

HB FND business case linked to HASU work. awaiting confirmation of funding to recruit additional consultants (hoping by autumn 2022)								Patients referred to Bristol. Patients admitted to Gowers ward.

The FND business compiled under ARCH was supported by the health board in 2022. It is on the planning agenda for funding in 2023/24 subject to process. 		Budget now sits under MH&LD - no funding in place.  
Business case assembled. 		0

																																																						[Taylor, Amy Mrs 22/11/22 17:10:34] Discussed in Medicine Risk Register Review meeting 18/11/2022. under ARCH project, linked to the recruitment of hybrid stroke/neuro cons. 

																																																						[Taylor, Amy Mrs 12/01/23 12:41:48] Risk Handler amended from CT to DW

																																																						[Taylor, Amy Mrs 22/03/23 15:06:39] DW and NB reviewed 22.03.2023. Risk in brief, summary of control and summary of assurance updated. 

																																																						[Taylor, Amy Mrs 10/05/23 15:31:10] Discussed in RR meeting 10/05/2023, no change. 

		1990				Management of Peracetic Acid used within Endoscope Washer Disinfector (EWD) - Risk to staff & service provision		Accepted		Bissmire, MS Lori				Internal spatial modifications were made to Singleton and Morriston HSDU to accommodate Endoscopy processing.  HSDU commenced endoscope decontamination in 2017.  
Following gross decontamination at point of use and / or HSDU, endoscopes are washed within Endoscope Washer Disinfectors (EWDs) within HSDU.  This wash stage utilises Aperlan A and B which are part components of Peracetic Acid, used within the EWDs as part of the decontamination process.
Ventilation at Singleton is not appropriate to WHTM 01-06 and WHTM 03-01 with inadequate air handling units and extraction systems (refer to risks 467 and 1962).
There is a risk to staff due to short term and / or long term exposure to chemical vapour / liquid ; risk of skin irritation/burns, eye damage, respiratory irritation/damage, or if ingested a risk of perforation of oesophagus and stomach.
		7/22/19		10/1/23		Health and Safety		COSHH		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				8		12		Moderate Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Jones, Cheryl Mrs 22/07/19 15:10:43] Remedial action on the non-compliance is reliant on Estates Dept. and capital funding.  Action to address personnel matters (OH surveillance, Fit Testing is reliant on ability of other services to support these requirements and have delays have thus far been experienced.								•	Singleton - Chemicals stored in ventilated / filtered chemical storage cabinet with separated storage for Aperlan A & B.
•	Morriston - Chemicals are kept in a chemical cabinet (without filtration or ventilation).
•	Staff have received training on appropriate handling of Aperlan chemicals and loading / unloading of containers in relation to their use in EWD’s.
•	Aperlan chemical containers are manufactured with self-healing seal / membrane to minimise risk of spillage before and after use within EWD.
•	Spillage training has been provided to HSDU staff and respiratory face masks, PPE and spill kits are available within the local area.
•	Waste chemicals are stored within two individually tied bags and stored in lockable containers.
•	Residual waste chemicals are collected and disposed of monthly by a third party environmental waste company.
				0

																																																						[Nix, Rebecca  23/07/19 09:54:01] 23/07/19 - Liaising with OH (via Site Managers) to ensure timely lung function capacity testing.

																																																						[Nix, Rebecca  23/07/19 10:06:45] 23/07/19 - Included on Head of Service (RR) handover list to ensure timely progression. 

																																																						[Bissmire, Lori MS 26/05/20 15:27:05] Estates confirmed no access available to improve extract in specific area, however within Washroom there is currently an AHU ugrade programme underway in HSDU that may provide some improvement within  the Endoscopy area.
Respitory staff have undertaken Fit Testing with relevant Endoscopy staff.
Following a meeting with IP&C, PHW and Health & Safety it has been confirmed Lung Function tests not required as not a respiratory irritant.

																																																						[Bissmire, Lori MS 17/05/21 15:49:43] HSDU Procedures improved to reduce risk during detergent change on machines - new WIM in draft form under review.
HB SOP being agreed with Decon Lead as well as All Wales procedure to deal with exposure following recent leaks in several HB's incl SBUHB - Singleton site
Singletons recent leak required a 3 hour evacuation from Wash area - Shared services recommend robust procedures and possible High level extraction systems
Peracetic Acid monitors purchased by H&S fitted on each site April 2021 to monitor and alarm at low levels of exposure.

																																																						[Chohan, Rita Ms 09/06/21 15:41:58] no further update.   

																																																						[Bissmire, Lori MS 12/10/21 11:10:42] 1st HB Peracetic Acid Task & finish group took place on 22nd September 2021, review of procedures, storage and low level extract incl in Agenda.

																																																						[Bissmire, Lori MS 27/10/21 14:50:29] No further update, adjusted risk score

																																																						[Bissmire, Lori MS 17/01/22 10:30:55] Exploring options for Low level boost extract to be installed within current AHU project - recommended as best practice AE(D) supported by HB Assistant Director of Health & Safety, recently installed within 2 other HB as part of upgrade projects.
Would provide;
Low level extract at point of use
Future Proofing the service
Reduced impact on service provision
Reduced risk to staff
Assurances following recent leaks within Wales (incl. Singleton HSDU)

																																																						[Bissmire, Lori MS 18/01/22 13:52:35] Further reviews resulted in amendment being made to description of risk - to capture all risks in relation to the Management of Peracetic Acid.
Identified Morriston HSDU does not have a controlled vented cabinet for storage of Aperlan A & B.
In consideration to recent updates risk rating re-assessed 

																																																						[Chohan, Rita Ms 11/05/22 10:36:32] this is to remain with ongoing monitoring

																																																						[Chohan, Rita Ms 18/10/22 10:28:42] this is to remain with ongoing monitoring.

																																																						[Chohan, Rita Ms 07/03/23 15:27:43] no change

																																																						[Chohan, Rita Ms 21/08/23 11:17:05] No UK guidelines to manage this acid - USA guidance is used which has been accepted across WAles 

		2904				Medical outliers /acute GIM admissions on surgical wards and subsequent harm to patients		Accepted		Edwards, Dr Rhodri		Hughes, Mrs Fiona		 Medical patients have been consistently admitted to surgical areas where there are no GIM medical doctors to look after them (as these are surgical wards and surgeons are not trained to look after GIM presentations). Some patients are moved directly from ED without updating clinical portal, or put under the wrong clinicians. Some patients are moved out of short stay medical areas like ward D and RAU to an outlier (surgical) area. Often there is no consultation with the admitting team or consultant in charge when a move happens (mainly out of hours). This reflects the pressure within the hospital which is most of the time at level 4.16 or 4.20. The impact on the patients include lack of daily review by any medical staff (some patients were picked by 5 days later for a medical review), lack of senior decision maker review (existing GIM consultants are not job planned to cover these additional footprint), delay in arranging investigations required during the acute admission, delay in discharge, poor communication with patient and family, incomplete discharge advice letter. 		12/6/21		6/30/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				12		12		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Taylor, Amy Mrs 06/12/21 10:58:09] Discussed in medicine risk register review meeting 01.12.2021 new risk added by AT as requested by MK.								Issues highlighted to the unit directors, trying to work on the principle of right bed first time, and also to improve patient flow within acute site by acquiring of transitional bed pool in the community. All patients should be on right wards being looked after by the teams with expertise, which will help early discharge.
19/05/23 Post AMSR number of medical outliers has decreased and buddy ward system in place		Discussed in patient flow board and Performance Review to provide assurance		0

																																																						[Taylor, Amy Mrs 29/04/22 08:43:20] Reviewed and approved in Q&S meeting 29.04.2022

																																																						[Taylor, Amy Mrs 17/08/22 16:15:12] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

																																																						[Taylor, Amy Mrs 22/11/22 17:02:06] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 25/11/22 09:44:22] Update from FH

•Remind surgical colleagues to ensure Signal has been updated with the details in relation to the Outlier
•In line with AMSR actions revisit outlier medical cover and buddy ward system by January 2023.
•Within AMSR an increase in Medical Bed base agreed for Morriston which should reduce the outlier cohort.


																																																						[Taylor, Amy Mrs 23/05/23 15:33:52] Update from FH to summary and controls

		1229				Medical Staffing Gaps - Registrar & SHO impacting on patient care and safety		Accepted		Edwards, Dr Rhodri		Hughes, Mrs Fiona		The Medicine Service Group has ongoing gaps in the rota for both registrar and SHO members of the medical team due to recruitment challenges. The rota is reviewed daily and locum support is requested using the 'locum payment framework'.  Due to limited availability of locums or an unwillingness to work within the framework this has resulted in a number of gaps.  We have up to 10 SHO shifts vacant a week. 

We currently only have 1 registrar on duty at night and weekends; at times of increased demand over the weekend we have funded an additional locum registrar to support, focusing on reviewing and discharging patients, allowing the other registrar to focus on acute medicine and those referred to medicine from the Emergency Department.    

The highest risk area for SHO cover is within the respiratory team: 
The team usually has 10 junior doctors however we have recently lost 3 junior doctors, one FP1 has broken her arm, one SHO in not in work due to HR issues and one locum SHO has left. 

We currently have 4 registrar and 9 SHO vacancies.  		5/15/17		6/30/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 						10		16		Significant		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Llewellyn-Jones, Paula Mrs 08/11/18 15:37:36] Enhanced middle grade rota from August 18 (extra senior clinical fellow each night - Mon to Thurs, additional SCF twilight Fri to Sun and additional long day SCF on Sat & Sun)
								We have a rolling SHO advert on NHS jobs   

Business case drawn up in 2021 to increase JCF's on the rota to give stability and to also  'triple up' areas of the rota allowing us to run with gaps in future. 

19/05/23 Risk continues. Tier 1 and Tier 2 medical staffing workforce paper developed as requested by Medical Director. Mitigation of risk through use of Agency and Locums and movement of current staff in post as and when required. 


		Medical staffing is discussed each week at the Medicine Service Group Business Meeting.  The AuMD's keep the Medical Director informed of the risks.  

19/05/23 Regular review by senior Team. Highlighted monthly in SG  performance Review. 		0

																																																						[Anthony, Nicola Miss 18/10/19 15:12:08] Discussed with GC. Recruitement position for junior doctors has shown signs of improvement with fewer rota gaps apparent with effect August 2019.  Risk and score remain unchanged however.  Directorate will continue to monitor.  

																																																						[Chohan, Rita Ms 29/07/21 17:29:46] 29.7.2021 -

BUSINESS CASE BEING DEVELOPED TO ASK FOR THE ESTABLISHMENT INTO MEDICINE TO ENABLE 'FLEXIBLE RECRUITMENT' TO STOP YEAR ON YEAR GAPS.  



"


																																																						[Taylor, Amy Mrs 03/12/21 12:05:21] Discussed in medicine risk register meeting 01.12.2021, no change.

																																																						[Chohan, Rita Ms 23/12/21 09:33:58] re reviewed by DW and controls and assurance updated 

																																																						[Taylor, Amy Mrs 17/08/22 16:18:17] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

Staffing over established to support the potential gaps in rotas and new rotas being developed in line with AMSR

																																																						[Taylor, Amy Mrs 22/11/22 16:35:40] Discussed in Medicine Risk Register Review meeting 18/11/2022. Risk remains the same, Reg level and also financial risk. 


																																																						[Taylor, Amy Mrs 23/05/23 15:36:05] FH provided updates to summary and assurance. 

		2889				MINAP National Audit Data Entry		Accepted				Packman, Mr Dean		Data Entry in MINAP has been a longstanding problem without sufficient resource in place to fully meet the data submission requirements.  
This has been further compounded following the requirement to capture NSTEMI patients in addition to STEMI patients. 		11/22/21		8/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				6		6		Moderate Risk		1		Moderate Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 22/11/21 13:30:16] Action required to reduce risk include staff in plan to complete data entry and extra resources initially to catch up with the backlog as the activity is always increasing.								Temporary additional resource has been put in place following the redeployment of a nurse within the cardiac centre.  The service is not currently funded to provide this cover.

If there is a backlog or any missing records then this can be identified from a cardiac specific database so this is the control measure to ensure we can always backfill any outstanding data.		Since risk identified work has been done to complete the key data needed for the national audit which is reportable to WG and NICOR.		0

																																																						[Mathias, Louise Mrs 26/05/22 15:43:29] Reviewed no change.  Lj, DP and BD.

																																																						[Mathias, Louise Mrs 07/02/23 15:12:47] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  No staff sickness at present.  Achieving at the moment, but needs to remain as risk.

																																																						[Mathias, Louise Mrs 17/05/23 10:55:53] Reviewed BD,DP,LJ,GH.  Meeting to be arranged (GH/DP).  Unfunded resource.

		2651				MIU Service Capacity		Accepted		Randall, Mr Kevin		Hoskins , Ms Shirley		There is a risk to patient safety and experience as a result of demand for the service being greater than capacity. This is caused by an increase in patient numbers. This will be compounded by the imminent launch of the 111 First service with will shift activity from neighbouring EDs (including the Princess of Wales ED. There are also delays in transferring out patients who require ambulance transfer, leading to reduced capacity and staffing to deal with the minor injury workload. Increase numbers of patient will attend MH ED to to not being able to be seen at the Minor Injury unit.   		3/18/21		4/1/22		Sustainable Services		Unscheduled Care		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Minor Injury Unit - NPTH		12		20		Significant		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate		4/30/21		[Randall, Kevin Mr 29/04/21 11:25:14] There has been a recent increase in MIU activity to activity levels higher than pre covid levels. 2019 median attendance = 109. Median attendance 19th April to date = 139 
Recently we have experience the busiest day on record n=183 
Staffing establishment is inadequate for this level of activity and is compounded by unavailability. 		Hughes, Mrs Fiona								1)	MIU activity is currently higher than pre-covid activity  
2)	A meeting has be arranged with Cwm Taf to discuss their “contact first” plan. 
3)	Additional ENP staffing has been transferred from ED MH to support MIU (1.6 WTE)  
4)	 A bid for additional workforce to support the “Contact First” additional workload has been submitted - awaiting outcome 
5)	There is a protocol for dealing with excessive workload at MIU closing time but this involve transferring workload to EDs.  
		0

																																																						[Jones, Susan Mrs 12/10/21 09:24:21] 12/10/21 - risk reviewed and amended based on the recruitment of staff and the current 4 hour performance

																																																						[Randall, Kevin Mr 21/02/22 15:26:16] contact first bid was approved, funding received and staffing recruited. 

																																																						[Randall, Kevin Mr 18/05/22 23:07:33] MIU activity has seen a significant  increase with April 2022 seeing an 17.4% increase in patients compared with 2019 (pre-covid activity). The 3rd May saw the busiest day on record with 201 patients attending, this record was exceeded on the 9th May with 218 patients attending. Median activity for the last week was 151 patients.
Activity rise is greater than neighbouring ED. This level of activity is impacting on the units ability to perform audit and it other governance and assurance work.  4 hr performance is now frequently compromised. 
 

																																																						[Randall, Kevin Mr 29/06/22 11:30:04] MIU attendance in May was over 4500 patient with 230 patient attending in one day. The service is currently overwhelmed due to inadequate staffing and clinical space. Many staff are working additional hours and this is not a sustainable situation. Unless additional staffing resource and capacity are given to the MIU the service will see period of instability and there is a risk that the service will not be able to sustain its existing opening hours.  

																																																						[Randall, Kevin Mr 06/06/23 08:38:14] MIU activity continues to increase. ENP staffing has been reduced due to retirements and maternity leave. there has been no investment in additional staffing. MIU is frequently overwhelmed, patients wait excessive time to be seen, and a large number so of patients are being redirected to EDs due to the inability of MIU to deal with the workload.  

		2650				MIU Waiting Area		Accepted		Randall, Mr Kevin		Hoskins , Ms Shirley		There is a risk to patient outcome and experience due to the limited waiting area in the MIU
Patients risk being unable to sit when they need to ,or of having to wit in the car park out of sight of the HB staff.
There is also a risk to patient experience of having to wait outside the unit.
This risk is caused by the small waiting area and the requirements of social distancing.
It is anticipated that this risk will increase once the Contact First scheme is put in place which will result in an increase in activity.		3/18/21		4/30/21		Sustainable Services		Unscheduled Care		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Minor Injury Unit - NPTH		12		15		Significant		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Randall, Kevin Mr 21/02/22 15:32:12] social distancing reduced to 1m 		Hughes, Mrs Fiona						Virtual waiting room protocol has been developed to risk assess patients and to ask those who are suitable to wait in their own vehicles. This is only effective when there is timely triage. Due to a shortage of triage staff, long delays to triage are occurring and this is crowding the waiting area. 				0

																																																						[Randall, Kevin Mr 29/06/22 11:25:20] Activity has significantly increase with over 4500 patients attending in May 2022. Waiting room is more frequently crowded and social distancing is impossible. Community Covid prevalence is increasing. Following a recent IG audit it was highlighted that the design of the reception area is inadequate and is leading to patient having to give confidential information in full ear shot of the whole waiting areas. 

																																																						[Randall, Kevin Mr 15/09/22 15:30:24] Concern has been raised via Civica feedback by many patients that the booking process causes a significant breach of confidentiality as personal details are disclosed in full earshot of the waiting room. 

This was also identified in the recent IG audit as a risk. 


																																																						[Randall, Kevin Mr 15/09/22 15:32:52] Patients are complaining that the waiting area is cold. Estates removed the second set of front doors approx 1 yrs ago and have not replaced them. this has been raised on numerous occasions but has yet to be replaced. 

																																																						[Randall, Kevin Mr 26/09/22 15:02:00] There continues to be numerous reports of concern from patients regarding the cold waiting area. The lack of a  set of front doors in causing a poor patient experience. Susan Jones informed via email. 

		2793				Morr Theatre staffing shortage impact on installation of Omnicell Cabinets potential risk of stock shortages /delay in op		Accepted		Gates, Mr Jonathan				Patient safety risk if stock is not available in the Omnicell cabinets due to a resource shortage in the Morriston Theatre supplies team.  
The current team structure cannot fulfil the workload created by the automated system therefore a delay in further installation on Morriston site is required.
Risk of staff going on long term sick due to work stress because of current workload, which will cause a further risk as all live cabinets will not be able to be managed effectively, causing stock outs.  
		8/3/21		9/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				12		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 01/11/21 14:18:47] staffing related to this incident are out to advert.								Recruitment of Band 3 x1 and Band 2 x1 in process to fill resource gap 				0

																																																						[Chohan, Rita Ms 23/02/22 11:19:11] Staffing continues to be an issue full recruitment still not in place

																																																						[Chohan, Rita Ms 04/04/23 16:27:34] Recruitment of Band 3 x1 and Band 2 x1 in process to fill resource gap 


																																																						[Chohan, Rita Ms 15/09/23 14:18:36] still shortage of staff and sickness 

		1795		DRL breach - RPS		Morriston Toshiba Ultimax Fluoroscopy unit (MF2) showing high levels of DRL		Accepted				Simmonds, ms Alexandra		Diagnostic reference levels (DRL) shown consistently above the national DRL for high dysphagia swallow examinations, when using the Toshiba Ultimax in Morriston radiology, highlighted following a snapshot audit.		12/21/18		6/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology / X Ray Department		9		16		Significant		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Simmonds, Alexandra ms 07/05/19 10:02:16] this has been added to capex priority list. work being undertaken by RPS to reviewif the dose is safe still and whether the room may still be used.								Medical physics to confirm findings from snapshot audit. If confirmed, considerations given for a change in examination technique if applicable/possible. Consideration for equipment replacement, to include consideration of: patient doses, image quality, age of equipment and new technology available.		Consideration for additional medical physics testing. Currently, for the same examination type performed in Singleton on the artis z, the doses are well below current DRL’s. Where further testing is performed, to be completed, including results, conclusion and action end of February at the latest.		0

																																																						[Simmonds, Alexandra ms 07/05/19 10:08:12] RSM to chase Shaun and RPS for results of audit.

																																																						[Chohan, Rita Ms 11/02/20 12:10:18] Risk reviewed by RC/JT/VL

																																																						[Chohan, Rita Ms 02/06/21 14:34:31] this risk can be reduced when the new flurosocopy unit is installed in sept 2021

																																																						[Chohan, Rita Ms 28/09/21 16:29:57] new unit not delivered until Jan 2022 

																																																						[Chohan, Rita Ms 01/02/22 14:49:11] New unit will mitigate this risk hopefully by March 2022 

																																																						[Chohan, Rita Ms 13/01/23 13:29:03] demand dictates two machines running no plans in place to replace at the moment 

		3325				National shortage of double lumen PICCS, risk of inappropriate use of alternative lines for patients		Accepted		Gates, Mr Jonathan				in March 2023 informed by current supplier of total unavailability of double lumen PICCS.  		4/17/23		7/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Alternative manufacturers contacted who are in the same situation with no clear date on when supply will resume.  

Paul Temblett, ITU consultant has emailed CEPOD anaesthetists and ITU Consultant to advise as requests for CVC's will likely increase on CEPOD list. The vascular access team will review all requests for double lumen PICCS and their suitability for a CVC.				0

		3130				Needle stick injury by un-sheathable butterfly needle		New risk		Burgess, Mr Brian				Progressive stocking of un-sheathable butterfly needles in ED (Butterfly Winged Infusion Set, NIPRO brand).
Needle-stick sustained in ED Minors 11/09 at 09:25. Narrowly avoided on several occasions with the same needle type.
Inability to dispose of these needles safely, as they do not come with a safety sheath (as with other needle types); they do not lie flat in trays due to the attached tubing, and are difficult to place in sharps bins needle-first, due to their light weight. 		9/11/22		8/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				20		20		High Risk		10		High Risk		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate																0

		619		RS Region/844		Neurology patients waiting in excess of 26-week waiting list target, potential patient harm		Accepted		West, Mr David		Hughes, Mrs Fiona		Capacity and demands with neurology having an impact of neurology waiting list. Currently patients are waiting in excess of 26 week RTT target. Risk of delays in diagnosis having an impact on the health & safety of patients.		4/15/13		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				15		12		Significant		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Crook, Jackie Miss 03/12/15 15:10:19] Meeting with SIJ, KT and IS. Discussions ongoing regarding employment of new consultant who will hold extra neurology clinics.								Monitoring of waiting list by senior management team undertakne weekly. 
Times are reducing month on month following COVID recovery. 
WLI/ Extra sessions are put on when funding is available. 
Job planning recommencing March 2023 capacity to be reviewed. 		There is a fortnightly planned care meeting where waiting list issues are escalated direct to the COO.  		0

																																																						[John, Andrea  13/07/16 12:03:33] 13/7/16 - entry uploaded from old Datix for completion. AJ

4.8.14
Reviewed by KT4 (Kerry Thompson) 
Referral to treatment time wait is 26 weeks. KT4 updating action plans.


																																																						[Crook, Jackie Miss 10/11/16 13:16:46] Further to Regional risk Review meeting with Morriston Hospital Service Delivery unit Managers, HoN and DGM Risk down graded.

																																																						[Llewellyn-Jones, Paula Mrs 27/03/19 11:43:08] Work underway with primary care to implement new headache pathway which will reduce the demand on the service and reduce the reliance on medinet.

																																																						[Anthony, Nicola Miss 18/10/19 15:15:12] Discussed with GC.  Since last review waiting list position has been compromised by limited availability of Medinet combined with long term sickness issues with Neurologists resulting in small numbers of breach patients.  Risk score increased to reflect this.

																																																						[Chohan, Rita Ms 16/09/20 14:36:36] Reviewed with JB risk still high. No changes

																																																						[Chohan, Rita Ms 09/04/21 13:05:04] reviewed April 2021

																																																						[Chohan, Rita Ms 29/07/21 17:16:30] Monitoring of waiting list by senior management team Medinet team are due in July to start maintaining the current 26 weeks waiting time - DW.

																																																						[Taylor, Amy Mrs 27/09/21 14:56:36] Monitoring of waiting list by senior management team. WLI's are being offered evenings/weekends. 
Approx 1 neurology/neurophysiologist due to start October 2021 and additional cons later in year as part of recovery funds. 

																																																						[Taylor, Amy Mrs 01/12/21 13:31:42] Discussed in Medicine Risk Register meeting today. 

																																																						[Taylor, Amy Mrs 17/08/22 16:35:49] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid. Although waiting time is reducing and this is being monitored. 

																																																						[Taylor, Amy Mrs 26/08/22 09:22:38] AT CT reviewed 26/08/22
Neuro RTT meeting held this week and capacity put in place to work towards a clear position by end of Feb 2023. 

Meeting held this week scoping work being done for capacity plan so that position is clear.

																																																						[Taylor, Amy Mrs 22/11/22 16:29:14] Discussed in Medicine RR meeting 18/11/2022. Work ongoing 226 patients over stage 1 as of 18/11/2022.

																																																						[Taylor, Amy Mrs 12/01/23 12:42:31] Risk Handler amended from CT to DW

																																																						[Taylor, Amy Mrs 22/03/23 15:08:51] DW and NB reviewed 22.03.2023. Summary of Controls and Summary of assurances updated. 

																																																						[Taylor, Amy Mrs 10/05/23 15:37:03] Discussed in RR meeting 10/05/2023, no change. 

		2233				No access to multi-professional AHP Pre-Rehabilitation resulting in failure to optimise pre-lung cancer surgery		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		This service was time limited due to project funding due to funding.  The provision for the full AHP service ended April 30th, 2018. WHSSC funding for an element of the Physiotherapy service has been secured.

After April, 2018 the lack of a full AHP Prehabilitation service will mean that:
•	All patients who have a USC that are being considered for radical treatment will not be offered a Prehabilitation service from a full AHP team
•	Patients will not be optimised for their treatment; physically, nutritionally, psychosocially and emotionally
•	Although the current WHSSC allocation for a component of the Physiotherapy service will increase the number of patients receiving radical treatment that demonstrated by previous pilot studies as outlined in the business case. Patients will no longer be receiving the benefit of an enhanced service provided by the full AHP team. Subsequently, this will impact on the access to radical treatment for additional patients. We are unable to quantify this at this time, as we are awaiting project evaluation
•	Subsequently the number of patients requiring adjuvant oncological treatment will increase
•	Of those fit for treatment, by not optimising patients there will be an increased risk of surgical complications, increased length of stay and reduced quality of life 
		12/10/19		2/8/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				16		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Owen, Tracy  18/11/20 09:30:29] Nil to add. TO								•	WHSSC have funded the currently establish physiotherapy service long term, however this is not the full AHP prehabilitation team
•	Attempt to integrate with other rehabilitation services have been exhausted, due to capacity these do not fit the prehabilitation timeframe
•	Current AHP establishments are at capacity and do not have the scope to embed this service within current provision
		•	Funding of full prehabilitation service as outlined in the business case currently being devised

Evaluation of the National Pilot still awaited		0

																																																						[Owen, Tracy  20/01/21 14:59:37] Met with Dr Emrys Evans - pre hab service in place for surgical patients but limited to Covid, but no pre hab service for non surgical patients. No progress to date. Michelle Crossland was pursuing this pre Covid but is now leaving the organisation.

																																																						[Owen, Tracy  18/03/21 09:33:27] Nil to add

																																																						[Owen, Tracy  19/05/21 09:16:39] Alex Simmonds has now taken over from Michelle Crossland.
Ongoing work to review the deficit with oncology at Singleton underway.

																																																						[Chohan, Rita Ms 29/07/21 17:18:45] Access to pre-hab for non surgical lung cancer patients is in the health boards cancer improvement plan.  Work ongoing with cardiothoracic colleagues. 

																																																						[Taylor, Amy Mrs 26/07/22 14:06:42] 25/07/2022 DW and DV reviewed

																																																						[Taylor, Amy Mrs 22/11/22 16:53:43] Discussed in Medicine Risk Register Review meeting 18/11/2022.

		2900				No access to theatres at CHfw for child/babies requiring ITU Post-Op support		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Babies and children requiring surgery in Cardiff due to their complex medical needs are waiting long periods to access a theatre list. These surgeries cannot be undertaken in Morriston as anaesthetic assessment has deemed them to require a higher level than paed HDU support post operatively. Babies and children are not being seen with in the usual timeframe and therefore their outcomes are very likely to be affected by the delays in treatment.  		12/2/21		3/2/22		Patient Safety		Safeguarding		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				12		12		Significant		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Cleft coordinator consistently requests lists but told no lists are available. Coordinator keeps families informed of situation.  Lists are granted on a very ad hoc basis usually when a member of staff is on leave. Cleft is not on the CHfW footprint and therefore not allocated a regular list. 		Cleft surgeon attended meeting on the 19th Nov 2021 with Cleft coordinator and the surgical team at Cardiff to discuss Cleft patients waiting for lists at CHfW. Agreed the way forward would be to allocate cleft team a regular timetabled list every 3 months.  Swansea anaesthetics need to support this arrangement, due to ongoing paediatric staffing gaps in Cardiff.

Update 09/05/22 - Some progress made. This entry refers to the delays involved in accessing theatre space in Children’s hospital for Wales (CHfW). This is required for our high risk (anaesthetic) patients. We need to have both theatre space and PICU space available in order for these lists to materialise. We have no regular presence there and have been completely reliant on the generosity of other surgical specialties in giving up their surgical time to accommodate us. Following covid, most specialties have backlogs and are more reluctant to donate their precious surgical resource. Tom has opened a channel of communication with CHfW in order to try to realise a regular list 2-3 times a year. Currently we have to fight for each list. 

		0

		3023				No Patient call bell or Emergency Buzzer - CCU Procedure\Isolation Room		Accepted		Hall, mrs Gwennan		Jenvey, mrs Louise		The CCU procedure room has been utilised as an additional cubicle/ isolation room  to support the necessary isolation of patients as a result of the COVID pandemic.
Patients requiring isolation as a result of COVID need to be nursed in a room with the door closed – there is no patient call bell / emergency buzzer within the room to call for assistance and the door is a solid door with no observational window.
		5/12/22		8/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology		Coronary Care Unit		12		12		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 12/01/23 08:46:03] Reviewed in Cardiology Board 15.11.22 accepted.								If patients require a high level of critical care support the nurse would remain within the procedure room with the patient in appropriate PPE – swapping at regular intervals with a colleague (this requires a higher level of nursing resource within the area). If the patient does not require continual support and is assessed as well enough to call for help utilizing a hand held bell – they are provided with the bell and the nurse would also undertake saferounding  checks on the patient.		Fitting of appropriate patient call bell and emergency buzzer.
Changing of solid door to one with observational window.
		0

																																																						[Mathias, Louise Mrs 07/02/23 14:52:19] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  No change.

																																																						[Mathias, Louise Mrs 17/05/23 10:45:53] Reviewed BD,DP,LJ,GH.  Gwen to review risk.

		583		CT Cardiac/1113		Non-compliance in Nurse Staffing Act within all Cardiac in-patient areas		Accepted		Jenvey, mrs Louise		Denning,  Brett (Inactive User)		Currently nurse establishment does not meet the specialist needs of patients who have cardiac conditions.		3/14/14		8/1/23		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiothoracic				12		16		Significant		2		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Crook, Jackie Miss 16/11/15 10:40:48] 2.7.15 Meeting with PT and HD to review risk. Cyril Evans Bracelet Bay establishment increased by 3.7 WTE. 												1		Davies, Miss Helen		12/31/15		Diary Event		HC to meet with NW to discuss establishment and shift requirements

																																																						[Crook, Jackie Miss 16/11/15 15:50:35] Meeting with PT and HD. Acuity audit in June 2015 - awaiting results.

																																																						[Anthony, Nicola Miss 09/08/18 14:31:24] Ongoing recruitment 
Implications for safer nursing act to be considered 
August 2018, 6 x bd 5 newly qualified nurses, skill-mix occasionally not correct
still awaiting clarification for funding of OPD and POA services
3.7 WTE now not funded for Cyril Evans Ward (Bracelet Bay)
Ward establishment has been amended in line with safe nursing act 

																																																						[Anthony, Nicola Miss 16/10/18 09:42:39] No change on discussion with Senior Matron.  Newly qualified have taken up post - for review April 2019

																																																						[Anthony, Nicola Miss 28/01/19 15:03:06] Following recruitment process, currently no Bd 5 vacancies in CE ward and small amount of vacancies in CITU which is not having sig impact on shifts being covered.  Large amount of newly qualified which has diluted skill mix as such appointed Bd 7 educator role within CITU, also supported by 30 hr Bd 6 on six month secondment as a pilot 

																																																						[Anthony, Nicola Miss 08/04/19 20:46:31] Update from Julie Thomas, Snr Matron, 28/3/19.  Reduce score to a 2 but keep on as still have and will have large numbers of newly qualified

																																																						[Anthony, Nicola Miss 03/07/19 08:55:56] Update requested 

																																																						[Anthony, Nicola Miss 18/07/19 12:56:39] Update requested from JT

																																																						[Anthony, Nicola Miss 30/07/19 21:09:55] Update from Snr Matron - No Change 

																																																						[Anthony, Nicola Miss 13/01/20 15:54:58] Discussed at RR review.  Need update from Louise Jenvey/Julie Thomas regarding position at end of January 2020

																																																						[Anthony, Nicola Miss 30/07/20 13:45:28] Discussed with Senior Matron 30/06/20 - although CEW deemed to be compliant, it is recognised qualified establishment needs to be reviewed in line with staffing establishemnt review by MDU Nurse Director 

																																																						[Anthony, Nicola Miss 09/02/21 12:33:27] Update req from Louise Jenvey

																																																						[Mathias, Louise Mrs 22/09/21 14:55:35] 8.9.21 Cardiothoracic senior team (DP, MP, AZ, GH, SA, LJ) reviewed risk.  Agreed to increase risk level to moderate.

																																																						[Mathias, Louise Mrs 05/10/21 14:55:58] Reviewed with Dean Packman and Mr Zaidi.  Risk remains the same.

																																																						[Mathias, Louise Mrs 26/05/22 15:11:34] Reviewed with LJ, DP and BD.  Update actions LJ.

																																																						[Mathias, Louise Mrs 04/10/22 14:19:06] Reviewed with DP and AZ.  No change to risk.

																																																						[Mathias, Louise Mrs 07/02/23 14:26:58] Reviewed in Governance Meeting with Mr Zaidi, Dean Packman and Gwennan Hall on 7.2.23.  Cardiology nurses to be included in this Risk.

																																																						[Mathias, Louise Mrs 17/05/23 10:30:54] Reviewed BD,DP,LJ,GH.  Situation has improved.  GH and LJ to re-word.  Update risk level in relation to harm to patients.

		483		SERVICE GROUP RISK		Non-compliance with Mandatory Training Requirements: Nursing		Accepted		Mitchell,  Emma		Hughes, Mrs Fiona		Avoidable patient and staff harm as a result of failure to achieve appropriate levels of mandatory training to support the delivery of healthcare services

		10/29/10		6/30/23		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				16		9		High Risk		8		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Hill, Nigel Mr 22/04/15 14:22:07] 16 may MJ amended type from "Manual Handling Difficulty in releasing staff to attend mandatory training e.g.:

- Fire
- Manual Handing
- Violence and Aggression
- POVA
- Child Protection
- ILS
- Pump training           -Infection Control.". also MJ confirmed risk 404 is incorporated here and therefore 404 closed. Sept  - no changes.May 13 JH update received from LMB.								Training database established to record and monitor compliance. Review for musing staff via care metric and reported to Quality and Safety Committee and LMB-Performance Review. HON receives monthly reports by ward /department on nursing compliance .Monitor closely and escalate as needed.		Mandatory training and compliance is now recorded within the ESR OLM System.Training database established to record and monitor compliance


		0

																																																						[Thomas, Rosa  08/01/16 13:28:43] Mandatory training and compliance is now recorded within the ESR OLM System.Risk reviewed on 12/8/16 by Head of Nursing MDU.Continue to experience problems maintaining Training compliance for MCA/DoLs, PoVA, Child Protection and ILS.


																																																						[Richards, Lee  03/12/18 10:50:47] continued challenges with updating ESR and accessing specific training

																																																						[Llewellyn-Jones, Paula Mrs 27/03/19 09:10:25] GC to review risk grading with HJJ.

																																																						[Anthony, Nicola Miss 18/10/19 14:58:55] Discussed with GC.  Risk remains however score changed 

																																																						[Chohan, Rita Ms 12/08/21 14:27:34] Risk reworded and saved as no change 

																																																						[Taylor, Amy Mrs 10/12/21 09:35:46] discussed in risk register meeting 01.12.2021

																																																						[Taylor, Amy Mrs 17/08/22 16:19:33] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

																																																						[Taylor, Amy Mrs 26/10/22 09:26:53] Discussed with EM. This have improved, risk to remain.
Improved compliance discussed in Board current completion as of August 2022 at 71.67%.

																																																						[Taylor, Amy Mrs 22/11/22 16:25:59] Discussed in Medicine RR meeting 18/11/2022. Ongoing issues however hoping this will resolve with the pay progression steps. Will need further review.  

																																																						[Taylor, Amy Mrs 10/05/23 15:10:56] Discussed in RR meeting 10/05/2023, no change EM will further review. 

		1991				Non-compliance/deviation due to Human Factors (intentional or non intentional - Risk to patient		Accepted		Bissmire, MS Lori		Humphreys,  Tersa		HSDU operate an ISO / IEC 13485 accredited service (Medical Devices - Quality Management System – Requirements for regulatory purposes) – Requirements for regulatory purposes).
HSDU staff undertake multiple activities which are defined and documented to mitigate against deviation as a consequence of human factors.   
HSE’s approach to risk assessment states that an assessment of human failures is implicit in the risk assessment process.   Despite protocols and processes being defined, there is a risk that staff may deviate from these, intentionally or non-intentionally, as a consequence of human factors.  This may result in ineffective decontamination of instrumentation or endoscopes (posing a risk to patient safety) and / or inappropriate use of complex technical equipment (posing a risk to staff safety). 
Human factors refer to environmental, organisational and job factors, and human and individual characteristics, which influence behaviour at work in a way which can affect health and safety.
		7/23/19		10/1/23		Health and Safety		COSHH		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				8		6		Moderate Risk		6		Moderate Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Jones, Cheryl Mrs 23/07/19 11:24:07] 1)	Further review of HSE guidance in relation to Human Factors.
2)	Subsequent application (as required) of HSE guidance to HSDU processes and HSDU induction and training activities.
								1)	HSDU processes are documented (e.g. Work Instructions and Methods, checklists) and reviewed within an ISO 13485 compliant Quality Management System
2)	Staff are trained and competent in their areas of activity
3)	Internal audits are undertaken in accordance with a documented procedure and schedule to provide assurance of compliance, timely completion of corrective actions.
4)	External audits undertaken 6 monthly (previously) and annually from September onward, by the Competent Authority (MHRA)‘s Notified Body.
5)	Opportunities to improve (process and procedures) are discussed at the Monthly HSDU Managers’ Meetings.
6)	Timely completion of actions raised / monitored via HSDU Managers’ Meetings.
				0

																																																						[Bissmire, Lori MS 17/05/21 15:42:00] Risk reduced as far as possible  - Accredited QMS in place on both sites
Full staff training programmes in place - updated accordingly
Annual competency reviews undertaken
Staff fully trained and competent in all areas
Removal of large majority instruments requiring manual clean only - due to human factor.

																																																						[Chohan, Rita Ms 09/06/21 15:40:22] Update - no further update 

																																																						[Bissmire, Lori MS 27/10/21 14:48:32] Training and competency programmes being reviewed and updated, all staff undergo detailed programmes and monitoring prior to being competency assessed.
Annual competency reviews undertaken by all.
Work under strict detailed QMS at all times, risk reduced as far as possible, adjusted risk scores.

																																																						[Bissmire, Lori MS 17/01/22 10:17:32] No further updates

																																																						[Chohan, Rita Ms 11/05/22 10:35:29] risk to remain 

																																																						[Chohan, Rita Ms 18/10/22 10:27:07] risk to remain 

																																																						[Chohan, Rita Ms 07/03/23 15:28:21] risk to remain

																																																						[Chohan, Rita Ms 21/08/23 11:15:44] no changes 

		963		SL/Hosp/200/2016		NPTH endoscopy decont Room  - decontamination risk of conatamination due the inablity to seperate clean and dirty scopes		Accepted		John-Cox, mrs Sandra		John-Cox, mrs Sandra		Manually cleaned scopes awaiting AER Processing (which are still “Dirty”) are kept in a stack on the clean side increasing the risk of a dirty scope being picked up and used on a patient without being processed. Gloves and Aprons used on the clean side to handle clean scopes are kept in the dirty area. Swabs used to dry scopes kept on the hand washing sink with water dripping onto them. Single use valves used on clean scopes kept in dirty area. The only hand washing sink is located in clean area. No working surfaces available in the clean area. Laminated worktop surrounding sinks have started to delaminate exposing chipboard which has started to expand absorbing water. Single Stainless Steel Sinks fixed into place which can be too low for taller members of staff. Exposed Waste Pipe Work has openings. 		8/18/16		9/1/23		Patient Safety		Infection Control		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Gastroenterology		Endoscopy Unit		16		16		High Risk		16		High Risk		High Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  22/05/17 14:00:25] 9/18Decontamination review 25/09/18. 7/18 Awaiting visit,2/18 Snr Decontamination Engineer visiting site to advise
10/17 sinks required to be high/low.
no change								• All Staff are aware of limited space in room 
• Limit Number of staff in Area 
• Team members to Co ordinate when they require to be in the Room 
• All staff to escalate any issues to Nurse in Charge
		• All Staff are aware of limited space in room 
• Limit Number of staff in Area 
• Team members to Co ordinate when they require to be in the Room 
• All staff to escalate any issues to Nurse in Charge
		2

																																																						[John-Cox, Sandra mrs 21/03/22 16:25:53] This remains a risk
Meetings have taken place in regards to the way forward with senior Service improvement manager and capital planning 
Options paper to be completed 
Refurbishment of Endoscopy unit 
Or a outside module building 
Executive Team aware 
Funding required 
Discussed in Endoscopy Board, National Endoscopy Programme and Sub Decontamination committee 
IPC Decontamination aware of the above with All Wales Authorised Engineer 
Protocols in place to limit risks in the current environment 

																																																						[John-Cox, Sandra mrs 17/11/22 14:50:24] Discussed in September 2022 with Capital Planning we required funding to support a new build or a Refurbishment
Remains High Risk   

																																																						[John-Cox, Sandra mrs 10/01/23 08:15:38] JAG review with AP wales risk score AMBER/RED 
The issues need to be addressed 
Environment no dirty and clean split 
Temperature not appropriate 
Fixed height sinks Manual handle risk 
potential of error 

																																																						[Taylor, Amy Mrs 13/06/23 14:36:48] SCJ/AT review. to stay the same. 

																																																						[Chohan, Rita Ms 21/09/23 12:23:26] Waiting for a further JAG review from authorised person

		1392				Number of medical beds required impacting on overall Unit bed capacity, ED capacity and patient safety 		Accepted		Hoskins , Ms Shirley		Hughes, Mrs Fiona		The Medicine Service Group has ongoing challenges with inpatient capacity.  On average the service group has 125% occupancy in allocated beds, impacting on surgical wards and at times other short-stay areas.  This does not patients pre-empted on wards to release capacity in ED. Bed closures and transfer delays on other sites is a concern.  		11/1/17		2/8/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				15		20		Significant		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Llewellyn-Jones, Paula Mrs 27/03/19 08:58:36] Risk discussed on the 27th February with NW,MWR, DP,GC AND PLJ.  Agreed that risk should remain at 20.								The service group work with the site and surgical team to ensure safe transfer of patients wherever possible.  Pre-empt policy is followed.  A paper has been presented at clinical cabinet 31/10/2017 outlining the risks for discussion.  An outlier model has been discussed which aims to reduce risk to patients by cohorting on buddy wards in a more controlled way, decreasing delays to physician review.  A maximum transfer window of 48 hours is proposed to release beds.  		The service group has reduced length of stay and has a 7 day senior review model in place.  All outliers are reviewed daily, including additional resource at the weekend to expedite discharge.  We have 2 senior nurses who review all outliers.  The capacity challenges have been escalated to the senior team and executive team within a number reports and presentations.  Verbal updates are given at the monthly corporate 'Capacity Redesign Meeting'.  The Capita report (2016) supports the capacity deficit, and plans have been discussed to increase bed capacity on the Morriston site through capital investment.  The capacity re-design fits within the ARCH programme. 		0

																																																						[Anthony, Nicola Miss 18/10/19 14:16:21] Discussed with GC - no change.  Risk remains with same score.  Winter plans in place to ensure no further increase in score, ie, admission avoidance, reducing length of stay through various schemes.  

																																																						[Taylor, Amy Mrs 06/12/21 11:13:18] Discussed at medicine risk register meeting 01.12.2021, no change.

																																																						[Holloway, Suzanne Mrs 11/02/22 12:04:56] Datix updated to reflect current service group operational management structures

																																																						[Taylor, Amy Mrs 17/08/22 16:20:42] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

																																																						[Taylor, Amy Mrs 22/11/22 16:45:56] Discussed in Medicine Risk Register Review meeting 18/11/2022. Risk remains the same.

		1500		MORRISTON HOSPITAL		Nurse Staffing Levels Act (2016) Compliance		Accepted		Matthews,  Ceri				Risk of Non Compliance with the Nurse Staffing (Wales) Act

Avoidable patient harm as a result of nurse staffing deficits to undertake both direct and indirect nursing care, in line with the NHS Wales Nurse Staffing Act (2016)		4/1/17		12/31/22		Compliance with legislation and Statutory/regulatory inspections		Legislation (inc Human Tissue Act)		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Hospital Management				20		20		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 24/07/19 16:44:26] Updated Risk Assessment Form received from Nicola Williams, Nurse Director, Morriston Hospital, with a request for Morristons overall risk rating be adjusted in accordance with the RA Form 				6monthly Review of Funded Establishments (Internal & External Scrutiny)
Group and Divisional Quality, Safety & Patient Experience Processes
Risk Reviewed and Escalated on Monthly Basis via HB Risk Exception Reporting Process
Increased focus on Staff Well-being
		Nurse rosters funded to appropriate NSA levels
Nurse rosters completed via electronic system (Allocate) on a routine basis and monitored
Daily/Weekly challenge and risk assessment of operational nursing rosters
Senior Staff member allocated to ensure nurse staff risk assessment on a daily basis (Matron Staffing Rota)
"Pooled" Staff introduced to support high risk areas
Development of service-based workforce planning 
UK based Recruitment
Overseas Recruitment
Increased flexibility around retire and return opportunities
		Sixth Monthly fully review to support Corporate scrutiny panel and Welsh Government requirements under its statutory obligations in law.
Decision made to roster sufficient staff to ensure patient safety in line with NSA requirements in the absence of agreed HB funding. Decision made in line with the full review of risk indicators and made with the support of Executive Nurse Director / Accountable Officer for the HB. However, as these posts cannot be recruited into substantively relying on temporary staffing that cannot always be secured. 
Alternative option to close beds - HB has significant escalated USC pressures due to increased numbers of patients who are medically fit for discharge therefore not a viable option unless HB action taken to reduce numbers of patients who are medically fit for discharge
		Wards being staffed at financial risk when temporary nursing workforce is available to ensure that wards are safely staffed in line with the Act requirements and that patients are appropriately cared for 
Health Board to fund required staffing levels or agree to immediate bed closures   
		0

																																																						[Holloway, Suzanne Mrs 11/02/22 10:07:41] The Nurse Staffing Levels (Wales) Act, which received Royal Assent on 21st March 2016, places an overarching duty on Local Health Boards and NHS Trusts in Wales to ensure that nurses have time to care sensitively for their patients and codifies current best practice for determining nurse-staffing levels. It requires Local Health Boards and NHS Trusts in Wales to calculate and maintain staffing levels in specific clinical areas, which are Adult acute Medical & Surgical wards. 

The Wards at Morriston Unit that fall within the staffing Act requirements are:  Wards A, B, C,D,F,G,H,J,R,S,T,V,W, Powys, Pembroke, Cyril Evans, Dan Danino, Anglesey, Gowers, Cardigan, and Clydach. Until the 1st April 2019, only two wards were compliant with the Act.
 Additional funding was provided to Morriston from 1st April 2019 to staff to the NSA requirements as identified in the Establishment review submission provided to the Executive Team during the summer of 2018. Two further establishment reviews were undertaken in line with the Act requirements and submitted to the Executive Team in October 2018 and May 2019 followed by an Executive led scrutiny panel. The Executive Team has not signed off these submissions. This establishment reviews and submissions identified that initially five wards required a small additional increase in nursing establishment and the second review did much the same due to change in patient profile and / or acuity.  We await the findings of the June 2019 aquity data to challenge assumptions. 


																																																						[Holloway, Suzanne Mrs 13/04/22 13:12:12] Score increased to 20 following discussion with Ceri Matthews (deputising for Group Nurse Director) - increase included in Morriston Risk Exception Report April 2022

HB Risk 51 (1759) is currently scored at 25 (agreed at HB Workforce Committee Jan 2022)


																																																						[Holloway, Suzanne Mrs 29/12/22 09:51:54] Staffing Risk Reviewed and Updated by Head of QS&PE and Head of Nursing Medicine & ECHO (Dec2022) - See updated in controls and assurance

		2921				Office accommodation capacity shortfall breaching IC and H&S Policies		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		9 staff plus Ortho Geriatric team approx. 4 or more at various times 		1/7/22		8/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics		Ward A(Morriston)		16		6		High Risk		1		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Mathias, Louise Mrs 09/03/22 08:33:59] Reviewed in T&O Q&S 8.3.22 (PW, BD, ClB, HW, MJ, LM, CP) - Risk Accepted.								Efforts have been made to de clutter and staff try to use alternative computers however this is not always possible.

Accommodation options reviewed- unable to locate alternatives
Highlighted issue re Ortho geriatric team and their use of this room to Medicine management team for their input – this team has recently further expanded adding further to the risk 

Staff are aware of the risk and aware of the policy’s in regards to the use of PPE and social distancing. 
Adding risk to Risk register – SBAR completed – 
Request being sent to Accommodation management team for review at meeting as soon as possible.				0

																																																						[Mathias, Louise Mrs 09/09/22 09:27:12] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.  Risk to be reduced to 12.

																																																						[Mathias, Louise Mrs 17/05/23 09:34:46] Reviewed BD,LJ,CLB,RJ.  Some staff have moved.  Still overcrowded.  RJ to review risk ?remove.

		3121				Olympus MULTIDEBRIDR HAND PIECE for Singleton 		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		Replacement hand piece required for the  DE MDHP100A ANG MULTIDEBRIDR HPIECE. 

Cannot be repaired.

Risk of cancellation on the day of surgery 		9/26/22		9/26/22		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				15		15		Significant		1		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate																0

		1457				OMFS waiting List for New Outpatients		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		There are a large number of patients awaiting a first outpatient appointment within Oral and Maxillofacial Surgery including patients categorised as routine and urgent. 		12/13/17		6/30/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				9		12		Significant		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Le Brocq, Charlotte Mrs 19/06/18 11:33:20] Numbers of patients has reduced to circa 60 waiting over 26 weeks for a first outpatient at the end of June 2018 however this will still require a number of WLI clinics to maintain. Progressing plan to re-direct routine Oral Medicine referrals to Primary Care to enable sustainability.								WLI clinics are being undertaking to try and manage the numbers of patients however despite these the numbers will continue to grow due to the volume of patients being referred by GDP's and GMP's.		A proposal has been developed between MDU and Primary Care for appropriate routine/urgent oral medicine patients to be triaged and managed by Primary Care, this proposal is to be presented to the Exec Board in December 2017 for approval.		0

																																																						[Anthony, Nicola Miss 08/08/18 15:37:20] Whilst waiting times have reduced, remains an unsustainable service.  

																																																						[Le Brocq, Charlotte Mrs 12/10/18 12:17:53] Protocols agreed October 2018 further meeting arranged to discuss start date.

																																																						[Anthony, Nicola Miss 13/12/18 11:01:00] Update from CL-B - routine waits have reduced (now have circa 40 patients waiting >26 weeks at end of December) however urgent waits continue to be longer than desired.  Further work is required on this.  Risk amended to reflect current urgent waiting times 

																																																						[Le Brocq, Charlotte Mrs 23/01/19 14:19:14] Update - Routine waits still around 40-50 over 26 weeks at end of Jan 19, working continuing to reduce wait for routine and urgent patients.

																																																						[Anthony, Nicola Miss 19/03/19 15:33:24] Update requested from CLB 

																																																						[Le Brocq, Charlotte Mrs 03/04/19 11:44:25] New outpatient waits have risen to 270 forecasted for end of April 2019, due to Consultant sickness. Consultant due back June/July and a new Consultant is commencing 1st May.

																																																						[Anthony, Nicola Miss 18/07/19 11:04:54] Predicated 70 patients >26/52 at end of July 2019 however severe difficulties in running additional clinics to reduce this number due to new tax regulations and lack of availalbe consultants (Mr Kittur had been on long term sick/back in work but only normal timetable), other substantive cons on retire and return (reducing from 13 sessions to 8) - awaiting confirmation WLIs will be undertaken 

																																																						[Anthony, Nicola Miss 06/09/19 14:32:55] As of Septmeber predicted 50 patients waiting >26/52.  Tax issues remains with no WLIs.  Mr Kittur only completing WLI for USCs.  

Locum Consultant in post undertaking oral med extra clinics 

																																																						[Le Brocq, Charlotte Mrs 25/11/19 11:55:35] November 2019 - New Primary Care Pathway commenced on the 5th November. New pathway to be monitored. WLI clinics still being undertaken to achieve zero patients waiting >26 weeks in Nov 2019. 

																																																						[Anthony, Nicola Miss 18/08/20 11:55:25] Update from CL-B
The wait for new OP was reduced to zero over 26 weeks in Feb 2020 however due to the COVID-19 pandemic we have circa 800 patients waiting over 26 weeks in July 2020.

																																																						[Le Brocq, Charlotte Mrs 22/12/20 11:55:51] There has been a significant increase in waiting times within OMFS there are patients waiting over 52 weeks for a New outpatient appointment because of reduced capacity due to COVID-19.

																																																						[Le Brocq, Charlotte Mrs 12/05/21 15:27:26] In April 2021 the service increased its OP appointments by circa 30 patients per week, this was possible via a reduction in appointment times from 30 minutes per appointment to 20 minutes. The service is also reviewing the possibility of increasing further via use of the virtual waiting room introduced onto the Morriston site in May 2021 this should be functional in early June.

		3241				OPT Unit at NPTH over recommended replacement age, poses risk of cyber-attacks as the window system cannot be updated		Accepted		Sparkes, Mrs  Janine				 OPT unit at NPTH is over recommended replacement age. Equipment cannot receive updates due to the Windows XP operating system. Risk of cyber-attack is linked to the windows XP operating system. Equipment faults occurring regularly. 
If system fails, the service will be unable to provide OPT imaging for minor injury unit at NPTH.
		1/10/23		7/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												system is serviced via maintenance contract.		Switch unit off when not in use  prevent cyber-attack. 
Place on Health board capital replacement register and national imaging equipment programme
		0

		710		SS710		Orthodontic capacity		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Currently funded 3 sessions WHSSC and 3 sessions funded through SBUHB
Against the benchmarked business case, 7 sessions of orthodontic treatment was recommended to deliver treatment across the two hospital sites, Morriston and UHW.
Orthodontics is required to monitor growth and development, provide interceptive care, monitor oral status and prepare patients for a number of different surgical interventions during their lives. Whilst we have the resource to cover the MDT clinics including: assessment for Alveolar bone cases, 12 year assessments and orthognathic clinics, there is a lack of resource to undertake timely orthodontic treatment.

The current consultant prioritises the cleft workload however; there are still waiting lists for delivery of treatment as well as surgical planning and development of treatment protocols.   Current waiting times for orthodontic treatment is in excess of 2 years. Therefore, it is essential that additional resource is funded for the timely treatment of patients with cleft. 

Delays in treatment will have a direct impact on patient care and delay other areas of cleft care such as orthognathic surgery. Poor PAR outcomes were experienced in the National dashboard in 2019, not reaching the agreed National standards, as described in the National service Specification.

In addition, the orthodontic consultant may train dental nurses in oral hygiene and dietary advice in order for them to apply fluoride vanish to teeth on both Cardiff and Morriston sites. Presently there is only one dental nurse trained in this technique. This is a well-recognised technique and in keeping with national guidelines. All children should have it applied 2-4 times/year as it has been shown to reduce dental decay. Currently this is not happening for cleft children due to a lack of trained dental nurses
		12/8/15		6/30/21		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				12		12		Significant		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 08/08/18 15:39:44] Update from Specialty Manager received as per amended risk in brief  								New patient clinics being converted to treatment clinics where possible for consultants.  The situation will be eased from Jan 19 when one ST4 returns from mat leave and the return of the OT in May 19.  			Meeting to discuss short, medium term options. Numbers of new patients being reviewed to assess impact on waiting list.
Therapist agreed to come back from maternity leave in short timescale.
		0

																																																						[Le Brocq, Charlotte Mrs 10/06/19 13:45:02] Orthodontics continually reviewing capacity to enable new/fup patients to be seen as timely as possible. Situation has improved due to the return of an ST4 and Ortho Therapist from Maternity leave.

																																																						[Anthony, Nicola Miss 25/06/19 21:56:34] Risk description updated by CL-B

																																																						[Anthony, Nicola Miss 06/09/19 14:28:25] Orthodontic consultant has increased cleft sessions September 2019 by 1 which should have some positive impact on waiting times.  

																																																						[Anthony, Nicola Miss 18/08/20 11:59:54] Update from CL-B
An additional session was allocated to the orthodontic service in late 2019 for the Cleft service. 

																																																						[Le Brocq, Charlotte Mrs 12/05/21 15:44:13] Continuing inadequate capacity for Orthodontic new patients staff shortage issues have been exacerbated by a reduction in Outpatient capacity as a result of the Covid-19 pandemic. More consulting rooms needed to meet the demand of the service, rooms need to be suitable for dental patients. H&N OPD is currently sharing the accommodation with other services due to the commissioning of the Enfys critical care unit in the main OPD dept at Morriston.

		2149				Parkinsons Centre/Jill Rowe Unit - unfit for patient care potential risk to patient and staff 		Accepted		West, Mr David		Hughes, Mrs Fiona		Clinical accommodation housing services for Neurology patients are ageing becoming unfit for purpose.
-The Parkinsons Centre at Gorseinon hospital is suffering leaks in wet weather and the windows and roof and starting to decay.
-The Jill Rowe Neuro Ambulatory unit at Morriston was assessed by capital planning in 2018 and given a 5 year life span for the structure. Due to expansions of treatments it is already full to capacity.
-Structural failure of these buildings mean they may no longer be suitable for patients to be seen in therefore a new dedicated space is required to replace them. 
		10/17/19		10/31/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				12		20		Significant		2		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Taylor, Amy Mrs 27/09/21 15:12:48] -reviewed 27/9/21. 
-Estates being called to repair leaks/faults but no long term sustainable replacement yet identified.
-On capital planning list for renewal. 								-Estates being called to repair leaks/faults but no long term sustainable replacement yet identified.
-On capital planning list for renewal. 
				0

																																																						[Taylor, Amy Mrs 17/08/22 16:33:46] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
On capital prioritisation program, no funding at the moment.

																																																						[Taylor, Amy Mrs 26/08/22 09:23:41] AT CT reviewed 26/08/22
Still on capital planning renewal list, discussed in bimonthly MDU health and safety meetings. 

																																																						[Taylor, Amy Mrs 22/11/22 16:53:02] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 12/01/23 12:43:18] Risk Handler amended from CT to DW

																																																						[Taylor, Amy Mrs 22/03/23 15:11:34] DW and NB reviewed 22/03/2023 no change.

																																																						[Taylor, Amy Mrs 10/05/23 13:47:34] Update as of 09/05, service needs outgrowing accommodation. Assessment of supply and demand to be completed and put to space allocation committee at Morriston. 

																																																						[Chohan, Rita Ms 21/09/23 15:43:49] Due to recent rat infestation this risk has been increased 20 

																																																						[Chohan, Rita Ms 21/09/23 15:44:23] link to incident 38211

		846				Patient and staff safety risk due to poor flooring on Cardigan Ward		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Flooring in a poor state of repair allowing built of dirt between the seals.  		4/19/16		9/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 		Cardigan Ward(Morriston)		6		9		Moderate Risk		2		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Thompson, Kerry  19/01/17 16:18:22] No change 								Extra cleaning requested by ward Manager.
Risk added to Risk Register.
Staff advised to complete IR1 in the event of an incident.
Review in 3 months		Torn flooring repaired in August 2020.

March 2021 - repair of ward floor to be explored as part of ward refurbishment programme.  
temporary flooring being put down, escalated with estates		1		InghamJones,  Sarah (Inactive User)		4/30/18		Communication

																																																						[Thompson, Kerry  04/04/17 11:17:19] no change

																																																						[Thompson, Kerry  06/07/17 15:03:20] no change

																																																						[Thompson, Kerry  15/06/18 14:18:08] Floor remains the same.


																																																						[Llewellyn-Jones, Paula Mrs 22/03/19 14:21:43] Reviewed no change. Not a priority on refurbishment list.

																																																						[Richards, Lee  14/06/19 14:50:38] Tracey Owen has advised that a request for a quotation will be made and the cost will be fed back.

																																																						[Anthony, Nicola Miss 18/10/19 15:22:22] Discussed with GC.  Service is unable to decant patients to another area and replace floor.  Risk remains at present 

																																																						[Owen, Tracy  03/01/20 13:41:08] Quote has been requested from planning. Unable to decant patients at present.

																																																						[Chohan, Rita Ms 16/11/20 13:01:07] floor has been repaired where possible, however floor still needs refurbishment.  

																																																						[West, David Mr 10/03/21 10:23:46] update march 2021 with update. 

																																																						[Taylor, Amy Mrs 06/10/21 13:13:15] SS advised still awaiting refresh program

																																																						[Taylor, Amy Mrs 01/12/21 13:50:24] Discussed in Medicine Risk Register meeting today. no change.

																																																						[Taylor, Amy Mrs 25/03/22 09:36:48] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead.  Risk rating increased to 9.

																																																						[Taylor, Amy Mrs 17/08/22 16:05:54] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
Will be further reviewed in Renal meetings. HoN EM will also further review in connection with IPC.




																																																						[Taylor, Amy Mrs 10/05/23 16:49:31] Discussed in Medicine Risk Register Review meeting 10/05/2023 no change. Temporary flooring being put down, LM escalated with estates.

																																																						[Chohan, Rita Ms 15/09/23 15:32:17] No change 

		2912				Patient harm and delay to diagnosis and treatment due to limited availability of suitable beds for radiological procedures 		Accepted		Simmonds, ms Alexandra				There are currently delays noted in the ability to secure beds for patients requiring interventional radiology procedures. This is due to y the suspension of TAU at Morriston and the lack of the availability of beds in Morriston. 		12/9/21		7/31/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology		16		16		High Risk		6		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 24/11/22 17:07:52] Situation has escalated as TAU is now an orthopaedic ward								-strong relationships with TAU staff with close communication
- early communication of requirements
- DATIX records incidents of patient delays
- options are being explored to develop a prioritisation framework for TAU to include the demand for Radiology and other speciality procedures.
- active staff engagement to prioritise re-booking ASAP when cases or cancelled or beds unavailable
 Further Options pursued to resolve this issue are:
•	Hope for better access to TAU in Morriston,
•	Improve pathways in Singleton somehow (and see if medicine could look after surgical patients on medical day unit) 
•	or revisit radiology having a couple of their own beds in the department to avoid these issues
		- Unit management team aware of site pressures and actively managing surge on a daily basis to mitigate wider impact to TAU and other areas.
- surge areas only utilised when site hits high level of risk, visibility of risks are escalated to Exec and WAG routinely
		0

																																																						[Chohan, Rita Ms 13/01/23 12:23:50] Previously slots on AEC but recently due to hospital pressures and limited patient flow these slots have been taken, therefore risk raised to 20 today.  NPT nurse support biopsy leaving causing further risk.  

																																																						[Chohan, Rita Ms 05/06/23 15:15:03] NPT nurse supporting biopsies has been replaced.
Currently short term agreement with AEC for lung biopsies 
Business case radiology day unit has been  submitted, funding stream provisionally agreed by Craige Wilson. 

Group agrees downgraded risk from 20 to 16 due to these developments will be updated should anything change.

		1791		Workforce deficit		Patient harm and delayed diagnosis and treatment due to the fragility of radiology breast services		Accepted		Watts, Mrs Victoria		Simmonds, ms Alexandra		There are still pressures on the service due to mammography imaging targets these have  improved recently  partly due to successful recruitment and partly due to additional activity.  Further recruitment of breast mammographers will be required to utilise the new equipment further radiologists and mammographers for the anticipated work load from Cwm Taf. 		12/4/18		7/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology / X Ray Department		20		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Simmonds, Alexandra ms 22/01/19 13:27:03] - agreement to share the consultant radiographer based in HDda has taken place and is with HR for processing. this will supplement workforce.
- a VCP request has been approved and RCR approval sought for a consultant breast radiologist role.the advert will be out for Feb
- Singleton site manager performing a service review and action plan to identify any further areas for mitigation.								Staff review completed and vacancy raised for Breast radiographers and band 3 support staff.   Successful upgrade for advanced practice role.
Potential for adhoc clinics as required.
		as above

		1		Watts, Mrs Victoria		5/9/19		Allocation of action plan monitoring to a specific group		to review the workforce for breast service at singleton and establish if current staffing provides a sustainable modelto meet the demand. to capture viewpoint of medical and AHP workforce.

																																																						[Simmonds, Alexandra ms 22/01/19 13:37:36] - due to a recent complaint a review of the reporting backlog was undertaken and it was established that the management team at PoW had provided innaccurate details surrounding the actual number of patients waiting. further to this a reporting session offered hadnt been taken up by the management team at PoW and a further session not organised with Dr J Blethyn.  all areas to be reviewed by V little with the team and form part of the action plan.

																																																						[Simmonds, Alexandra ms 02/05/19 11:21:51] consultant radiographer now in post - service stabilising. Review to take place end of may to understand whether service is now sustainable for demand.

																																																						[Simmonds, Alexandra ms 02/07/19 13:20:07] reviewed with consulat breast radiologist - advised that staffing is still an issue although much improved now consultant radiographer in post. training for advanced practice required with current traine still developing.

review as part of vacancies for medical workforce.

																																																						[Chohan, Rita Ms 11/02/20 11:53:34] Risk reviewed by RC/JT/VL

																																																						[Chohan, Rita Ms 24/05/21 12:24:21] Working on our advanced  practice radiographer, one trainee mammograph qualified in Aug. Succession planning in progress.  Bank staff to cover shifts,  due to insufficient staff in workforce. 

																																																						[Chohan, Rita Ms 28/09/21 15:11:39] No change - Advanced Practice up and coming - however still work in progress, awaiting finance approval.

																																																						[Chohan, Rita Ms 04/10/21 11:00:25] Risk increased as this issue is still ongoing from 6 to 12

																																																						[Chohan, Rita Ms 01/11/21 15:34:02] Work progressing to confirm funding f or new cons post - advertise feb 2022 - internal training speciality doctor in Neath to improve training.  Cwm taff Health Board repatriate NPT - more work for the HB from surgery and radiology.

																																																						[Chohan, Rita Ms 01/02/22 14:03:29] interviews in Feb 2022 

																																																						[Chohan, Rita Ms 05/06/23 15:27:03] Continued recruitment is required to support the planned ending of the CWM TAF SLA.  Awaiting confirmation of funding to support this work.

Reviewing the skill mix within the breast radiology service in order to utilise the new equipment.

		231		CSS Critical care 2013 		Patient harm as a result of healthcare acquired infection due to an inadequate isolation cubicles and environmental factors		Accepted		Wade, Ms Louise				Patient isolation facilities 
Within the Welsh Assembly Government's document: Healthcare Associated Infections: A Strategy for Hospitals in Wales, there is a requirement for Patients to be treated in a physical environment that minimises the risk of infection.  HB's are required to provide appropriate isolation facilities to meet their needs. 
Within the Divisional Healthcare Associated Infection Action Plan, it has been identified that there are insufficient single rooms to provide adequate isolation facilities. 
There are competing demands for single rooms caused by the increasing numbers of patients with multi-resistant bacteria and patients presenting with gastro-intestinal symptoms		5/29/13		12/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				20		15		High Risk		9		Significant		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Kennedy, Wendy Mrs 11/01/15 14:25:08] Old DATIX ID 861								Inadequate single rooms to provide appropriate isolation facilities. There are only two cubicles for the 28 beds 
Patients who have infections, or suspected infections. that require isolation, and patients who are colonised with multi-resistant bacteria, who should ideally be nursed in isolation in a single room, are being nursed more frequently in open bays.  
There is an associated risk of increasing the environmental bio-burden, with a subsequent potential increasing the risk of cross-contamination to other patients		Ensure HB Infection Control Policies are enforced 
Ensure HB decontamination of equipment policy are enforced 
Regular infection control audits of practice
Regular audits of environment 
Regular hand washing updates 
Regular hand washing audits as recommended by the infection control team
Wash hands before and after contact with each patient or their physical space within the department.
Wear gloves and aprons when in contact with patient and their environment 
MRSA Screening undertaken for patients on admission to unit
Consider the placement of patients to avoid exposure		0

																																																						[Kennedy, Wendy Mrs 26/03/15 12:53:13] HB WIDE

																																																						[Otter, Gemma Mrs 07/06/16 11:21:55] Meeting arranged with Des Keighan and Mike Bond to discuss risk, as joint responsibility with Estates and ITU.  Dr Paul Temblet is obtaining quotes for cubicle.

																																																						[Otter, Gemma Mrs 30/01/17 09:45:16] Quote retrieved  - WG money and development plans to give MH ITU x 1 negative pressure isolation room

																																																						[Jones, Cheryl Mrs 15/03/18 10:50:14] Risk reviewed during meeting on 13.03.18.  For further review at a later date.

																																																						[Jones, Cheryl Mrs 27/06/18 11:44:47] Risk discussed on 26.06.18.  For further review in September 2018.

																																																						[Hoskins , Shirley Ms 16/11/18 14:41:47] Additional isolation facilities commissioned within Ward S with a plan for further facilities within ED.

																																																						[Gorst, John Dr 14/12/18 09:15:44] Risk reviewed and felt appropriate scoring CT/JG/CJ/RC
No update on further development

																																																						[Gorst, John Dr 24/05/20 13:36:25] JG - As discussed in Q&S meeting - risk up-rated to 25
Unable to adequately segregate COVID confirmed with COVID suspected.
Risk of infecting non-COVID patients due to inability to isolate suspected patients.
Suspected patients are admitted on a almost daily basis being needlessly exposed to COVID patients - mortality from COVID is very high (e.g. 40% if an emergency laparotomy contracts COVID)  

																																																						[Gorst, John Dr 29/01/21 12:02:25] JG/LW/EH - ongoing risk with COVID with inability to segregate suspected cases alongside 'normal' IP&C risks. Recent examples of inability to segregate MDRO patients. No easy fix within current infrastructure. Some of the mitigation factors involving training have reduced in last year due to COVID demands. PPE use also reducing IP&C mitigation of not having cubicles.

																																																						[Gorst, John Dr 27/05/21 15:57:55] Ongoing risk exacerbated by need for isolating all new admissions pending testing COVID. Ongoing incidents of inability to isolate C.diff etc. recurring cases of infection within unit potentially linked to reduced ability to clean.

Needs HB direction on whether unit re-design is likely in future or if new cubicles need to be put in place within existing footprint.

Will investigate semi-permanent cubicles

Likely reduce risk to 5x4 as COVID consequence likely reduced now (vaccination etc).

JG/LW/EH/RC

																																																						[Gorst, John Dr 02/09/21 11:11:09] Number of c.Diff cases and other infections now means that at least weekly we are not in a position to isolate some patients. Therefore increase frequency. Impact downgraded to moderate as most frequent impact is extended length of stay (but can rarely be more severe).

Need for isolation facilities likely to increase due to COVID and other respiratory virus.

Need to re-invigorate engagement with 3rd party cubicle providers to explore potential - although feedback from other units is not positive (difficult to work in especially if high acuity, very claustrophobic for patients)

																																																						[Gorst, John Dr 17/01/22 12:56:49] JG/LW/RC Risk reviewed

Ongoing investigation of providing more cubicles in existing +- expanded footprint

																																																						[Gorst, John Dr 20/07/22 10:57:32] IP&C measures are controlling spread of multi-resistant organsims despite lack of cubicles

Burns co-location will result in increase in cubicle provision in short and longer term

JG/RC/LW

																																																						[Gorst, John Dr 05/12/22 13:28:17] Pre meeting notes (JG)
This risk should incorporate the risk of lack of isolation facilities to manage increase focus on airborne virus' including COVID and influenza.

There is ongoing, currently weekly (daily in last week), exposure of uninfected patients to known influenza and COVID.

The risk of severe harm is present, but the frequent exposure is not currently resulting in evidence of severe harm therefore leave as 3x5=15

																																																						[Chohan, Rita Ms 14/04/23 12:15:37] Burns relocation project with WG to approve.  

																																																						[Chohan, Rita Ms 12/10/23 12:41:59] Risk is the same, may go up during the burns relocation build, maybe closed following phase 2 of burns ITU.  

		945		SL/AE/193/2016		Patient ID checking/ use of addressographs		Accepted		Holloway, Mrs Suzanne		Holloway, Mrs Suzanne		Avoidable delays in the provision of clinically required treatment as a result of incorrect use of paper based addressograph information withn pathology and radiology.		9/1/22		3/31/23		Information Governanace and Communication		Records Keeping		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)				Accident & Emergency				3		2		Low Risk		2		Low Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  11/08/16 14:35:02] agreement for a paperless system has been agreed at government level. All staff need to ensure they double check before placing an arm band or demographics labels on paperwork and patients. Risk reviewed on 12/8/16 by Head of Nursing MDU. 				Quarterly Review of IG Incidents at Service Group level
Report Update to Health Board Information Governance Board
		Patient Safety Incidents monitored within 2days of reporting
		Countersign each addressograph used to demonstrate that this has been checked. In future, paper-free requests may make the use of pre-printed labels obsolete. Spot audit arm band		Funding for a paperless system has been agreed at government level		1		Holloway, Mrs Suzanne		12/13/22		Process Review		Please see attached report

																																																						[Siddell, Sarah Mrs 17/09/18 17:23:44] Reviewed by Sarah 17.09.18

																																																						[Siddell, Sarah Mrs 07/02/19 11:52:54] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 10/02/20 13:41:09] Reviewed by Sarah & Rita 10.02.2020

																																																						[Hoskins , Shirley Ms 17/06/20 11:09:44] This is a unit risk as opposed to a ECHO specific risk.

																																																						[Holloway, Suzanne Mrs 11/02/22 10:12:41] Addressographs are used on forms for radiology, and for pathology requests and bottles. Errors may occur if the wrong patient's addressographs are used.

																																																						[Holloway, Suzanne Mrs 28/12/22 13:18:06] Risk Entry Reviewed and updated: Number of IG Incidents monitored on a quarterly basis. No events resulting in harm identified. 

PLEASE NOTE RISK OPENED DATE ADJUSTED TO REFLECT REVIEW

		2479				Patient safety and overall experience comprised due to prolonged wait for Triage assessment 		Accepted		Mitchell,  Emma				Prolonged wait for triage assessment compromises patient safety, overall patient experience and 4 hour waiting times target. 
Loss of experienced nursing workforce to bank and agency limiting triage capacity
Multiple reviews of triage both internal and external (healthcare systems engineering review) identified 3 nurses required as a minimum - we are not funded to this establishment and current ED footprint does not allow for 3 triage rooms.		9/16/20		6/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				20		20		High Risk		8		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 21/09/21 14:52:58] Additional staff being trained for triage, support from senior staff to jnr staff to ensure they are confident in decision process.  Requsition for dedicated triage phone to ensure prompt re direction of patients.								Increased triage training
Bank and agency regular staff trained in MTC
Regular audit
Triage improvement project within department				0

																																																						[Chohan, Rita Ms 17/01/22 14:52:54] 43 staff trained.  refresher training - two triage room.  Linking with capital planning to redesign the rooms and appropriate areas and work with GP hub reduce numbers attending.

																																																						[Chohan, Rita Ms 25/03/22 12:06:55] updated risk

																																																						[Chohan, Rita Ms 11/10/22 11:14:25] persistent overcrowding impacting the availability of nurses in all area 
 Zoning in waiting room aiming to identify unwell patients while waiting for treatment. No further improvement.

		796		MSK-08 old 663		Patients at risk of deteriorating on waiting lists due to Inability to meet RTT access targets		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Pre-COVID there more than 4000 outside of RTT within T&O alone.  We could compare this figure with the whole of the UK of patients waiting >52 weeks at 1613 for all surgical specialities.  

Post-COVID figures rising exponentially because of inability to perform any orthopaedic elective work 		5/25/12		8/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		20		Significant		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 22/10/18 14:55:55] Current RTT combined ortho/spinal position stage 5 >52 weeks is 700 patients.  
Stage 1 for both specialities is all patients seen within 26 weeks. 
Some patients identified as past operable stage therefore resulting in harm  
Ongoing outsourcing to treat appropriate patients, review of IPWL/DC w/list, review of options at NPT (19/11 ASA 1 joints to go ahead).  								Prior to COVID suitable patients being outsourced to non-NHS providers and support given for patients to be treated within the European Unit if appropriate.  Unfair discrimination to the sickest patients as ASA 3 and 4 unable to be outsourced 				1		Anthony, Miss Nicola		11/15/20		Actions coded through the complaint		RTT figures to be received from VG

																																																						[Packman, Dean Mr 28/01/19 11:00:08] Risk reviewed and amended in light of D&C plans for 2019-20.

																																																						[Anthony, Nicola Miss 07/03/19 12:27:45] D/w Neil Miles & HON - RTT monitoring times conitnue to be monitored.  Rcognise there is a risk to patients around potential harm as a result of lengthy waiting times, ie, passed point of surgery and more complex surgery.  Conintue to monitor waiting times 

																																																						[Anthony, Nicola Miss 16/04/19 16:00:56] D/w Mark Ramsey 10/4 Additional list available at NPT for some options.  Reinstigated Friday T&O meetings where Neil Miles/Mark Ramsey/Mark Holt/Dean Packman meet to discuss current concerns re ortho waiting times 

																																																						[Anthony, Nicola Miss 17/06/19 08:15:28] Update from Specialty Manager regarding current position: 

* Continued work in theatres regarding workforce plan to improve complement of theatre scrub team staffing (previous significant deficits). Expected to be fully established (with some headroom) by September 2019

* Current RTT profile:
                Ortho           Spinal
>104wks         21                3
>52wks          473               117
>36wks          1151              268

*  Ward W remains breached to accept swabbed patients for 5th time this year.  Delivery Unit working on trying to facilitate relocating patients and Bioqueling ward however current number of medically fit patients within MDU are making this difficult.  


																																																						[Anthony, Nicola Miss 10/09/19 13:12:54] Ward W remains breached, discussion due 16/10/19 with semior/exec colleagues regarding elective orthopaedic actvity at Morriston site

																																																						[Anthony, Nicola Miss 11/09/19 16:23:57] Current RTT position: 
          
>104 weeks 45    
>52 weeks  604   
>36 weeks  1454  

																																																						[Anthony, Nicola Miss 08/01/20 14:38:16] Sustained 12 bed elective facility on Morriston site despite unscheduled care pressures.  

Unable to achieve further bed capacity in the short term with the combined limiting factor of theatre capacity.  

The Health Board is lookign at conintuing outsourcing but also a temporary solution of two theatres and 20 beds demountable as a more sustainable way of delivering the orthopaedic requirements with the delivery unit.  

time scales for the above are within the next three to six months.  

																																																						[Mathias, Louise Mrs 25/02/20 13:25:07] Risk reviewed by T&O Q&S Group.  No changes to risk rating.

																																																						[Anthony, Nicola Miss 30/07/20 14:20:56] Risk descriptor refreshed - await outcome of executive team discussion with WG mid-August in relation to options appraisal which has been undertaken by Morriston Unit Directors and Executive team. 

																																																						[Anthony, Nicola Miss 07/10/20 12:13:22] RTT Stage 5 position needs to be provided by VG and amended in the risk description 
Now have evidence patients are coming to harm with increased complaints / redress / severity of condition.  
Any complaints / incidents to be linked to the risk - see email in documents 
CJT will email consultant body in relation to patients coming to harm, ie, IR1 to be completed which Q&S team will link to risk 

																																																						[Anthony, Nicola Miss 08/10/20 12:41:04] Current inpatient waiting list for orthopaedics 4480 (September 2019 total was 2103

																																																						[Anthony, Nicola Miss 04/11/20 14:55:56] Validation letter being drafted and will be sent to patient with a PROMS questionnaire to assess their current condition 

																																																						[Anthony, Nicola Miss 15/12/20 08:14:37] Req to Carol Owens for RTT info stage 5 for Ortho / Spinal 

																																																						[Anthony, Nicola Miss 16/12/20 16:16:15] End of November
52 weeks
Spinal	537
Trauma & Orthopaedic	3102

36 weeks
Spinal	734
Trauma & Orthopaedic	3974

26 weeks
Spinal	777
Trauma & Orthopaedic	4049


																																																						[Anthony, Nicola Miss 09/02/21 08:20:02] Current position as presented at T&O team: 
10,000+ patients waiting to see surgical team

																																																						[Anthony, Nicola Miss 15/04/21 11:01:32] Directors RR review 01/03/21 - Elective Orthopaedic Centre approved at WG level 

																																																						[Mathias, Louise Mrs 21/09/21 14:24:50] Validation ongoing.  Doctor Doctor done for 200 patients.  All want to remain on waiting list.

																																																						[Mathias, Louise Mrs 15/06/22 10:32:40] Risk reviewed in meeting on 9th June 2022 with Brett Denning, Charlotte Le Brocq, Louise Jenvey & Rhiannon Jones.

No change\update.

																																																						[Mathias, Louise Mrs 17/05/23 08:52:48] Reviewed BD,LJ,CLB,RJ.  Remove communication.  Update numbers CLB - reference NPTH project and when activity will start.  HSDU to use Hywel Dda.  August.

		2031				Poor image quality and some higher radiation doses due to ageing Phillips MD4 Fluoroscopy screening room, risk to pt and service		Accepted		Sparkes, Mrs  Janine		Simmonds, ms Alexandra		Phillips MD4 Fluoroscopy screening room date of manufacture is 2002 recommended replacement date is 2009.  10 years over recommended replacement date, continued fragility of equipment may cause complete breakdown of equipment and raises the risk of lack of service. 		8/28/19		6/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology / X Ray Department		12		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Jones, Cheryl Mrs 12/09/19 14:21:13] Risk accepted following a meeting with Radiology staff on 12.09.19.								Regular equipment maintenance is in place.				0

																																																						[Chohan, Rita Ms 24/05/21 15:06:45] reviewed today, no further updates treat risk with movement of patients to other units for certain examinations due to the poor quality of images. 

																																																						[Chohan, Rita Ms 28/09/21 16:09:39] no change 

																																																						[Chohan, Rita Ms 01/02/22 14:20:18] the equipment will not be replaced but patients will referred to another site or imaged by another modality 

																																																						[Chohan, Rita Ms 13/01/23 13:20:57] national imaging captial programme - no replacement date yet.

		1301				Poor patient experience and care due to access challenges for patients with Acute Neurological Problems		Accepted		West, Mr David		Hughes, Mrs Fiona		The Neurology clinical team and partners in Hywel Dda UHB are concerned that access limitations are apparent for patient with acute neurological conditions requiring inpatient management.  This results in some patients from the community being treated in ED rather than through direct admission, and transfer delays from West Wales.  		7/26/17		10/31/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				12		16		Significant		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Llewellyn-Jones, Paula Mrs 27/03/19 09:29:59] JB Assistant Service Group Manager is running a pilot in neurology regarding accessing beds.

GC to seek update from JB. TH Interim Associate Service Director also has an interest.								The neurology team works in collaboration with the bed management team to prioritise patients for admission. We have developed a number of ambulatory pathways to avoid admission and aim to enhance these further. 

  		We have a stakeholder group with HDUHB looking at pathways to ensure we can improve access.  We are developing a performance framework in an attempt to measure outcome and experience for patients. 		0

																																																						[Anthony, Nicola Miss 18/10/19 15:03:22] Pilot has been completed.  Service group still having difficulties due to bed capacity on Gowers Ward and ability to access these Neuro beds due to medical outlier pressures.  Score reviewed and discussed.  Due to daily access constraints, score increased 

																																																						[Taylor, Amy Mrs 01/12/21 13:13:22] Discussed at RR meeting today. No change.

																																																						[Taylor, Amy Mrs 01/12/21 13:14:22] Discussed at RR meeting today. Signal version 3 has been requested for central waiting list facility. 

																																																						[Taylor, Amy Mrs 26/08/22 09:27:03] AT CT reviewed 26/08/22
being highlighted through the regional neurological conditions held by ARCH and pathways being explored to improved access for this cohort of patients

																																																						[Taylor, Amy Mrs 22/11/22 16:44:46] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 12/01/23 12:43:56] Risk Handler amended from CT to DW

																																																						[Taylor, Amy Mrs 22/03/23 15:12:42] DW and NB revived 22/03/2023. No change.

																																																						[Taylor, Amy Mrs 10/05/23 13:54:14] Discussed at RR meeting 10/05 and rating increased to 16.

																																																						[Chohan, Rita Ms 21/09/23 12:36:51] patients access is frequently raised as an issue - no change 

																																																						[Chohan, Rita Ms 21/09/23 12:38:22] daily meeting to discuss repat patients 

		958				Poor patient experience, due to mixed sex accommodation 		Accepted		Wade, Ms Louise		Matthews,  Ceri		Due to constraints on infrastructure bed accessibility unable to segregate different sexes.
Therefore patients nursed in mixed gender accommodation in following areas within Clinical Support Services:
ITU North
ITU East
ITU West
ITU South
HDU South
		8/17/16		11/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				10		10		Significant		2		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Otter, Gemma Mrs 06/12/16 14:09:04] Accepted no capacity to change structure of ward.

Met with Chris Terblanche to discuss the appropriateness of the grading.  Chris was going to discuss the risk in the January ITU Governance Meeting.

								Consideration of appropriate patients to nurse in mixed sex accommodation. 
Patients requiring toileting are escorted/directed to toilets.
Use of privacy curtains/screens.
Heightened awareness of staff working in these areas to ensure patients privacy and dignity is maintained.
Patient (where able) and relatives are made aware of inability to segregate 
				4		Williams, Mrs Miranda		1/19/17		Perform risk assessment







																																																						[Otter, Gemma Mrs 06/02/17 13:39:08] Cases not discussed in the January ITU Governance meeting.  To be discussed in February governance meeting.







																																																						[Jones, Cheryl Mrs 15/03/18 10:47:35] Risk reviewed during meeting on 13.03.18.  For further review at a later date.





																																																																				Williams, Mrs Miranda		10/3/16		Supervision

																																																						[Jones, Cheryl Mrs 27/06/18 11:40:50] Risk discussed on 26.06.18.  For further review in September 2018.







																																																						[Hoskins , Shirley Ms 16/11/18 14:18:26] Risk reviewed and agreed to review in 6 months.  







																																																						[Gorst, John Dr 29/01/21 12:28:10] JG/LW/EH - ?relevance as critical care area



																																																																				Williams, Mrs Miranda		10/3/16		Change of working environment



																																																						[Chohan, Rita Ms 28/05/21 13:16:16] Risk reviewed by RC/EH/LW, no further updates as this risk has not changed 







																																																						[Gorst, John Dr 02/09/21 11:32:40] nil change







																																																						[Gorst, John Dr 17/01/22 12:30:29] JG/LW/RC Risk reviewed

No change

																																																																				Williams, Mrs Miranda		11/7/16		Review training content		Closed as duplicate of 12169





																																																						[Gorst, John Dr 05/12/22 15:49:26] JG/MC/BJ/RC - no change.







																																																						[Chohan, Rita Ms 14/04/23 12:46:12] no change







		2835				Potential clinical risk of missed diagnosis and delayed instigation of treatment due to delays in radiology reporting to ED		Accepted		Poulden, Mr Mark		Hoskins , Ms Shirley		Risk of patient harm due to the length of time Radiology are formally reporting x-rays and CT scans for patients who have attended ED.		10/1/21		6/1/23		Governance and Assurance		Communication		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				15		9		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 17/01/22 15:04:24] no change 								Snr review of suspicious scans/x-ray. discussion with on-call radiologists.		this risk is currently logged on Radiology RR.  Risk is being monitored and actions taken to reduce the waiting times this is ongoing. 		0

																																																						[Chohan, Rita Ms 25/03/22 12:18:53] Risk reviewed and reduced score from 15 to 9

		2805				Potential delays in treatment and patient flow in Morriston due to lack of medical staffing in Gorseinon		Accepted		West, Mr David		Hughes, Mrs Fiona		•	Continuous difficulty in retaining junior doctors to work at Gorseinon. 
•	This leaves the site at times with inadequate medical cover which is mitigated to a degree by consultants coming across from Morriston
•	 Risk in Gorseinon closing on occasion due to poor staffing levels which in turn will impact flow at Morriston. 
•	Potential delays in reviews and test requests. 
•	Communication to patients and families diminished. 
		8/27/21		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 						16		12		High Risk		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 03/12/21 12:44:37] Risk discussed in Medicine Risk Register meeting 01.12.2021. remains an issue medical staffing transferred to MH. 2 locums there reduce JCF recruitment plan no start dates yet.								Ongoing meetings with primary care colleagues. 
Exploration of sustainable staffing models.
2 Junior locum doctors in post from 23/8 – longer term JCF’s to be appointed and staff to be rotated. Possible addition of a physician’s assistant to improve communication.  
Staffing paper developed to outline need. This to be presented to Execs. Cover continues via locum doctors 19/05/23

		Sustainable staffing plan being reviewed . Locum and cover arrangements to be continually reviewed ongoing. 
March 2023 - Primary Care to be approached with the model of care that is provided for Gorseinon and the input required. 

Requirements included within medical staffing paper 19/05/23		0

																																																						[Taylor, Amy Mrs 05/05/22 15:33:48] case discussed in Q&S group 28/04/2022.

																																																						[Taylor, Amy Mrs 22/11/22 16:57:46] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 22/03/23 15:14:24] DW and NB reviewed 22/03/2023. Summary of assurances updated. 

																																																						[Taylor, Amy Mrs 10/05/23 15:29:20] Discussed in RR meeting 10/05/2023, no change. 

FH added updates to narrative 19/05/2023 and reduced rating from 16 to 12

		1345				Potential harm to patients due deficits in all grades of  medical workforce in ED		Accepted		Hoskins , Ms Shirley		Poulden, Mr Mark		Significant risks to the medical workforce with deficits at middle grade ,consultant and junior tier in the Emergency Department which could result in potential harm to patients. 		9/17/18		6/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Accident & Emergency Department		25		20		High Risk		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Siddell, Sarah Mrs 17/09/18 13:54:19] Reviewed by Sarah 17.09.2018								Review of Rota's across medical tier to flex cover arrangements, where possible, to prioritise and mitigate most urgent clinical risk. 
Out for Locum / Bank and Agency cover. External options are limited with majority of shifts being filled internally. This leaves little scope to backfill due to constraints of the rota. 		No assurance from controls as often actions not delivering cover and workforce gaps continue		0

																																																						[Siddell, Sarah Mrs 07/02/19 11:15:27] Reviewed on 7th Feb by Cheryl & Sarah.

																																																						[Siddell, Sarah Mrs 18/11/19 16:42:24] Out to advert for 4 Emergency Medicine Consultants 

																																																						[Siddell, Sarah Mrs 10/02/20 12:39:03] Review by Rita & Sarah - updated to 25 - added in Workforce paper with additional gaps - recruitment for 4 consultants unsuccessful 

																																																						[Hoskins , Shirley Ms 17/06/20 09:54:53] Kendall Bluck review to be updated and submitted to executive team for approval and financial support. 

																																																						[Chohan, Rita Ms 11/08/20 16:28:59] RC to meet with Becs Eatly Parcell to re write the risk

																																																						[Chohan, Rita Ms 18/08/20 15:33:29] Risk re written.  Risk rating kept at 16 but will be re reviewed in two months time should recruitment efforts fail

																																																						[Chohan, Rita Ms 21/09/21 14:38:15] Recruitement into vacancies continue - with innotive  roles introduced to aid recruitement and retention 

																																																						[Chohan, Rita Ms 17/01/22 14:40:40] continued vacancy forms been submitted for additional consultants waiting authorisation

																																																						[Chohan, Rita Ms 25/03/22 11:32:17] ED medical staffing requirement are based both on types of patients presenting and numbers as on based on national standard ie RQEM and previous and external review of staffing.  The department significant deficiencies in senior staffing levels based on all these assessments to provide a safe service.  Since COVID the departments footprint and compartmentalistation has increased significantly leading to a further increased staffing requirement to provide safe service.  Deficiencies have been evidenced by a number of serious incidents we have submitted multiple VCF's for all posts that have been scrutinised and rejected multiple times.

																																																						[Chohan, Rita Ms 11/10/22 11:04:15] Medical workforce paper written and submitted in Oct waiting for confirmation date to review with service directors

		809		MSK-14 Spinal OLD 1199		Potential risk of paralysis due to waiting times for spinal patients		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		More and more consented spinal patients are accumulating in a holding pattern at the top of the spinal waiting list.  Consultant Surgical team are having to consider if these patients are neurologically urgent enough to be brought into an unclean ward to expedite their surgery there-by having to choose between  the risk of paralysis vs the risk of infected spinal metal work/ meningitis for these elective patients.				7/22/14		8/1/03		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Spinal				9		16		Significant		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 22/10/18 15:02:27] Risk of meeting RTT targets discussed in ortho risk register - see linked record. 								Locum Consultant in post increased backfill in Theatre list				0

																																																						[Packman, Dean Mr 28/01/19 11:36:04] Risk reviewed  - no change - D&C plan for 19/20 agreed and in place.

																																																						[Packman, Dean Mr 20/03/19 16:27:31] Review following recruitment into substantive additional consultant post 

																																																						[Anthony, Nicola Miss 24/06/19 08:13:21] Update from Clinical Lead 23/6/19 - Ward W has not been successfully “unbreached” over the last 6 weeks resulting in instrumented elective spinal cases being cancelled in such circumstances. The exceptions are ACDFs and patients who require instrumentation but with exceptional clinical priority such as (but not exclusively) acute foot drops/ impending CES. In these circumstances the decision is with the operating consultant to balance the risk / benefit profile. 

More and more consented and “ready” pts are accumulating in a holding pattern at the top of the waiting list.  Spinal Surgeons asked to consider if any are neurologically urgent enough to be brought in to an unclean ward to expedite their surgery.


																																																						[Anthony, Nicola Miss 24/06/19 09:54:18] Risk score considered and Updated from 12 to 20 by Dean Packman, Asst Service Group Manager - risk considered and increased to 20 given the increased number of patient who are not being treated surgically due to breach of Ward W (ring-fenced ward)

Options of reopening the ward and keeping a higher throughput of patients are being explored.  Unscheduled care pressures continue across the Morriston Hospital site 

RTT profile at 17/6/19
                    Spinal
> 104wks               3
> 52wks               117
> 36wks               268 




																																																						[Anthony, Nicola Miss 10/09/19 13:51:59] Ward W remains breached, discussion due 16/10/19 with semior/exec colleagues regarding elective orthopaedic actvity at Morriston site

																																																						[Anthony, Nicola Miss 11/09/19 17:37:05] Current RTT position: 
>104 weeks    13 
>52 weeks   162
>36 weeks   331

																																																						[Anthony, Nicola Miss 08/01/20 14:40:55] Recent meeting with Cardiff HB to look at drift of patients being received at Morriston who should have been accepted by Cardiff.  Clearly there are capacity issues for both hospitals.  

Our initial plan will be to change the operating schedules and give some dedicated time to spinal but also rearrange one of the trauma lists to allow spinal to operate on the first sesssion as our efficieny on attaining early utilistaion of two trauma theatres with patients originating from the same locaitons has always been problemaatic.  it is hoped by changing priorirty for first session will improve efficiency of patients arriving in theatre

Medicum and longer terms plans being worked on 

																																																						[Mathias, Louise Mrs 25/02/20 13:31:04] Reviewed in T&O Q&S Group and it was noted that the title did not reflect the Risk - therefore changed from:

"Inability to operate on spinal pts requiring a clean ward environment due to unscheduled care pressures"

To:

Inability to meet spinal RTT access targets - Stage 5 (treatment).

																																																						[Anthony, Nicola Miss 13/08/20 13:26:49] Due to COVID the position has significantly deteriorated with increased amount of patients waiting over 36 weeks.
Some urgent elective activity proceeding at Morriston. No Singleton activity at present.  View to additional urgent elective activity beginning Oct 2020 at NPTH.  

																																																						[Anthony, Nicola Miss 08/10/20 12:57:44] Current number of patients on in-patient waiting list is 938 - previous year for same period was 506

																																																						[Anthony, Nicola Miss 19/10/20 08:44:05] Update from NPV - feels risk should be increased as capacity for elective urgent instrumented cases has given from 11 sessions per week to 2.  Pembroke ward for the 2 sessions is not ring fenced. We are going out to risk as we re only operating on cat2 therefore the risk of delay greater than the risk of infection etc 
Will only be resolved by additional complex spinal theatre lists in Morriston or vanguard. NPTH will not be able to support these cases Until/ if extension is built. 


																																																						[Anthony, Nicola Miss 19/10/20 08:47:05] To summarise communication from Therapies - They still feel under resourced to deal with additional spinal MDU worK.  
NPV has linked them in with Brian Burgess and the new MTU practitioners to try and resolve 

																																																						[Mathias, Louise Mrs 21/09/21 14:26:07] Unchanged - remain same.

																																																						[Mathias, Louise Mrs 15/06/22 10:38:00] Risk reviewed in meeting on 9th June 2022 with Brett Denning, Charlotte Le Brocq, Louise Jenvey & Rhiannon Jones.

No change.

																																																						[Mathias, Louise Mrs 17/05/23 08:27:58] Reviewed BD,LJ,CLB,RJ.  Not meeting RTT targets.  Not admitted to unclean ward.  No mostly admitted to Clydach.  Hold up due to backlog of patients on waiting list.  Theatre space.  Some patients needing more complex interventions/surgery than originally listed for.  Decrease to 16.  risk of paralysis (add to description)  (remove RTT)  Potential risk of paralysis due to waiting times for spinal patients.  Link to incident

		2147				Potential significant harm due to lack of  Senior Stroke Medicine On-call rota 		Accepted		West, Mr David		Hughes, Mrs Fiona		The acute stroke service in Morriston Hospital manages the care of approximately 700 confirmed stroke patients per annum. Of this cohort, around 120 patients will receive thrombolysis following a diagnosis of ischaemic stroke. The thrombolysis service in Morriston Hospital is delivered by the on-call medical registrar on a 24/7 basis with no stroke consultant oncall. The senior cover is key in complex cases to minimise risk to patients and also in improving care given to any acute stroke admissions. The failure to have senior stroke consultant in put carries the following potential risks:
 
•	Potential for significant patient harm (including death) as a result of not having access to specialist opinion when required. 
•	Delayed access to thrombolysis compromises patient outcome and rehabilitation potential.
•	Incorrect delivery of thrombolysis can result in a brain bleed and potential death.
•	Delayed or incorrect patient management can also compromise eligibility for wider life-saving interventions (such neuro-surgery or mechanical thrombectomy).
•	Inappropriate management of intracranial bleeds can result in increasing mortality and morbidity
		10/17/19		6/30/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Stroke				16		12		High Risk		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Owen, Tracy  21/09/20 11:28:55] 21.09.20 NO changes to stroke medical staffing arrangements to date TO								Revised thrombolysis clinical documentation 
Frequent training of the medicine middle grades delivered by the stroke consultants		Ongoing discussion with HASU Regional Stroke Services Group to develop future acute stroke service specification (including on-call arrangements)
Update Aug 2022 - 3 ANP recruited to extend out OOH nurse cover. 
Job plan awaiting sign off in order to recruit 3 hybrid/ stroke/ neuro consultants
March 2023 - HASU business case submitted for approval 		0

																																																						[Owen, Tracy  18/11/20 09:32:15] 18.11.2020 nil to add. TO

																																																						[Owen, Tracy  19/01/21 14:37:04] nil to add after review with Dr Anjum

																																																						[Owen, Tracy  18/03/21 09:36:21] A local HASU is now being planned for qtr 4 2021/2022. Ongoing discussion with exec's.

																																																						[Owen, Tracy  19/05/21 09:17:27] Nil to add

																																																						[Chohan, Rita Ms 29/07/21 17:27:56] ongoing discussion with HASU Regional Stroke Services Group to develop future acute stroke service specification (including on-call arrangements)

29/7/21 - Thrombolysis action plan to be revisted and multipoint stroke improvement plan to be implemented to improvse performance. "


																																																						[Taylor, Amy Mrs 27/09/21 14:50:01] staffing to be addressed as part of HASU development. Business case with HB scrutiny panel. decision expected by Dec 2021.

																																																						[Taylor, Amy Mrs 01/12/21 13:34:22] Discussed in Medicine Risk Register meeting today. no change.

																																																						[Taylor, Amy Mrs 12/08/22 09:50:15] AT reviewed with DW 12/08 assurances updated.

																																																						[Taylor, Amy Mrs 22/11/22 16:52:18] Discussed in Medicine Risk Register Review meeting 18/11/2022. ANPs going through a period of training. 

																																																						[Taylor, Amy Mrs 22/03/23 15:15:56] DW and NB reviewed 22/03/2023. Summary of assurance updated.

																																																						[Taylor, Amy Mrs 10/05/23 13:49:42] Trail planned to extend service hours on limited basis in June.

																																																						[Taylor, Amy Mrs 10/05/23 15:48:52] Discussed in RR meeting 10/05/2023, no change. 

		972		CSS Processing Instruments 2016		Processing of Dirty Instruments - Risk to Staff		Accepted		Bissmire, MS Lori		Humphreys,  Tersa		Risk of inoculation or percutaneous injury / exposure to contaminated sharp instruments.		8/24/16		10/1/23		Health and Safety		Sharps		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				6		4		Moderate Risk		4		Low Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Otter, Gemma Mrs 13/12/16 09:16:59] Compliance with mandatory training achieved, however incident reported (see linked records).								Use of personal protective equipment (PPE)
Careful checking of trays by staff
Up to date staff vaccinations
Reporting of incident in Datix to ensure prompt attention.		Advise user to strictly monitor compliance with safe sharps procedure.
The risk is always present, but all members of staff are aware of the safe handling procedures in the washrooms.

***LINK TO INCIDENTS***		1		Hoskins , Ms Shirley		12/12/16		Review training content				H&S training provided as part of mandatory training.

																																																						[Hoskins , Shirley Ms 20/02/18 09:30:45] Risk reviewed 20.02.18

																																																						[Hoskins , Shirley Ms 31/10/18 14:44:30] Reviewed 31.10.18

																																																						[Nix, Rebecca  17/01/19 10:23:04] Reviewed 17.01.19 for further review in April 2019.

																																																						[Nix, Rebecca  15/03/19 09:31:29] Reviewed with CJ 15/03/19. Next review due 01/06/19.

																																																						[George, Huw  21/03/19 14:44:11] Updated on advice of Lisa Hinton to H&S Committee

																																																						[Nix, Rebecca  03/06/19 09:58:52] 03/06/19 - Occupational Health surveillance of SBUHB staff (not specifically with regard to HSDU) raised at Decontamination Sub Group Committee (25/04/19) and escalated to Infection Prevention and Control Committee (30/04/19). 

																																																						[Nix, Rebecca  03/06/19 10:05:40] 03/06/19 - Site Managers in liaison with staff and OH to confirm staff inoculation requirements /status, and to enable active verification that staff are up to date - updates via HSDU Managers' Meeting action log.
{OH first contacted by Head of Service 29/01/19, response received 21/03/19, information still awaited from OH}. 


																																																						[Nix, Rebecca  23/07/19 09:47:03] 23/07/19 - Chasing OH for responses to queries below.

																																																						[Nix, Rebecca  23/07/19 10:18:08] 23/07/19 - Included on Head of Service (RR) handover list to ensure timely progression. 

																																																						[Bissmire, Lori MS 19/05/21 15:12:41] Accepted risk during Decontamination process, wash room area. Staff Sharps & PPE training up to date, fully aware of risks. 
Competent in HSDU's policies and procedures.

																																																						[Chohan, Rita Ms 09/06/21 15:46:46] no further updates 

																																																						[Bissmire, Lori MS 27/10/21 15:00:05] No further update accepted risk, reduced as far as possible.


																																																						[Bissmire, Lori MS 17/01/22 10:39:12] No further updates

																																																						[Chohan, Rita Ms 11/05/22 10:40:34] No further update

																																																						[Chohan, Rita Ms 18/10/22 10:31:29] no further update

																																																						[Chohan, Rita Ms 07/03/23 15:29:32] risk remains

																																																						[Chohan, Rita Ms 21/08/23 11:19:22] Risk remains 

		72		SERVICE GROUP RISK		Quality Priority: Prevention of Inpatient Falls		Accepted		Jenvey, mrs Louise		Holloway, Mrs Suzanne		Avoidable patient harm as a result of an inpatient fall event.		4/1/21		3/31/23		Patient Safety		Falls		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)								15		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  12/01/16 11:17:02] Falls Pathway Provided a patient story and circulated Falls Policy.  
On-going recruitment within locality, plus linking with corporate nurse bank block recruitment.				Monthly Inpatient Fall Event Monitoring by Ward Location
Inpatient Falls Prevention identified as a Health Board Quality Priority
Annual Inpatient Falls Review
		Active reporting of all Patient Safety Incidents related to an Inpatient Fall Event
Operational Review of all Patient Safety incidents relating to an Inpatient Fall Event
WG Reporting of all Patient Safety Incidents relating to a fractured neck of femur
Introduce "Bay Watch" principles across the wards within Morriston Hospital
Engage with Clinical Educators to ensure that training programme in place
		Implementation of falls risk assessment and intervention bundles in acute care sites. Introduction of Safe Rounding acute wards. Monitoring of falls via Nurse Metrics to identify hot spots. Use of incident reporting to trigger investigations where required.Falls policy under review health board wide. Instructions on ordering high low beds recently updated. Ward managers and lead nurses audit documentation regularly.
		Implementation of falls risk assessment and intervention bundles in acute care sites. Introduction of Safe Rounding acute wards. Monitoring of falls via Nurse Metrics to identify hot spots. Use of incident reporting to trigger investigations where required.
		1

																																																						[Thomas, Rosa  31/05/16 12:01:23] Staff to be aware of how and when to use equipment e.g. cot sides, High-low beds. 
Ward managers are aware of policies in regards to use of Cot sides and High low beds and the risk assessments required .
Falls policy under review health board wide. Instructions on ordering high low beds recently updated. Ward managers and lead nurses audit documentation regularly.score Risk remains the same thus no change M
Education of staff,time to audit.
audit documentation / risk assessment. Risk reviewed on 12/8/16 by Head of Nursing MDU.


																																																						[Richards, Lee  03/12/18 11:18:22] New falls policy to be implemented.

																																																						[Llewellyn-Jones, Paula Mrs 27/03/19 09:20:28] NW advised that  there has been a spate of slips, trips and falls within medicine. 

NW advised that HJJ is currently reviewing the number of falls.

Agreed to increase risk to 16.

																																																						[Anthony, Nicola Miss 18/10/19 14:51:04] Discussed with GC - risk remains with score unchanged 

																																																						[Chohan, Rita Ms 12/08/21 14:29:33] discussed with CD - reworded risk and saved

																																																						[Taylor, Amy Mrs 06/12/21 11:16:55] Discussed at medicine risk register meeting 01.12.2021, title changed as requested. 

																																																						[Holloway, Suzanne Mrs 11/02/22 12:49:46] Risk updated to reflect Falls Prevention being identified as a HB Quality Priority for 2021/22. Service group wide risk

		2446				Quality Priority: Prevention of Pressure Ulcers		Accepted		Doggett, Mrs Carol				Avoidable patient harm as a result of a lack to on-site expert Tissue Viability Nursing opinion in support of pressure ulcer prevention

Currently there is no tissue viability nurse in Morriston Hospital, failure to recruit into the vacant position. Lack of specialist advice and service causing increased risk of deteriorating condition of wound care throughout the Hospital 		7/31/20		3/31/22		Patient Safety		Pressure Ulcer		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)								12		12		Significant		2		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Holloway, Suzanne Mrs 26/08/20 15:38:38] Following discussion with the Unit Head of Nursing. Risk score amended to 12. Health Board wide issue which has resulted in no on site resource for Morriston Hospital since Feb 2020.								seeking telephone advice from Singleton and Neath Port Talbot. Due to their workload they are unable to visit site.

Unit based scrutiny n place on a monthly basis.				0

																																																						[Holloway, Suzanne Mrs 11/02/22 09:34:44] Ongoing discussion with regards to possibility of building a post into the bed management contract from 01/04/2022

		3220				Record of ageing Heart Lung Machines and notice that they will need replacing in 2024/5		Accepted		Meakin, Mr Tony		Packman, Mr Dean		Ageing heart lung machines and associated peripheral devices will be 13 years old in the 2023 New Year. Very unusual for Heart Lung machines to reach 15 years of age without being replaced with new generation tech.		12/1/22		8/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Perfusion		Cardiac theatre 1		16		15		High Risk		5		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Mathias, Louise Mrs 07/02/23 14:29:22] Reviewed in Governance Meeting with Mr Zaidi, Dean Packman and Gwennan Hall on 7.2.23.  Mr Z and DP advised this should be high risk - score 16.								Manufacturer still supports and services the machines. Parts available at the time of writing.		All records regarding any fault or error message are maintained and up to date. We keep all service and maintenance records of all engineer visits and interventions.

Vigilant and stringent record keeping.		0

																																																						[Westmoreland, Amanda Mrs 30/03/23 09:01:00] Update from Louise Jenvey - Change to significant

																																																						[Mathias, Louise Mrs 17/05/23 10:39:01] Review BD,DP,LJ,GH.  No change.  Replacement for one in this financial year.  Have 4 in total.  One used as back up (??replace this one). £250,000 - update date on description

		2335				Replacement of Cardiac Catheter Laboratory (Lab A) 		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		The full maintenance contract on the lab expired in Dec 22; it is currently covered on a limited basis but is at risk of significant downtime and/or condemnation if a major fault was to occur.
Risk of increased dose in this lab due to age (11 years old) Unreliability of imaging equipment with more callouts required. Unavailability of integrated devices like IFR and IVUS and personal dose tracking. Reduced air flow changes which will result in significant downtime if aerosol generated procedure performed during Covid pandemic. Inadequate  protection of expensive consumables due to an integrated store room with no separation from main lab again in the event of an AGP during Covid Pandemic. Inadequate storage in the main lab to store consumables required during procedures 

Cath Lab A is now well over its elective replacement date which is 10 years. Due to its age it will likely require more call outs for  repairs and parts (if available). When requiring repair this will mean patients will be cancelled which will affect our income generation. Time scale to replace equipment would be at least 3 months.		3/19/20		8/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology		Catheter Laboratory		9		20		Significant		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Anthony, Nicola Miss 28/05/20 10:02:13] ? Is there a maintenance contract in place?  Has it broken down - if so, how many times / what period 								Monitoring of doses
Use other labs when available 
Protect stock as much as possible
		Condemn x-ray equipment and replace with new and renovate the lab to include adequate storage and improved ventilation. 
Business case to replace the lab is being progressed; submission of business case to Welsh Government imminent with a planned replacement date of Q1/Q2 2024/25. 		0

																																																						[Anthony, Nicola Miss 29/05/20 14:42:23] Update from Cath Lab Manager, RW.  Amended description of risk added. Cath Lab A is now well over its elective replacement date which is 10 years. Due to its age it will likely require more call outs for  repairs and parts (if available). When requiring repair this will mean patients will be cancelled which will affect our income generation. Time scale to replace equipment would be at least 3 months.

																																																						[Anthony, Nicola Miss 30/06/20 12:25:36] One breakdown in last few months.  JT d/w Richard Walters, was able to move patient to another cath lab.  Increase risk score due to COVID 19 and aerosol generated procedures undertaken 

																																																						[Anthony, Nicola Miss 18/03/21 15:04:43] Bid for replacement with WG.  No change in position (HB funded for 2 cath labs both of which are fully functioning)

																																																						[Mathias, Louise Mrs 12/10/21 10:43:07] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  Not working - parts inbetween China and Roterdam.  No guarantee part will fix problem.  Down to 2 labs.  Service contract states no obligation to find parts.  After December company not going to search for parts.  

Looking at plans for possible mobile cath lab.

																																																						[Mathias, Louise Mrs 07/12/21 11:46:34] Due to be replaced December 2022.

																																																						[Mathias, Louise Mrs 26/05/22 15:35:04] Risk regraded.  

																																																						[Mathias, Louise Mrs 06/12/22 13:16:41] Reviewed with Dean Packman and Dr Barry.  No change - risk remains.  Should be coming off risk register shortly.

																																																						[Mathias, Louise Mrs 07/02/23 14:38:42] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  DP advised moving forward with plan.  Design signed off.  Awaiting ratification with WG.  Mobile units have been costed.  Agreed that the risk should be increased.

																																																						[Mathias, Louise Mrs 17/05/23 10:21:05] Reviewed BD,LJ,GH,DP.  Planned replacement date Jan 2024.

		3018				Replacement Photobiomodulation Laser Equipment  		Accepted		Mccarthy,  Peter		Kearns, Miss Mollie		The current equipment is over 20 year old. 
New larger probes cannot be purchased due to the age of the machine and new medical equipment standards.  Breakage of the equipment would result in the service not being offered. No-one else in the Trust offers this treatment.
Patient treatment appointment times are long due to the small probe head sizes. ALAC Consultants keen for the treatment to be offered to patients when needed.
		5/5/22		11/3/22		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Artificial Limb Appliance Centre				2		8		Low Risk		2		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 27/06/22 12:26:37] Awaiting Unit Director sign off.								The equipment is serviced every two years. 
Broken equipment cannot be replaced. In time the treatment will not be offered.
The appointment treatment times are long as the probe head is a pinpoint not a cluster probe.

Mechanical failure, Extended treatment times, cancellation of a clinical service.
				0

																																																						[Westmoreland, Amanda Mrs 22/12/22 10:34:47] Update from KJ - Under review with Capital Planning

		2664				Re-processing of Single use Implants - Risk to Accreditation/Patients		Accepted		Bissmire, MS Lori				HB non-compliant with MDR (Medical Device Regulations) in terms of Traceability of implantable medical devices. Each implantable medical device must have a unique identification code.
HSDU is non-compliant with ISO 13485:2016 Regulatory Requirements in terms of certification specific to re-processing of Class I & IIa Medical Devices. Single use implantable devices are Class IIb. 

On each occasion HSDU re-processes a single-use device the legal responsibility for that device passes from the manufacturer to the Health Board and the operator. If a device subsequently fails the manufacturer would hold no legal responsibility for that failure this puts the Health Board, Department and operator at risk of legal action and loss of Accreditation.

Multiple scientific evidence shows us characteristics of single-use devices change as a result of repeated re-processing resulting in reduction of performance and reliability of the device material.

No traceability to patient use of Single use Impants used from a Tray set 		3/25/21		10/1/23		Compliance with legislation and Statutory/regulatory inspections		Medicines & Healthcare products Regulatory Agency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				16		15		High Risk		1		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Bissmire, Lori MS 27/10/21 14:33:59] Risk Assessment submitted to HB Directorate and shared with relevant specialities for updates.
No updates received, not accepting into the HB any additional kits were single use implants are part of the kit.								During re-process each device is visually checked for damage and deterioration.

Risk Assessments from end users outlining risks if Impants were to be removed from Sets

Implants need to be removed from remaining speciality sets as a matter of priority		Implants have been historically processed within Tray sets for many years, no direct link to revisions identified to date.		0

																																																						[Bissmire, Lori MS 17/01/22 09:12:55] No further updates Risk Assessment submitted to HB under review.

																																																						[Chohan, Rita Ms 11/05/22 10:18:12] working to reduce this risk further ongoing monitoring.

																																																						[Chohan, Rita Ms 18/10/22 10:14:03] Only remaining the variax hand set.  To date this is still in debate with surgeons.

																																																						[Chohan, Rita Ms 18/10/22 10:14:40] As of 31s Dec 2022 all reprocessing to be stopped.

																																																						[Chohan, Rita Ms 07/03/23 15:31:50] hand surgery kits - one consultant still insists on using variax set.

																																																						[Chohan, Rita Ms 21/08/23 10:54:36] No change

		3378				Resuscitation Service unable to meet the demand for mandated ILS training, risk to patient care		New risk		Hoskins , Ms Shirley				Immediate life support training is the core vehicle to provide training around acute deterioration including  cardiac arrest, anaphylaxis, sepsis, and DNACPR.  Currently 7,000 approx. training sessions needed, we provide 1,500. The demand outweighs the number of training places available.  Bedside nurses are at risk of not recognising patients acute physical deterioration.  Impact on staff well being, and risk to patient of fatal outcome. Increased demand from allied professionals and doctors to maintain their registration and support advanced roles.		5/19/23		7/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Hospital Management				15		15		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate												E ILS - half day instead of a full day.  Re organised provision of services to provide more places with the same number of trainers. Current staffing levels are at maximum. Job vacancy form under review by job vacancy panel. reviewing various income generation opportunities to fund further posts  		Continued training sessions to the maximum level at current staffing levels.		0

		3251				Risk cancelled/prolonged orthopaedic surgery due to 5 out of 11 Orthopaedic CD4 Trays obsolete\unrepairable 		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		45% of the CD4 Trays used for Trauma and elective Orthopaedic operating are out of action due to being obsolete/unrepairable some as far back as April 21 up to Nov 22, HSDU have indicated they cannot provide assurances that the volume of trays that remain in service can be decontaminated in the timeframes required. 11 Trays in total 5 out of use, 6 in circulation.

Datix ref: 19643 No tray available to treat patient on an Orthopaedic Trauma list, patient was delayed for surgery until tray became available from HSDU. They cannot meet turnaround times with only 6 trays in circulation.

Potential harm to patients if surgery delayed.
		1/24/23		2/24/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Mathias, Louise Mrs 07/03/23 14:13:43] Reviewed in Q&S 14th Feb 2023.  CLeB advised to change to Orthopaedics from Spinal.								HSDU attempting to maintain very quick turnaround times to reduce risk of no trays being available.		Bid added to Capital Funding list as a priority for T&O Directorate. 		0

																																																						[Mathias, Louise Mrs 17/05/23 09:19:32] Reviewed BD,LJ,CLB,RJ. To be ordered. Risk of no surgery when these tools are needed. Managing until change in HSDU. Cancelling operations and lengthening op times. Additional to CD4s more power tools. Pull list together in priority order. CleB to liaise with Nicola Williams.

		69		SL/56/Morr/Sing/ OPD Site/2011		Risk in maintaining patients Dignity & Privacy on SDMU & Ward T due to Mixed sex bay / and facilities 		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		In some areas current configuration of wards does not provide distinct male and female toilet and bathing facilities. Mixed gender protocol in place. Non adherence to policy

Current areas affected

SDMU & Ward T		1/31/11		1/1/22		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				9		6		Significant		3		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Thomas, Rosa  08/01/16 13:34:19] 20/1/12 There are some designated male/female toilet facilities. Sept 13, update - during this current year there have been ward changes which would have impacted on the toilet faculties ,e-mail Snr Nurse for update. 13 SEPT JH and HON Reviewed. SL/SINGLE OPDSITE/95/2011 has been incorporated into this risk.
								During ward refurbishments, these requirements have been addressed. There are designated male/ female toilet facilities		During ward refurbishments, these requirements have been addressed. There are designated male/ female toilet facilities.

04/05/22 - Policy reviewed, Patient now receive information leaflet on admission advising of Mixed bay on unit.		1		Gallagher, Mrs Alison		4/25/16		Maintenance Programme		Sep email sent to AG re realloation of Lead for risk. Please complete the Progress box re Designated M/F Toilet facilities.Risk ref 69 - SL/56/Morr/Sing/ OPD Site/2011.
Current Score 15 = Expected Moderate.
 Risk In Brief - In some areas current configuration of wards does not provide distinct male and female toilet and bathing facilities. Mixed gender protocol in place. Non adherence to policy.  Summary of control-During ward refurbishments, these requirements have been addressed.
Assurances - During ward refurbishments, these requirements have been addressed.
		this action has been closed in respect of reorganisation. An email has been sent to K Dacey Davies for consideraton of the current status of the risk.  

																																																						[Thomas, Rosa  21/04/16 12:57:01] Email re reallocation sent to AG.
From: Alison Kingdom (ABM ULHB - Operations) 
Sent: 20 April 2016 08:57
To: ABM Datix (ABMU - Governance)
Subject: RE: Action overdue: Provision of toilet facilities

Please refer to Alison Gallagher for Morriston
Alison Kingdom


																																																						[Thomas, Rosa  03/06/16 08:54:12] Separate risk raised for SDU.Risk reviewed on 12/8/16 by Head of Nursing MDU.There are designated male/ female toilet facilities. 

																																																						[Anthony, Nicola Miss 07/03/19 11:57:03] Update from HON SUrgical Services - This is following review of surgical servies as a welsh directive

																																																						[Anthony, Nicola Miss 16/04/19 15:56:54] D/w MR 10/4 - psd confirmed this is a welsh directive and asked to put this on at this score as MDU unable to provide requirements.  Harm is psychological/privacy not just physical harm.  MR feels score of this is oversated - MR has requested this is reduced to a 10

																																																						[Anthony, Nicola Miss 03/12/19 16:51:03] Discussed at RR review meeting with service director.  Been on RR for 8 years - HD advised sliders on front of door is changed when patients are using facilties.  
Refresh programme underway but risk needs to be reviewed 

																																																						[Anthony, Nicola Miss 07/07/21 12:04:13] Health Board Policy (Delivering Single Sex Accomodation) does cover that assessment areas / step down areas can be mixed sex bays / facilities.  Curtains and dividers in place to ensure dignity and privacy.  Sliders on bathroom / toilet facilities to be used as required. Patients are clinically risk assessed to ensure appropriate to be nursed in specific areas 

																																																						[Westmoreland, Amanda Mrs 07/03/23 13:15:25] Risk reviewed by Clare Tregidon - Risk still applicable and to remain on register.

		2969				Risk of  pressure ulcer damage for Emergency Patients Arriving at Morriston Hospital via Ambulance		Accepted		Mitchell,  Emma		Davies, Mrs. Rebecca		Avoidable patient harm as a result of lack of early intervention in the prevention of pressure damage for patients conveyed to hospital by ambulance.

Due to delays in the offloading of WAST vehicles in excess of agreed handover times - patients arriving at the Emergency Department can often be held in an inappropriate healthcare setting for their pressure prevention needs		2/16/22		6/1/23		Patient Safety		Pressure Ulcer		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Accident & Emergency Department		15		15		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Chohan, Rita Ms 12/10/22 09:09:20] WG to make decision on Repose mattresses on ambulances 								All patients arriving at the Emergency Department via ambulance are subject to REACT				0

		2971				Risk of cancelled elective surgery and reduced Theatre activity due to Pre Assessment capacity		Accepted		Gates, Mr Jonathan		Humphreys,  Tersa		 The nurse workforce requirements for the Swansea Bay University Health Board Generic Pre-Assessment Service require an increase in establishment to meet the current and future demand.
Since September 2021 the service has also had the following workforce constraints: 
•	1.27 wte funded band 5 vacancy
•	1 wte band 5 nurse on maternity leave
•	Sickness running at around 30%  
		2/18/22		1/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Pre-Assessment				9		9		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Escalated concerns via:
•	Directorate reporting structure
•	Call to arms for pre assessment skilled staff to support POA
•	Developed enhanced capacity planning tools
•	Increased management support
•	Benchmarked to similar neighbouring health boards
•	Support staff with the MAAW policy.
•	The establishment has increased in recent weeks with returning members of staff from LTS. 
•	Advert to fill substantive and secondment vacancies have taken place.
•	Administrative support to allow clinicians to focus on patient facing roles.
•	 Develop competency framework for new staff and educational roles for expanding their knowledge base.

				0

		2914				Risk of cancelled surgery at NPT due to MRSA swab results not availble on WCP		Accepted		Collins,  Lee				Infections control alerts (including MRSA test results) are not available on Welsh Clinical Portal, meaning test results are being missed during the pre assessment process and patients are being deemed fit for surgery at NPT. 

Several patients have been cancelled the day before surgery or on the day and not admitted to ward B2 as it has transpired they have had previous positive MRSA swabs and are therefore not suitable for a ring fenced orthopaedic ward.

Test results are visible on the ABMU portal but checking this system duplicates work.		12/14/21		1/31/23		Governance and Assurance		Communication		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Pre-Assessment				15		15		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Use both systems to avoid missing alerts 				0

		2580				Risk of closure of Burns service if Burns Anaesthetic Consultant cover not sustained		Accepted		Yarrow, Mr Jeremy		Owen,  Tracy		There is a risk that adequate Burns Consultant Anaesthetist cover will not be sustained, potentially resulting in closure to this regional service, harm to those patients would require access to it when closed and the associated reputational damage. This is caused by: 
•	Significant reduction in Burns anaesthetic consultant numbers due to retirement and long-term sickness
•	Inability to recruit to substantive burns anaesthetic posts
•	The reliance on temporary cover by General intensive care consultants, and Consultants from the Morriston General on-call and Paediatric Anaesthesia rotas, to cover while building work is completed in order to co-locate the burns service on General ITU
•	Reliance on capital funding from Welsh Government to support the co-location of the service

		1/5/21		10/23/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery		Tempest Ward (Morriston)		12		16		Significant		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Owen, Tracy  08/10/21 12:34:29] 08.10.2021 - Tempest is currently closed to the network due to anaesthetic shortage as a result of retirement, Covid self-isolating and sickness, with pending termination of employment. Currently scoping all options to address and reopen.								•	The general ITU consultants, and some Consultants from the Morriston General and Paediatric Anaesthetists to support the Burns service on a temporary basis, supporting the remaining burns anaesthetic colleagues to provide cover for the Burns service.
•	The agreement reached is that they will cover the current Burns Unit on Tempest ward at Morriston hospital for 6-9 months while capital work is underway on general ITU to enable co-location of the service.
•	Capital works will be completed by mid-2023 to co-locate the burns patients within the GICU footprint.
•	WHSSC as commissioners of the service have been kept fully informed, as has the South West (UK) Regional Burns Network 
•	Other UK burns units have ICU co-located with Burns ICU, removing the need for dual certified consultants
		Effect on patients of the temporary closure of the burns service in Swansea is mitigated by maintaining an urgent assessment/stabilisation service for patients in Wales with severe burns, with onward transfer for inpatient care to another unit in the UK following the initial assessment.
The service reopened fully on 14/02/2022.
		1		Collins,  Lee		6/30/21		Diary Event		Assistant Service Group Manager to provide update on recruitment 

																																																						[Owen, Tracy  18/10/21 11:28:08] DATIX 164325 submitted due to a burns patient was not able to be treated at MH. Had a cardiac event on PCH and did not survive. Currently CSS are looking a sustainable anaesthetic workforce solution. 

																																																						[Owen, Tracy  17/11/21 09:28:40] Nil to add

																																																						[Owen, Tracy  15/12/21 11:02:30] Peer review undertaken by the network - in the process of developing an action plan.

																																																						[Owen, Tracy  25/01/22 10:08:50] No change.

																																																						[Owen, Tracy  18/02/22 08:52:17] 14.02.22 - the burns service has reopened today. This has been achieved by implementing a rota substituted with general ITU consultants.

																																																						[Owen, Tracy  12/07/22 12:37:59] 31.03.22: The service reopened fully on 14/02/2022.
Action completed - Securing the agreement of GITU consultants to cover pending completion of capital work.
13/05/22: Scoping document submitted to WG; meeting 17/05/22 to agree timescale for submission of business case.  Risk score reviewed – interim arrangements working well; no concerns raised. Propose reduce risk to 16 now and reduce to 12 when funding confirmed by WG.
27.06.22 – Action complete - Submit bid for capital funding to Welsh Government for both phases of work required.


																																																						[Owen, Tracy  12/07/22 12:38:59] WG have agreed funding in principle for capital works to progress. Scoping document submitted to WG and discussions ongoing about expediting a decision on an outline/full business case. Morriston Service Group to lead. Deadline 30th Nov 2022.

																																																						[Owen, Tracy  25/08/22 09:02:12] Agreement from the anaesthetists on the hybrid rota that they will continue until the built is complete

																																																						[Owen, Tracy  21/09/22 10:42:33] On call rota at risk again due to delay in starting the capital works. Escalated to management.

																																																						[Owen, Tracy  24/11/22 09:19:32] No change. Continuing with hybrid rota for foreseeable future. 

																																																						[Owen, Tracy  21/12/22 14:55:54] No change

																																																						[Owen, Tracy  13/04/23 15:31:28] No change

																																																						[Owen, Tracy  26/07/23 08:41:08] WG approval remains outstanding. No progress on unit to date. Hybrid rota remains in place.

																																																						[Mathias, Louise Mrs 23/08/23 11:45:16] Reviewed with Tracy Owen, Sara Williams, Suzanne Holloway, Lyn Edwards, Louise Jenvey. WHSCC advised not a risk.  De-escalate with hybrid module.  Awaiting WHSCC to come back.   

		2554		HBR 82		Risk of closure of Burns service if shortage of Burns Anaesthetic Consultant  Cover not sustatined 		Accepted		Gates, Mr Jonathan				There is a risk that adequate Burns Consultant Anaesthetist cover will not be sustained, potentially resulting in closure to this regional service, harm to those patients would require access to it when closed and the associated reputational damage. This is caused by: 
•Significant reduction in Burns anaesthetic consultant numbers due to retirement and long-term sickness
•Inability to recruit to substantive burns anaesthetic posts
•The reliance on temporary cover by General intensive care consultants, and Consultants from the Morriston General on-call and Paediatric Anaesthesia rotas, to cover while building work is completed in order to co-locate the burns service on General ITU
•Reliance on capital funding from Welsh Government to support the co-location of the service
		12/8/20		5/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Anaesthetics				12		20		Significant		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate		12/1/23		[Chohan, Rita Ms 29/06/21 16:43:21] Options to mitigate the risk have been explored including more involvement of general ICU.  No current support for this course of action.  Pending maternity leave and probable retirement in 2022 this risk will reach critical level. Therefore score increased to 20 today.		Evans, Mr Richard						•The general ITU consultants, and some Consultants from the Morriston General and Paediatric Anaesthetists to support the Burns service on a temporary basis, supporting the remaining burns anaesthetic colleagues to provide cover for the Burns service.
•The agreement reached is that they will cover the current Burns Unit on Tempest ward at Morriston hospital for 6-9 months while capital work is underway on general ITU to enable co-location of the service
•Capital works will be completed by mid-2023 to co-locate the burns patients within the GICU footprint.
•WHSSC as commissioners of the service have been kept fully informed, as has the South West (UK) Regional Burns Network 
•Other UK burns units have ICU co-located with Burns ICU, removing the need for dual certified consultants
		Effect on patients of the temporary closure of the burns service in Swansea is being mitigated by maintaining an urgent assessment/stabilisation service for patients in Wales with severe burns, with onward transfer for inpatient care to another unit in the UK following the initial assessment.
The service will fully reopen with the support of General ITU consultants on 14/02/2022
		2		Denning,  Brett (Inactive User)		5/31/22		Service Development		Submit bid for capital funding to Welsh Government for both phases of work required



																																																						[Chohan, Rita Ms 08/10/21 16:25:59] This risk has been increased due to closure of the Burns Unit due to staffing levels and as requested by TH



																																																						[Chohan, Rita Ms 19/10/21 14:49:07] ongoing staff burnout combined with two substantive consultants resigning means there is no foreseeable mechanism to open the burns unit as it previously operated. Have recurrently advertised with no applicants and initial efforts for oversee recruitment not successful.



																																																						[Woodrow, Elaine Ms 18/03/22 08:46:13] November 2021: Burns service currently closed to P3 patients; P2 patients located in Wales will be assessed before transfer to another unit or downgrade to ward based patient; WG notified via NSA – November 2021.
Agreement for General ITU consultants to cover will result in reopening of the service on 14/02/2022 pending completion of capital work. Update e-mail in documents 18.03.22




																																																						[Woodrow, Elaine Ms 18/03/22 08:50:37] E-mail update 10.02.22 EMD om documents.
Rationale for current score:
This risk has been increased due to closure of the Burns Unit due to staffing levels, and reduced from 25 to 20 having secured the agreement of the general ITU consultants to provide cross-cover while enabling capital works are completed
Rationale for target score:
This is a small clinical service with staff with highly specialised skills. While a small service may always be vulnerable to challenges (eg staff) the intention will be to operate a more resilient clinical model that is supported by other clinical groups.




																																																						[Woodrow, Elaine Ms 17/05/22 09:03:31] E-mail update 16.05.22 EMD in documents
Scoping document submitted to WG; meeting 17/05/22 to agree timescale for submission of business case.  Risk score reviewed – interim arrangements working well; no concerns raised. Propose reduce risk to 16 now and reduce to 12 when funding confirmed by WG.



																																																						[Woodrow, Elaine Ms 07/07/22 14:12:56] E-mail update 07.07.2022 EMD in documents.
Risk and controls updated.  Action complete - Submit bid for capital funding to Welsh Government for both phases of work required.
New action raised.
														Denning,  Brett (Inactive User)		11/30/22		Service Development		WG have agreed funding in principle for capital works to progress. Scoping document submitted to WG and discussions ongoing about expediting a decision on an outline/full business case.		Capital bid submitted to WG



																																																						[Woodrow, Elaine Ms 15/08/22 11:46:33] E-mail update 11.05.2022 EMD in documents.
EMD has secured agreement for continued support of the Burns service by anaesthetics and critical care pending the completion of capital works. While there is willingness to provide that cover, staffing vulnerabilities remain in those clinical areas.



																																																						[Chohan, Rita Ms 29/09/22 15:17:45] since previous update another burns anaesthetist has left due to ill health the completion of capital works and been delayed by at least a year.  general anaesthetists still participating in hybrid rota, this is increasingly vulnerable.  



																																																						[Woodrow, Elaine Ms 21/11/22 15:19:23] 21.11.22 Consultant cross-cover remains in place, reliant on cross-cover from general critical care and anaesthetics. EMD update e-mail in documents.



																																																						[Woodrow, Elaine Ms 17/01/23 10:30:06] 17.01.23 No change to consultant cover, which remains reliant on cross-cover from general critical care and anaesthetics. EMD update in documents.



																																																						[Chohan, Rita Ms 23/08/23 09:38:45] No change at the moment - may escalate the risk due to junior pay dispute and ITU consultants unable to support the burns service as they will be backfilling junior on-call gaps



		1754				Risk of contamination and infection to patients due to lack of ensuite showers on Tempest Ward 		Accepted		Hopkin, rgn Edward Lyn		Jenvey, mrs Louise		Lack of ensuite showers on Tempest Ward - risk identified with the multi-resistant 2017 outbreak, ie, patients who have an ensuite shower room reduce the risk of cross-contamination with other patients in the patients in the Unit 
External infection control audit completed and recommended ensuite shower facilities.  		11/26/18		10/23/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				15		6		Significant		3		Moderate Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Anthony, Nicola Miss 28/01/19 09:53:55] Escalated to senior team.  Part of recommendation following serious outbreak however as yet no monies available to undertake the change.  Significant cost expected.  								Currently showers are amber and steam cleaned shower facilities in between patient use to reduce risk 
Estates have costed but at present no further action 		4D cleaned between patients.

Each patient has a new hose and shower head.		0

																																																						[Baker, Clare Mrs 19/03/19 14:42:38] Still no further on ensuring the funds or any plans being drawn up re the change
Clare Baker

																																																						[Baker, Clare Mrs 28/05/19 13:32:34] Discussed with Paul Davies and then the  SWUK Network Clinical Director Mr Drew in relation to requirements of the Burns Standards in relation to going to support the need to fund such changes

																																																						[Baker, Clare Mrs 01/08/19 13:43:46] No further updates

																																																						[Anthony, Nicola Miss 23/09/19 11:51:42] No change 

																																																						[Baker, Clare Mrs 02/12/19 09:59:06] No further updates

																																																						[Anthony, Nicola Miss 30/07/20 13:42:45] Discussed with Senior Matron 29/06/20 - No funding to make changes to template and create en-suite showers - risk remains, ie, risk of infection and contamination. No Incidents with linked infection but risk score should remain the same 

																																																						[Baker, Clare Mrs 09/03/21 12:37:36] to email team to obtain cost re refurb

																																																						[Anthony, Nicola Miss 15/04/21 11:21:09] Discussed at Directors RR review - no change 

																																																						[Anthony, Nicola Miss 18/05/21 08:55:11] Email from DP, Asst Service Group Manager who confirms risk is correct / up to date and no change

																																																						[Owen, Tracy  17/09/21 12:40:07] Emailed Liza Powell to ask for an update on plan to replace.

																																																						[Owen, Tracy  18/10/21 11:19:39] No plan to replace showers currently.

																																																						[Owen, Tracy  15/12/21 10:50:31] No change

																																																						[Owen, Tracy  25/01/22 10:01:16] Tempest currently closed. no change.

																																																						[Owen, Tracy  17/03/22 08:30:10] Tempest has reopened.

Proposed plan to move burns ITU to general ITU. Plans include individual showers.

																																																						[Owen, Tracy  20/07/22 09:04:01] No change

																																																						[Owen, Tracy  25/08/22 08:54:59] No change

																																																						[Owen, Tracy  21/09/22 10:29:41] No change

																																																						[Owen, Tracy  24/11/22 09:10:38] No change

																																																						[Owen, Tracy  21/12/22 14:50:58] No change

																																																						[Owen, Tracy  13/04/23 15:27:01] No change 

																																																						[Owen, Tracy  26/07/23 08:34:50] Shower 4D cleaned between patients.

																																																						[Mathias, Louise Mrs 23/08/23 11:47:24] Reviewed with Tracy Owen, Sara Williams, Suzanne Holloway, Lyn Hopkin, Louise Jenvey.  No change.

		797		MSK-32 old 1192		Risk of cross Infection due to lack of single cubicles on Ward A & B		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		Risk of cross infection from redressing of wounds in patients bays rather than evidenced best practice as per infection control policy.  		7/19/14		8/1/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		12		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 05/10/18 12:35:22] All registered nurses on Ward A, B and W are undertaking the ANTT (aseptic non-touch training) to reduce the risk of cross-infection.

MDU refurb plans not confirmed for 2019 as yet 								Strict aseptic technique procedures are in place, patients with infected wounds or colonisation to be nursed in cubicle
				0

																																																						[Baker, Clare Mrs 27/11/18 10:10:20] 27.11.18 - Ward J has a Treatment room , Ward B plan to have one with the further refurbishment programme 2019 

																																																						[Baker, Clare Mrs 28/01/19 10:13:53] Risk remains for Ward A, B and W.  Clare Baker

																																																						[Anthony, Nicola Miss 19/03/19 11:51:41] Req for update from Snr Matron CB

																																																						[Anthony, Nicola Miss 18/07/19 11:18:18] Update req from CB

																																																						[Baker, Clare Mrs 01/08/19 13:47:53] Ward A refurbishment delayed, Ward B and W also remain without a treatment room. No reports of any cross infections noted regarding wounds within these areas

																																																						[Baker, Clare Mrs 23/09/19 11:22:06] Discussion regarding development of treatment rooms remain on the agenda but no action at present

																																																						[Anthony, Nicola Miss 06/03/20 10:33:05] D/w Senior Matron.  No evidence to support any harm cuased to patients due to lack of treatment room.
Staff to maintain standards of aseptic techinque on ward areas at all times.  
Many patients would not be able to attend a treatment area on the ward due to bed being used.  
Unable to facilitate obtaining treatment rooms

																																																						[Anthony, Nicola Miss 13/08/20 12:46:18] Risk reviewed and remains in place. Ward W removed as currently not an Orthopaedic ward 

																																																						[Mathias, Louise Mrs 22/09/21 10:54:05] Reviewed in Q&S T&O - remains the same.

																																																						[Mathias, Louise Mrs 15/06/22 15:31:06] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.

Risk merged with ID2458.  Agreed to increase risk to 20.

																																																						[Mathias, Louise Mrs 08/11/22 08:32:04] 11.10.22.  Risk reviewed in T&O Q&S meeting.  Risk remains.

																																																						[Mathias, Louise Mrs 17/05/23 09:02:18] Reviewed BD,LJ,CLB,RJ.  Reduce risk to 12.  Standard hospital risk.

		3460				Risk of damage to surgical tray wraps in  Morriston Theatres due to lack of adequate storage racks 		Accepted		Gates, Mr Jonathan				Risk to integrity of tray wraps, regular multi stacking of trays/equipment due to insufficient storage to accommodate numbers of trays 		7/21/23		10/31/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 15/09/23 16:19:09]  no change until shelving in Morriston Unit is reviewed and changed 								redesign of Theatres storage facilities enabling single stack storage
Purchase of new storage systems (ongoing)				0

		3227				Risk of delay in reporting paediatric imaging due to lack of trained radiologists 		Accepted		Wells, Dr Toby				Currently, have one LTFT neuroradiologist with a special interest in paediatric imaging and one LTFT retired and returned. We have had DATIX incidents regarding delays in reporting and delays in being able to perform imaging for suspected physical abuse. 

		12/9/22		7/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		16		High Risk		8		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate														Radiology in discussion  to finalise an SLA for UHW paeds cover for NAI when Swansea Radiologists are both away		0

		2609				Risk of delay in treatment due to the failure to comply with NICE Guidelines - Myeloma: diagnosis and management		Accepted		Wells, Dr Toby				Clinical Director for Radiology has identified issues with implementing the recommendation from NICE to replace Skeletal surveys (x-rays) with whole body MRI or CT for diagnosis, due to radiology capacity/funding. Main risk is capacity on the MRI scanners and reporting capacity .Clinical implication - risk of under diagnosis of skeletal myeloma resulting in delays in treatment.  		2/3/21		3/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				12		12		Significant		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Chohan, Rita Ms 28/09/21 15:49:13] expanding MRI capacity across the HB								Radiographers would need minimal training and protocols installing on the machines by Application specialists.  reviewing sources of recurring funding to increase radiology staff (to allow more weekend working) or use of mobile vans.  Currently some MRI spines are performed for symptomatic patients as a half way house		Discussed at haematology MDT.  Haematology aware, Discussed at Radiology Department Meeting for overall awareness.		0

																																																						[Chohan, Rita Ms 01/02/22 14:43:20] No change

																																																						[Chohan, Rita Ms 13/01/23 13:12:49] No change

		3454				Risk of delayed blood tests due to the lack of staff trained in cannulation and phlebotomy to support triage in SDMU 		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		There are currently 19 x Band 5 and 23 Band 2 staff waiting for training. The risk is that if there are not enough trained nurses to undertake these tasks that patients will wait for longer which will impact in the surgical flow and waiting times		7/11/23		10/11/23		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				8		8		Moderate Risk		4		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												N/A		An action plan is being developed with the Vascular access lead nurse and education lead nurse, with support from the clinical educator in ISSG. This will enable staff to become train the trainers and so be able to complete training within SDMU. However, to note there has been a significant delay to this due to some discrepancies relating to the criteria for staff to be eligible to complete the training.


Development of a suitable training programme will mitigate this risk and ensure SDMU staff are able to complete the necessary training and competencies in a timely way.
		0

		3027				Risk of delayed emergency & planned treatment for patients requiring complex hand surgery as a result of the lack of equipment.		Accepted		Williams, Mrs Sara		Owen,  Tracy		Only one hand fixation surgical tray is available for use in Plastics Theatres (Stryker Variax).  If more than one patient needs the equipment available, the procedure would be delayed while the tray is cleaned (minimum 4 hours).  Risk to planned and emergency service.  Possibility of significant harm to patients.		5/12/22		10/23/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				12		20		Significant		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 12/05/22 16:17:33] There is a query as to whether pins and plates would be allowed to be kept on the sterile instrument tray, consultants do require this.  HSDU instruction that pins and plates be separately packaged.  Discussions currently taking place. 

Awaiting equipment quotes from the Medartis Rep.								Good communication with surgical team regarding equipment availability.		New equipment required x3 sets of Medartis hand fixation equipment.  Theatre staff training to be able to use Medartis hand fixation equipment.  X3 staff have already been training.  A Paris also has training available to teach staff on an ad hoc basis.		0

																																																						[Owen, Tracy  20/07/22 09:14:05] Chased theatre regarding quotes, as needs to be added to CPG.

																																																						[Owen, Tracy  25/08/22 08:58:22] Chased again. Still in the process of sorting the detail of what needs to be on each tray

																																																						[Owen, Tracy  21/09/22 10:32:55] No change

																																																						[Owen, Tracy  29/09/22 12:07:37] Increase risk to 16 as no spare kit in the event of the kit being contaminated with patient on the operating table.

																																																						[Owen, Tracy  24/11/22 09:15:14] No change

																																																						[Owen, Tracy  21/12/22 14:53:42] No change

																																																						[Owen, Tracy  13/04/23 15:28:48] New quote attached to CPG

																																																						[Mathias, Louise Mrs 23/08/23 11:58:45] Reviewed with Tracy Owen, Sara Williams, Suzanne Holloway, Lyn Hopkin, Louise Jenvey.  Title change: Risk of delayed surgery emergency & planned treatment for patients requiring hand surgery as a result of the lack of equipment.  Increased to 20 due to significant harm to patients.

		3468				Risk of delayed patient care due to WAST new transfer of patients protocol whilst awaiting offload 		New risk		Poulden, Mr Mark				Risk to delayed patient care due to WAST new directive to refuse to transfer of patients for radiology tests or ward transfers.  This situation has been exacerbated by WAST refusal to allow our staff to use their trolleys to transport patients for tests potentially putting certain categories of trauma patients at further risk of harm due to the movement from one trolley to another and back again.   		7/25/23		9/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				12		12		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate												Due to Porter staffing levels, ED staff are required to assist in urgent transfers. 				0

		3190				Risk of failure to provide Obstetric Patients anaesthetic review prior to delivery due to lack of POA admin support for clinic		Accepted		Collins,  Lee				Current 0.8 WTE Band 3 staff member off on LTS. No other administrative support available in budget. Currently being covered by band 5 rota coordinator and Band 8a Senior Service Manager due to availability and skill mix to provide cover.  The clinic is not being managed appropriately and patients are being missed.
Risk to mums who are nearing due date and not having efficient/timely anaesthetic review prior to delivery.
		10/31/22		1/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Pre-Assessment				12		12		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 30/01/23 11:46:31] this risk has been linked to 20717								Pathways and processes have been reviewed by Senior Service Manager and being managed appropriately going forward utilising same process across all POA clinics. Digital dictation being rolled out. Personal email addresses removed for referrals and access to the generic inbox been extended to the team.				0

		3553				Risk of failure/deterioration of medical devices due to not undertaking annual device checks		New risk		Mccarthy,  Peter		Petty, Ms Michelle		ALAS provides a life time service to amputees within SBUHB.  ALAS prescribes medical devices (artifical limbs, components and accessories) to its patients and provides on-going support and review.

There is a risk that ALAS is unable to review the medical devices it provides in accordance with the frequency that the manufacturer of devices and / or component parts states, due to:

1)	Limitations of clinical resource – insufficient resource to be able to review as frequently as manufacturer’s may state
2)	Increased stringency of commercial manufacturer’s as a consequence of more prescriptive requirements of new EU (and in future, GB) Medical Devices Regulations.

This could result in part failure or detoriaration (due to wear and tear) that goes undetected until an issue arises.  The impact of this could be patient harm, of varying severity depending on the issue that occurs.  
		10/11/23		12/11/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Artificial Limb Appliance Centre				5		15		Moderate Risk		5		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												•	ALAS has an ISO 13485 (medical device manufacturing quality standard) which provides assurance of ALAS’s in house manufacturing of medical devices
•	Processes in ALAS require patients to be assessed for suitability for particular devices or components, based on specific criteria (weight, levels of activity) and subsequently, risk.
				0

		1295		CSS/T1295		Risk of fire due to lack of Theatre Storage 		Accepted		Gates, Mr Jonathan				Insufficient storage areas for theatre equipment and consumables means that items are stored in Theatres corridors  preventing the efficient transport of patients through the corridors , which would be required for evacuation in a fire situation. Storage of consumables also increases the amount of flammable materials present in a public area. Notice has been received from the Fire Service of a need to comply with a Safety Notice in respect of Theatre storage ( document attached) .  Recent false alarm related to the storage of consumables too close to fire/smoke sensors triggering mechanism.		7/13/17		9/1/23		Health and Safety		Fire		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres		Theatre Corridor		15		12		Significant		5		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Jones, Cheryl Mrs 03/05/18 11:22:03] Risk discussed on 03.05.2018 with JG/SD/DE.								Responsible person must ensure that the means of escape is free of obstructions at all times, and ensure that combustible materials are kept to a minimum in escape routes.
		Theatre Departmental Fire Policy
Future HB planning to add another building to the increase theatre space 		0

																																																						[Gates, Jonathan Mr 29/06/18 13:42:21] EBME to review equipment storage space and capacity 30/6/18. Linked to future procurement decisions and stock management capital bids.

																																																						[Gates, Jonathan Mr 02/10/18 13:44:31] 2018 fire safety assessment attached. 

																																																						[Chohan, Rita Ms 06/07/21 10:58:40] regularly identified as a health and safety concern when undertaking health and safety assessments.  The requirement for storage space has increased during covid to accommodate flexibly the needs of the service.

																																																						[Chohan, Rita Ms 01/11/21 14:30:26] no change from previous  review - everything that is stored is movable (on wheels) but volume is the potential risk.

																																																						[Chohan, Rita Ms 22/02/22 11:26:38] as per previous progress notes.  The HB outline planning permission to improve storage capacity on site.

																																																						[Chohan, Rita Ms 22/11/22 17:01:48] Theatre eight is being used to store supplies that were recently kept above head level.  These were moved as advised by Fire and Safety inspection of theatres.

																																																						[Chohan, Rita Ms 04/04/23 16:35:26] utilising theatre 8 for storage until adequate on site facilities available 

																																																						[Chohan, Rita Ms 15/09/23 14:16:21] No further update on adequate site facilities 

		700				Risk of harm coming to patients due to FUNB capacity		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		Incidences of follow up appointments not booked in a timely fashion for all surgical specialties 		11/30/15		5/1/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				9		9		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Crook, Jackie Miss 06/07/17 09:45:51] Meeting HD, DS, AH to review risk. Review of OPD booking teams /processes taking place.								Waiting list intiative clinics being held for consultants with particular issues. Review of OPD admin processes under way to improve management of lists. Learning from best practice in other areas.				2		Rix, Miss Hannah (Inactive User)		12/30/15		Create process		Specialty manager and OPD supervisor reviewing processes for managment of FUNB list by consulting with other specialty departments and learning from best practice.		Follow Up Improvement Group set up by Tersa Humphreys



																																																						[Baker, Clare Mrs 16/10/17 15:44:39] risk remains 



																																																						[Anthony, Nicola Miss 04/07/18 11:43:55] Updated risk register to include all surgical specialities 



																																																						[Anthony, Nicola Miss 29/11/18 11:42:02] Risk remains as no improvement in FUNB position currently 



																																																						[Anthony, Nicola Miss 13/12/18 09:08:26] Email from patient added to documents - possible complaint re waiting time 



																																																						[Anthony, Nicola Miss 06/09/19 12:54:56] Information requested from Carol Lavis														Weaver, Ms Deborah 		12/21/17		Process Review		Review outpatient processes



																																																						[Anthony, Nicola Miss 06/09/19 15:13:35] Update provided by CL, Performance Improvement Manager - 
KJ (Patient Pathway Manager) oversess follow-up waiting list which is provided reviewed weekly and at the end of each month for end of month  position.  Focus is on reviewing patients over their target date (so on their clinical priority). Information relates to all service groups in  Morriston, Singleton & NPT delivery units

At the end of August 2019 (which covers Cardiology, Cardiothoracic, Clinical Physiology, Endocrinology, ENT, General medicine, General Surgery, medicine for the elderly, Nephrology, Neurology, OMFS, Orthodontics, Paediatric Dentistry, Plastic surgery, Rheumatology, T&O, Urology and Vascular) the total waiting list was 57,268. 

Of the 57,268 there are 18,655 over their target. 

There is a focus and requirement by WG to reduce the number of patients >100% over target – we have 7536 (waiting and appointed), 4075 are waiting.

Regular Morriston Outpatient Modernisation group meetings take place and all specialties have had to submit plans on how they were to reduce the number of delayed follow-up patients.  

WG Funding has also been given to reduce the FUNB list therefore a Validation team were put into post on the 1st June 2019, this consists of one band 4 supervisor, two full time band 3’s and two part time band 3’s. The focus is on validation on longest waiting patients with focus on duplicate entries, blank targets and blank categories. Also to identify error themes and highlight to service managers and clerical teams for action. 

A performance scorecard has been developed and monitoring on a month basis at both Health board wide modernisation groups and local outpatient steering groups.




																																																						[Anthony, Nicola Miss 20/10/20 09:00:54] Needs to stay the same, also there is less outpatient capacity due to COVID



																																																						[Anthony, Nicola Miss 15/02/21 16:23:08] D/w Jo Davies - Risk remains for all surgical specialities.  COVID pandemic has also impacted on ability to review patients in clinic, face to face and virtually due to reduced capacity through reduction in clinics




																																																						[Westmoreland, Amanda Mrs 20/12/22 09:30:45] This remains an issue. Katie Jones is working through clinic templates and we're exploring options to increase capacity through registrars in clinic. Room availability and lack of juniors are rate limiting steps. Will update when we have more information. 




		2638				Risk of harm due to delay in transfer of patients requiring urgent Plasma Exchange from outreach hospitals due to lack of beds		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Timely admission required, Lack of bed capacity can delay lifesaving treatment

Previous incident and death has arisen from this lack of ability to exchange plasma exchange in a timely manner

		3/11/21		9/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Taylor, Amy Mrs 06/10/21 13:30:24] Reviewed today by AT SS no further updates risk to remain the same								Linking in with bed managers

Escalation to site silver when required

Evaluating if other sites can accept the patients if Morriston is simply too full
		Standard operating procedure to be put in place with locations of Where these patients can be safely accommodated either in a Renal area of if required elsewhere

Action plan to be developed with site management
Ward Manager to ensure that staff monitor times of delays going forward escalating any delays more than 24 hours


		0

																																																						[Taylor, Amy Mrs 01/12/21 12:57:02] reviewed today at Risk Register medicine meeting. SOP being written not finalised but once it is will be shared. 

																																																						[Taylor, Amy Mrs 25/03/22 10:42:42] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead 24.03.2022. No change.

																																																						[Taylor, Amy Mrs 17/08/22 16:08:15] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
Will be further reviewed in Renal meetings.


																																																						[Taylor, Amy Mrs 22/11/22 17:04:27] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 10/05/23 16:44:05] Discussed in Medicine Risk Register Review meeting 10/05/2023.

																																																						[Chohan, Rita Ms 15/09/23 15:11:49] ITU are able to assist if necessary 

		3415		SLT H&N		Risk of Harm to Head & Neck Patients due to Lack of Speech & Language Therapy Capacity		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Due to maternity leave and long term sickness within the SLT team, the service is significantly depleted at present and so is unable to provide head & neck patients across both ENT & OMFS with the necessary support. There are multiple clinical risks caused by the shortage in this vital skill group. 
- Risk of poor outcomes in cancer treatment for head & neck cancer patients (both surgical and chemo-radiotherapy) due to patients not receiving pre-hab
- Risk of delayed discharge from hospital due to not reviewing post-operative patients in a timely manner
- Risk to other ENT patients and medical trainees due to ENT doctors needing to see speech valve issues
- Risk to the speed and quality of patient recovery, as well as safety, following radiotherapy on-treatment and early post treatment
- Risk of poorer quality appointments with the patient, in certain clinical circumstances a combined assessment with the consultant and SALT is invaluable
- Risk of unsafe delivery of radical and palliative treatments
- Risk of delayed recovery./excess morbidity with added costs
- Risk of poorer long term outcomes
- Risk of lower quality assessments and treatment plans for laryngeal cancer, when developing a treatment guide to help save the larynx

For some time there has been a need to expand the service provision due to the increased volume of patients coming through H&N MDT, and a business case is under development to clearly demonstrate the various demands and developments. Whilst this risk is due to the depletion of the core capacity, due to the clear need for substantive growth in the team the opportunity should be taken to seek substantive appointments as the financial risk is less than the clinical risk. 		6/12/23		7/12/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Ear, Nose & Throat				20		20		High Risk		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate																0

		2764				Risk of harm to Paediatric Orthopaedic patients due to lack of theatre capacity  		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		INADEQUATE PROVISION OF THE FOLLOWING PAEDIATRIC ORTHOPAEDIC SERVICES:
1.	OUT PATIENT CLINIC CAPACITY (including POA) AND ESTATE
NEW PATIENT WAIT ROUTINE > 20 MONTHS
FUNB WAIT > 9 MONTHS FROM SCHEDULED
2.	IN PATIENT THEATRE CAPACITY
IPWL WAITING TIMES INCREASING WITH ROUTINES WAITING >9 MONTHS 
3.	PAEDIATRIC ORTHOPAEDIC PHYSIOTHERAPY PROVISION
4.	NO EXTENDED SCOPE PHYSIOTHERAPY PRACTITIONER SERVICES
5.	INADEQUATE WARD BASED AND OPD BASED OCCUPATIONAL THERAPY SERVICE

ALL ASSOCIATED STAFF UNDER CONSIDERABLE STRESS AND PRESSURE
ONE CONSULTANT ON LONG TERM SICK LEAVE AND MAY NOT RETURN 
ONE CONSULTANT MAY RETIRE IN THE NEXT 2 YEARS

ALL OUTPATIENTS WAITING LONG PERIODS  - MULTIPLE COMPLAINTS
CLINICAL GOVERNANCE RISK

		6/26/21		8/1/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				20		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 26/06/21 19:55:26] New risk added to risk register - discussions between Ian Langfield, Associate Programme Director for Tertiary and Specialist Services Planning Partnership, Cardiff and Vale UHB / Swansea UHB.  
Actions which need to be discussed / considered to mitigate risk: 
APPOINTMENT OF ADDITIONAL PAEDIATRIC ORTHOPAEDIC SURGEONS AND EXTENDED SCOPE PHYSIOTHERAPY PRACTITIONERS
ADDITIONAL PAEDIATRIC ORTHOPAEDIC OPERATING
LCOUM CONSULTANT APPOINTMENT COULD BE IN PLACE BY AUGUST 1ST 2021 IF EXECUTIVE BOARD AGREE 
IL building business case 
 


								PAEDS ORTHO CONSULTANTS TRIAGING REFERRALS AND IPWL OPERATING AS BEST THEY CAN		Business case developed to support services 		0

																																																						[Mathias, Louise Mrs 21/09/21 14:40:18] Reviewed in T&O Q&A.  Improved with locum consultant in terms of seeing outpatients.  No increased inpatient capacity.  Admin staff pressures heightened with increased sickness levels due to stress.  

																																																						[Mathias, Louise Mrs 09/09/22 09:14:35] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.

Outpatients not an issue.  20% pre-covid operating.  CLB to look at wording.

																																																						[Le Brocq, Charlotte Mrs 09/09/22 15:20:41] No change to level of operating capacity remains 20% of pre-covid. Reduced waits for New and Funb patients. Locum extended for another 12 months, until July 2023.

																																																						[Westmoreland, Amanda Mrs 30/03/23 08:35:11] Update from Louise Jenvey - High Risk

																																																						[Mathias, Louise Mrs 17/05/23 09:14:02] Review BD,CLB,LJ,RJ.  No change.  Addl paeds list to come.  ENT has priority.

		2753				Risk of harm to pancreatic patients due to lack of (interventional) radiology input and to SBU in obtaining single HPB status		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		Lack of 24hr oncall HPB rota and lack of 24hr oncall interventional radiologist put pancreatic patients at higher risk of mortality and morbidity.  

This risk affects all patients undergoing pancreatic surgery and infective necrotising 

Will also impact SBU being recognised as a single HPB Centre 		6/15/21		7/30/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				20		20		High Risk		5		High Risk		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 15/06/21 08:58:17] - Risk score needs to be considered, ie, how often alternative procedure is required - email to HR
- TH, Ass Service Director - CSS, advised of risk which includes Radiology
- Issue discussed at Surgical Audit and Directorate Meeting 27/05/20 and agreement made to add to risk register  
								There are currently only 4 HPB surgeons who also are part of the general surgical on-call rota.  .

Currently 1 locum ad-hoc Interventional Radiologist and 1 less than full time Interventional Radiologist for the whole of South Wales (not just Swansea) 		As a result, patients at times have to have an alternative procedure resulting in patient become diabetic for life 

Requires the appointments of an additional 2 HPB surgeons and removal of HPB surgeons from the on-call rota. 4th HPB Surgical post agreed, awaiting RC approval.

Update 03/05/22 - 4th Pancreatic Surgeon appointed

Requires additional Interventional Radiologist to provide 24hr on-call cover for pancreatic patients within SBUHB		0

																																																						[Anthony, Nicola Miss 16/06/21 09:19:45] Risk score adjusted as per email from Guy Shingler to Mollie Kearns - see documents. 

																																																						[Anthony, Nicola Miss 19/06/21 09:03:14] TH will highlight to Ian Langfield, Associate Programme Director for Tertiary and Specialist Services Planning Partnership

																																																						[Westmoreland, Amanda Mrs 27/06/22 12:08:51] 4 HPB surgeons currently - Lack of interventional Radiology.

																																																						[Westmoreland, Amanda Mrs 20/12/22 08:56:47] Remains the same. No plan as yet. 


																																																						[Westmoreland, Amanda Mrs 03/05/23 11:02:21] Update to title & risk of HPB centre status

																																																						[Westmoreland, Amanda Mrs 04/09/23 11:10:03] 14/08 update KJ - 5th Consultant appointed, due to start October 2023

		3436				Risk of harm to patient due to delay in patient diagnosis due to temp closure of Morriston Radiology Nuclear Medicine Service 		Accepted		Simmonds, ms Alexandra				Morriston Radiology nuclear medicine service will temporality close for a period of five months due to the requirement to replace the imaging equipment. The existing scanner will be replaced with a new SPECT CT system. The temporary closure will result in adult patient receiving their imaging at the Singleton Nuclear Medicine department. Paediatric patients will either be imaged at Princess of Wales Hospital during this time. The temporary closure will increase the risk of harm to patients due to delayed diagnosis. 		6/29/23		7/31/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				9		9		Significant		9		Significant		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												Adult Patient imaging will take place at Singleton NM department during the temporary closure. Paediatric patient imaging 				0

		3123		H&N Cancer Theatre Capacity		Risk of harm to patients caused by lack of theatre capacity for head and neck cancer operating		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		All complex OMFS cancer cases require surgery on Morriston Hospital site and access to a PACU / ITU bed. These cases require three session operating lists due to the complexity and size of the procedure. OMFS cancer cases tend to progress very quickly. 

Since COVID, the OMFS service only has one three session list allocated each week, creating capacity for only one patient. This risks patients coming to harm by their cancer progressing within the time taken for their surgery to take place. Progression of this type of cancer can lead to the procedure required becoming more extensive than it would have been had an earlier date been available for the patient, leading to higher risk of mortality, more protracted recovery and poorer outcomes for the patient, as well as the risks incurred with a longer length of stay in hospital. The speed of progression of these types of cancers also mean that there is a risk of patients becoming inoperable, particularly in periods of high demand.

With only one of these lists available each week, the risk of patient harm is also compounded by the lack of resilience and flexibility. Should a list go down due to staff sickness or bed pressures, this compounds the demand on later lists and pushes all patients back. 		9/26/22		7/6/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				25		25		High Risk		5		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 26/09/22 16:36:39] Linked to Complaints:

ID 9522
ID 9365								Regular requests for additional/ extended theatre lists through TASS and theatre request process. Requests have been escalated to Morriston senior management team alongside details of clinical risk on the current waiting list. Clinical details of all patients listed for upcoming 6 weeks and those earlier in the cancer pathway shared to demonstrate risk. Discussed at Theatre Operational Group weekly. Close operational management of theatre lists to ensure that any available capacity from other head & neck specialties are converted to support OMFS cancer where possible (often requires staffing of a 3rd session)				0

																																																						[Douglas, Cherri Miss 21/04/23 17:10:05] Risk updated. 

Links to Theatre & Anaesthetics Directorate.

Request has been made to Consultants to provide details of patients which have come to harm due to shortage of access to theatre lists. Details need to clarify that the delay is attributable to lack of theatre access. 

Service requirement identified to implement management of these cancer patients as one joined up waiting list which can be clinically prioritised to ensure allocated capacity is utilised to manage the most urgent patients first regardless of named consultant. 

		3242				Risk of harm to patients due to capacity issues in SDMU caused by increased pressures from unscheduled care 		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		There is a risk of harm to patients who are not appropriately observed by nursing staff due to the environment on SDMU and the lack of appropriate staffing level.

Risk of pressure damage due to extended periods of sitting in hard chairs in the waiting room

Risk of deteriorating clinical condition.

Lack of appropriate treatments areas to provide basic care and treatment
		1/11/23		4/11/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				16		20		High Risk		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 04/09/23 10:54:24] 14/ 08 update from MK - This will be reduced/ removed with the moves in November
								Ongoing review of available capacity and patients prioritised for beds / trolleys as appropriate.

Staffing levels increased where possible although this is often unpredictable.

Patients who are required to sleep over night in chairs are offered recliner chairs or a trolley if needed.

Patients are risk assessed by the triage nurse and high-risk patients are prioritised when a bed is available but there is a risk that a bed would not be available. 
		Plans for development of new SDEC area will mitigate these risks.		0

		2755				Risk of harm to patients due to deficits in MSK Registered Nursing Staff 		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		Ward A, B, W running at >***% vacancy rate of substantive staff.  In line with RCN guidance and NSA staffing levels this is not appropriate and breaches governance risks increasing risk of patient harm and failure in complying with policies and procedures.  This also impacts on staff morale, sickness / absence, finance and potential increases in key performance indicators.  
Currently poor skill mix in each area due to less experienced staff group in post.  
		6/15/21		8/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				20		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Mathias, Louise Mrs 21/09/21 14:38:23] Reviewed in T&O Q&S.  Situation worse with retirements, leaving, covid isolation protocols.								Daily acuity completed which formalises assessment of each area each day, daily staffing meeting at 8am for the unit to ensure what can be done to share risk is done.  Further 10am daily meeting for site support if required.  
Professional lead during evenings which picks up risk out of hours.  
Recruitment campaign in progress - will attempt to keep running advert for vacancies. 
Corporate Nurse Team looking at overseas team to fill vacancy gaps		Visible leadership on a daily basis 
Use of agency when required and bank nursing 
Excess hours offered looking at what can be utilised within the unit		0

																																																						[Mathias, Louise Mrs 15/06/22 15:55:20] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022. 

This has improved.

																																																						[Mathias, Louise Mrs 17/05/23 09:27:31] Reviewed BD,LJ,CLB,RJ. Reduce risk to moderate (no vacancies at present).  End of 2023 all vacancies will be filled throughout whole hosp.  Re-word RJ.

		28		RS CARDIAC/803		Risk of harm to patients due to delays in transfer for Secondary\Tertiary Care Patients to Cardiac Unit		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		Failure to transfer secondary care cardiology patients from surrounding secondary care hospitals in a timely fashion. Delays are unacceptable on clinical, economic and social grounds.  We should be aiming for a transfer window of 48 hours maximum for all IP transfers. Published data that delays to angiography more than 72 hours are associated with a 39 % relative increase in death compared to those who receive angiography after 72 hours (4.6% vs 2.8%). There is also a 40% relative increase in recurrent myocardial infarction with delays to angiography, which extends to the first 6 months after initial presentation with ACS.
		2/6/13		8/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				20		15		High Risk		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Crook, Jackie Miss 17/11/15 14:22:55] 31.7.14 Discussion with GC2, risk score to be discussed at next board meeting. Transfer time reduced from average of 6 days to 3 days. From September 2014 enhanced dedicated ambulance transport service will be provided. Ongoing pressure of patients outlied in cardiac areas delays transfer of patients from CCU which in turn affects transfer performance. Bed availability in other hospitals affects repatriation of patients which can also cause delays in transfer performance. JC4								Backfilling existing lists. Weekend Saturday lists. Extended hours of cath lab on Mondays and since 2014 on a Wednesday.
17.5.13 Cardiac Short stay Unit to remain open Mon-Fri pm to facilitate of transfer of patient from DGH. Processes implemented; 3 trolleys identified for rapid admission and repat. of patients from DGH. Normally day case admissions. Following intervention. This is dependent on amb and DGH beds
Work undertaken via ARCH programme has improved things dramatically, however, bed capacity is critical to ensuring timely transfer and loss of CSSU could compromise the good work done to date				1

																																																						[Crook, Jackie Miss 17/11/15 14:30:51] Meeting with GC and ER to review risk. In the last two weeks implemented a daily telephone call with Hywel Dda to review transfer waiting list. Current longest wait time is 13 days. Opening of CSSU due to unscheduled care pressures on weekends has detrimental effect on ability to transfer patients in.

																																																						[John, Andrea  11/07/16 15:46:57] 12/7/16 - original risk assessment and key documents upload from old Datix. AJ

																																																						[Crook, Jackie Miss 10/11/16 13:04:15] Further to Regional risk Review meeting with Morriston Hospital Service Delivery unit Managers, HoN and DGM Risk down graded.

																																																						[Anthony, Nicola Miss 06/08/18 12:24:24] Cardiac flow co-ordinator appointed who facilities transfer of patient into the centre.  Extended working times on a Monday and Wednesday if required to increase Cath lab availability. Ongoing discussion with improvement of repatriasation of patients to DGHs.  Appointment of cardiac Cath lab manager August (Richard Walters).   If w/list exceeds 10 patients, elective activity is reviewed and if required cancelled 

																																																						[Anthony, Nicola Miss 16/10/18 09:17:08] Delays in transfer to Cardiology/Cardiac unit remain despite flow co-ordinator
Once the number of patients on ACS transfer list (time imperative list) gets to 10, elective activity is reviewed and cancelled as required.  
Cardiology list - no current cut off point 
Other options being considered to increase capacity on Morriston site.
Discussions have taken place with HyDda for them to appoint their own flow coordinator in order for them to cleanse their lists 

																																																						[Anthony, Nicola Miss 28/01/19 14:35:03] Pilot of 'treat and transfer' for cardiac patients commenced 6th Jan 2019, ie, 3 patients on a daily basis transferred to CSSU to receive their treatment following which trans back to referring hospital same day.  This has resulted in the lowest waiting times in 5 years.  Pilot to run for 8 weeks in the first instance before evaluation takes place. Currently able to facilitate to transfer within 72 hours of referral 

																																																						[Anthony, Nicola Miss 08/04/19 21:07:54] Update from Julie Thomas, Snr Matron, Since the start of the treat and transer pilot from January 2019 the number of patients on the transfer list has significanty reduced. This will improve even further if the proposed Saturday working commences. Hannah Risk asked to provide details on reduced times ect 

																																																						[Anthony, Nicola Miss 18/06/19 12:22:31] Discussed at Cardiology Board 3/6/19 - Interim Clinical Lead looking revieiwng process of pathway of patients being accepted onto transfer list to ensure inappropriate patients are not added to transfer list.  

																																																						[Anthony, Nicola Miss 11/09/19 15:26:36] D/w Senior Matron JT - Patients no longer being added to ACS list (due to impovement of treat and transfer list which is now funded), Hywel Dda have agreed for this to go into the LA.   Patients are no longer put straight onto Cardiology transfer list - consultant to consultant discussion needs to take first place 

																																																						[Anthony, Nicola Miss 27/11/19 10:27:08] No change from previous update.  Ann Buse has confirmed currently Singleton patients are waiting longer times than HDda or POW.  Ann Buse looking at average lenght of time.  Risk score needs to increased due to Singleton transfer problems.  Also an issue with transferring back to their local hospital    

																																																						[Anthony, Nicola Miss 08/01/20 14:44:02] Ongoing problems compounded by unscheduled care pressures.  RIsk remains the same 

																																																						[Anthony, Nicola Miss 16/07/20 11:57:13] Update from Senior Matron - 30/06/20

Remains an issue at the present time due to COVID plus 'Treat and Transfer' has been temporarily suspended due to COVID.  

HDdAUHB will only accept returning patients if they have been nursed in a cubicle on the cardiac unit during their admission 

																																																						[Anthony, Nicola Miss 19/10/20 08:59:14] From James Barry point of view, he feels this risk needs to be increased given current climate risks

																																																						[Anthony, Nicola Miss 29/10/20 09:45:09] JB feels score should be increased due to impact of COVID on capacity - ? Increase to 20 due to increased daily demand basis and ability to repatriate back.  Actively recognise the number of patients waiting amount of time isn't right - in many cases not achieving NICE guidelines.  
PPH had stopped their T&Repat facilities which meant couldn't bring patients from 3 out of 4 DGHs in Hywel Dda, significantly increased waiting times.  Reinstated this week
Responsibility for delays sits with Hywel Dda, ie, brings patients into one hub before sending to MDU 
Re Singleton, patients not part of treat and repat which results in a poorer service for these patients 

Risk score increased as could potentially cause death / critical issues - not transferring patients within NICE guidelines 


																																																						[Anthony, Nicola Miss 05/02/21 12:27:20] Discussed with Louise Jenvey - risk score reduced as no incidents of severe harm / deaths. 
Daily discusions with surrounding hospitals takes place re condition of patients. 
Due to COVID pandemic and front door activity, risk remains in place

																																																						[Anthony, Nicola Miss 18/03/21 14:37:02] SharePoint site in place of daily review by Band 7 COORDINATOR along with daily review by registrar who report daily to site team re status of cohort of patients who require transfer.  
All available beds are filled with transfers if at all possible however due to site pressures, medical outliers remain in beds often within the cardiac footprint

																																																						[Anthony, Nicola Miss 12/05/21 15:19:05] Clinical Director (JB) has requested score to be increased due to significant pressures within the hospital which are delaying transfer and a failure to achieve the 72-hour target  

																																																						[Mathias, Louise Mrs 12/10/21 09:43:25] Reviewed with Dr James Barry and Dean Packman prior to triumvirate meeting.  Cons cardiologists to be called before medical outlier put in bed.  A Gallagher aware.

																																																						[Mathias, Louise Mrs 07/12/21 11:47:20] Reviewed in Triumvirate meeting with Dean Packman and Louise Jenvey.  Risk upgraded to High.

																																																						[Mathias, Louise Mrs 06/12/22 11:29:10] Reviewed with DP and JB - agreed to downgrade likelihood.

																																																						[Mathias, Louise Mrs 07/02/23 14:57:22] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  Updated title to include "tertiary".  Increase level of risk.

																																																						[Mathias, Louise Mrs 17/05/23 10:40:43] Review BD,DP,LJ,GH.  Improved.  100% improvement since last year.  Risk remains same.

		1718				Risk of harm to patients due to insufficient numbers of surgical nurses trained in use of NG feeding tubes 		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		Nasogastric Tube Competency Assessor Training not undertaken due to short notice given for training plus time constraints in undergoing online training (takes around one hour plus review of the revised Policy and accompanying competency set) 
During the training staff will be verbally assessed as competent to insert Nasogastric Tubes.
Trainer assessor dates given with too short notice.  Morriston DU Head of Nursing has requested further training dates in 6 weeks  
		10/25/18		9/30/21		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				15		12		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 14/02/19 11:37:14] Request for information sent to Mel Joseph on training compliance and whether an agreement is in place as to which clinical areas within surgery will manage these type of patients 								04/05/22 - CT to pick up on progress of training programme.				0

																																																						[Anthony, Nicola Miss 10/04/19 11:24:00] Update from Melanie Joseph - specific wards identified – Caroline  asked for an update on training levels

																																																						[Anthony, Nicola Miss 06/09/19 09:31:04] D/w MJ - training ongoing/available.  Need information on number of staff who have undertaken training.  D/w Louise Wade/Rhiannon Jones/Caroline Riseley 

																																																						[Anthony, Nicola Miss 03/12/19 16:54:46] Needs to be linked to incidents and action plans developed in relation to NG usage.
Risk remains as running at 50% vacancy across surgical specialities  

																																																						[Anthony, Nicola Miss 07/07/21 12:10:12] H&N CNS appointed May 2021 with dedicated time for training specifically aimed at NG tubes.  Training plan is developed and dates booked.  Consider rolling out across MDU Site 

		3244				Risk of harm to patients due to lack of capacity on Pembroke Ward for surgical planned care and cancer pressures 		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		The risk is that too many patients are booked into Pembroke on a daily basis and that surgery is cancelled or delayed (up to 10 patients including cancer patients)

Patients who are late to theatre may result in longer length of stay

Patient experience of waiting long periods and cancellations at late notice

Delayed access to services
		1/12/23		4/12/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				25		20		High Risk		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 04/09/23 10:43:38] 14/08 update MK - To be reduced to 20 as we are still cancelling patients and the lack of beds on Pembroke means we have limited capacity for Morriston only cases meaning inequity of access for complex patients 
								A daily elective flow meeting is chaired by the Manager of the day for surgery and attended by the Nurse in Charge (Pembroke), surgical flow co-ordinator, CITU NIC and theatres.

 Information is collated and shared to discuss planned admissions for the next day and the estimated beds available (following profiling by the NIC). 

Where demand exceeds beds available the MOTD seeks clinical decision making from the Assistant Medical Director to prioritise patients but this regularly results in cancellations.
		Additional nursing resource needed to ensure a nurse is allocated to the admission area.

Optimise booking theatre sessions according to ward profiling. 

Reintroducing ring-fenced T&O beds.
		0

		3002				Risk of harm to patients due to lack of operating capacity for routine / urgent General Surgery electives		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		The current theatre allocation for general surgery is consumed by cancer work which leaves a large volume of patients suffering with benign diagnoses with no access to theatres leaving them at risk of harm, including but not exclusively >700 lap choles.  

(Linked to Incident ID 8885)		3/28/22		6/28/22		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				15		20		Significant		5		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 17/08/22 15:11:43] Update form MK - ?upgrade to 20. No current plan to recover this position. I have started discussion with St Joes to seek support.								Treatment of patients as emergencies on acute admission to avoid additions to the growing backlog of electives on the stage 5 waiting list. Regular review of stage 5 lists and expedition of patients requiring urgent surgery.		03/05/22 - No plans at present to recommence routine operating due to capacity.		0

																																																						[Westmoreland, Amanda Mrs 20/12/22 08:55:34] Update - Remains the same. No plan. Escalated to Morriston Unit Directors and Execs. 


																																																						[Westmoreland, Amanda Mrs 07/02/23 11:40:48] MK - An uplift in the allocation of theatre for general surgery has been requested, with the Singleton expansion next year. This will be crucial if there is any hope of improving this position. 


																																																						[Westmoreland, Amanda Mrs 26/04/23 15:01:48] Linked to Incident ID 8885

		2717				Risk of harm to patients due to lack of theatre capacity for urological cases including major cancers (MDU / NPT)		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Lack of available theatre capacity resulting in a significant harm to patients in provision of Urological procedures ie, specifically major Cancer surgery (nephrectomy and cystectomy) limited by MDU bed capacity, Urgent stone patients that are coming to harm from delayed treatments resulting in high readmission rates and complications of overdue stent and stone removals		5/13/21		6/30/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Urology				16		25		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Anthony, Nicola Miss 11/06/21 09:39:45] Access to Urological Services, specifically TURP and TURBT services, discussed at Urology Audit May 2021.  Presentation shared.  It was agreed the service should focus on the most important, high numerator treatment to try and resolve the significant backlog: The waiting list for TURP is to be highlighted in tandem with the already established push for bipolar generators in Neath in order to achieve a day case service.
Journal Paper review discussed regarding impact / outcomes of long waiting times and lack of appropriate equipment. 
Following lengthy discussions and evidence presented at the Audit meeting it was agreed risk score needs to be escalated / increased  
								Weekly TASS meeting.  
Weekly prioritisation of patients.
Validation of patients.
				0

																																																						[Westmoreland, Amanda Mrs 14/09/22 10:19:14] Risk upgraded to 25 in line with Unit risk level for lack theatre capacity to treat cancer patients. 

		2786				Risk of harm to patients due to Post-operative complications and Repatriation of off-site Orthopaedic Elective Cases.		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Patients who are recovering after Orthopaedic surgery in off-site locations (Neath B2, Neath DSU, Singleton DSU), may require support from monitoring and services only available in Morriston Hospital due to no out of hours cover.  This would require immediate transport and an admission bed space and appropriate specialist input.		7/22/21		8/1/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				12		16		Significant		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 09/11/21 15:14:13] Reviewed in T&O Q&S meeting.  Approved and risk scoring agreed.								Currently patients are pre-assessed and only admitted off-site if they are deemed suitable.  Criteria however is not yet absolute and this can lead to a degree of variability.  This can increase the potential for post-operative problems. 				0

																																																						[Mathias, Louise Mrs 09/09/22 09:19:54] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.  Description reworded.

																																																						[Mathias, Louise Mrs 17/05/23 09:15:02] Reviewed BD,LJ,CLB,RJ.  Remains risk.  Transfer SOP being worked on.

		1613				Risk of harm to patients due to tracheostomy nurse availability and succession planning 		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Current single handed tracheostomy nurse practitioner has been in post for 11 years and likely to retire in the next two to three years. 		8/8/18		1/31/22		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Ear, Nose & Throat				20		8		High Risk		8		Moderate Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Le Brocq, Charlotte Mrs 23/01/19 14:26:03] No update at present								Succession planning required and in discussion 				0

																																																						[Anthony, Nicola Miss 19/03/19 15:13:51] Req for update sent 

																																																						[Le Brocq, Charlotte Mrs 20/03/19 12:55:20] No update at present

																																																						[Anthony, Nicola Miss 06/09/19 14:54:54] No change in current position - Senior Matron aware

																																																						[Anthony, Nicola Miss 03/12/19 16:18:10] No change in position - discussed at RR review meeting with service directors.  HD meeting with nurse involved to consider future plans for retirement as no succession plans 

																																																						[Anthony, Nicola Miss 07/07/21 12:29:47] Only 1 Nurse Specialist employed who is of retirement age although no plans to retire at present.  

		2511				Risk of harm to patients on stage 5 OMFS waiting list for dental extractions		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		Since the commencement of the COVID19 pandemic we have had no access to the day case theatre lists in POW to treat a number of patients (3 sessions per week).  These patients are a mixture of routine and urgent patients. 

Unfortunately we also struggle with treating the Morriston patients as we have no dedicated theatre lists to treat these patients 

Pre-COVID we did attempt to backfill any Consultant lists that weren’t going to be used due to annual leave etc. This cohort of patients are generally the complaints we are receiving in OMFS at present.

Patients are coming to harm whilst waiting (I realise this isn’t exclusive to this cohort of patients, as currently most patients are coming to harm due to the pandemic), they generally have complex health issues which is the reason these patients have been referred to Secondary Care for their dental extractions.
		10/28/20		6/30/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				15		15		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate												Waiting list under review as a result of the RCS categorisation process. Department to identify any patients who would now be categorised as a '2' under RCS guidance, to ensure patients are added to the theatre priority list which will result in an allocated theatre list				0

		2724				Risk of harm to patients through interruption or delay to decision making on treatment because of unrecoverable patient data		Accepted		Simmonds, ms Alexandra				Fuji have alerted the Radiology Department of a Ransomware attack taking place in Ireland.  Whilst Fuji understand that the protection of the IT networks are the responsibility of the Health Board IT teams, they are concerned that should any of our systems become infected there is a chance that all of the patient data within our Synapse system could become encrypted and unrecoverable.  This would likely also replicate to the backup system.  
All back-ups are on line and Fuji have no tape equipment to do any off line backup.
		5/19/21		3/31/23		Environment, Estates and Infrastructure		Security		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				12		12		Significant		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 28/09/21 15:46:37] To remain as continued risk 								NHS Wales have been monitoring the situation very closely and increased monitoring has been put in place on the perimeter of the NHS Wales network by DHCW as of today (19/05/21) the Health Board Cyber security team do not feel that there is any reason to alter routines.
DHCW have blocked all e-mail traffic from Ireland.
SBUHB Cyber Team have scanned the local network for the vulnerabilities and finger prints of the tools used to inflict the attack and our systems are clean.
SBUHB PACS servers are on a rolling month by month program for Microsoft patching (Apr 2021 last updated)

				0

		2517				Risk of harm to patients with a NOF fracture due to length of time to theatre 		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Patients presenting to hospital with a fracture neck of femur are often waiting in excess of 36 hours before their surgery.  This time frame is outside the recognised national time frame to operate and is known to increase the risk of mortality with the longer waits.  

		11/4/20		8/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				16		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 22/09/21 10:30:30] Reviewed in Q&S T&O - No change - Risk remains the same.								There are now 2 - 3 trauma lists per day, consultant rota has changed to provide available surgeons.  Still have the lack of appropriate orthopaedic scrub team each day and also some anaesthetic shortages.  
On a daily basis patients discussed at post-take trauma meeting and clinical priorities for the day are determined. 		Tried to increase ability to treat more of these patients in a timely manner but restrictions remain 
Data is continuously monitored and compared with National statistics through NHFD 		0

																																																						[Mathias, Louise Mrs 13/06/22 10:29:45] Reviewed by Brett Denning, Charlotte LeBrocq, Louise Jenvey & Rhiannon Jones.  It was agreed that this risk should be increased to 25.

																																																						[Edmunds, Lynne Mrs 12/07/22 12:57:07] Linked to ID 6431 & ID 6494 - Incidents on DatixCymru system -unable to formally link.

																																																						[Edmunds, Lynne Mrs 19/07/22 11:30:47] Linked to ID 4111 -  Incident on Datix Cymru

																																																						[Mathias, Louise Mrs 05/10/22 10:36:06] Reviewed in T&O Q&S Group meeting on 13th September 2022.  No change to risk.

																																																						[Mathias, Louise Mrs 17/05/23 08:25:11] Risk reviewed with BD,LJ,CLB,RJ.  waiting times for theatre.  Mortality percentage dropped below national average.  Decrease to 20.  National target is 80% to receive surgery within 36 hours.  Average since Jan 36%.  Pt not getting hosp bed within 4 hours. ??sep risk -yes.  ??link.  Length of time to theatre and unable to admit timely to specialist ward.

		2275				Risk of harm to patients with Implantable devices due to possible delays in FU		Accepted		Wallis, Mrs Ailsa		Packman, Mr Dean		Demand on the device follow up service exceeds the current capacity of the pacemaker/ICD clinics. The number of implanted device implants continues to grow. We are unable to sustain the service and will result in poor patient experience and care being delayed. 
Patients will not be able to be seen within the required time frame. 		2/3/20		8/1/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Clinical Physiology				20		8		High Risk		4		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 08/09/20 09:47:10] Business case for whole of EP service being developed to include running a safe pacing Follow-up and upsize service.  
Dr Dewi Thomas / Dr James Barry / Clare Warren / Paul Rees / Aled Phillips (acting up) are leading on this 								Staff working at maximum capacity - clinics overbooked with staff working under extreme pressure - non-urgent patients having appointment deferred.We have developed and continue to use remote follow-up where appropriate.		We are unable to give assurances regarding the sustainability of this service - failure to adequately up size the workforce will lead to service closure to new implants and ultimately is likely to cause the new implant service to cease.		0

																																																						[Anthony, Nicola Miss 26/01/21 12:50:41] Post COVID issue continues and seeing less face to face resulting in WLI clinics at weekends / utilising Gorseinon at weekends.  Patients who undergo remote monitoring of devices is increasing workload as these have to been run virtually looking at patient PM information.  

Business case is in development  but this was for an additional 2-3 Bd 7 as well as additional clinical rooms.  

																																																						[Anthony, Nicola Miss 18/03/21 14:41:24] Business case remains under development and consideration is being given to restructuring of Clinical Physiology 
Discussed at SSG RR meeting with Service Directors 16/3/21 - Decision made to reduce score based on current position of service / incidents reported 

																																																						[Mathias, Louise Mrs 26/05/22 15:31:09] Merge

																																																						[Mathias, Louise Mrs 06/12/22 13:18:42] Reviewed with Dean Packman and Dr Barry.  DP to review with CW.

																																																						[Mathias, Louise Mrs 07/02/23 14:54:54] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  Change in SOP for pacemaker follow up after last commission process.  Overcome this by stopping yearly reviews.  Decrease risk.

																																																						[Mathias, Louise Mrs 17/05/23 10:54:45] Reviewed BD,DP,LJ,GH.  No change.

		2603				Risk of harm to Pt/Staff as a result of an inadequate Digital Security System - Emergency Department		Accepted		Mitchell,  Emma				Avoidable harm to staff and patients in the Emergency Department as a direct result of an inadequate digital security system within the Emergency Department at Morriston Hospital

Current digital security systems within the Emergency Department at Morriston Hospital are not fit for purpose and unable to provide security provision to a reasonable standard for staff and patients.

In November 2018 - notification I08022019/AM01 (provision of adequate arrangements to protect employees and others from the risk of violence and aggression in the Emergency Department)was issued by the HSE. The lack of an adequate CCTV/Digital Security within the Emergency Department was contributory to this notice.

Please see attached SBAR document		1/4/21		6/1/23		Health and Safety		Violence and Aggression		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Accident & Emergency Department		20		9		High Risk		5		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Holloway, Suzanne Mrs 01/02/21 09:43:12] SBAR document presented to:

Morriston Health & Safety Group: Jan 2021
SBUHB operational Health & Safety Group: Feb 2021				All incidents in relation to Behaviour reported and routinely reviewed
		Analogue System in place
Phyical Presence of Security Staff within Dept
External CCTV equipment updated as part of Anti-terrorism prevention
		External digital security systems have been upgraded as part of the Health Board's response to Anti-terrorism legislation. The upgrade to security systems did not extend into the internal areas - including the ED.

Legacy CCTV systems continue to be used.

		Additional manpower in place.		1		Holloway, Mrs Suzanne		2/16/21		IT systems improvement		Requirement for upgraded CCTV within Emergency Department escalated to Director of Finance as part of Capital Improvement		Capital bid SharePoint site updated

																																																						[Holloway, Suzanne Mrs 23/02/21 11:04:02] Added to Capital Equipment Requests (SharePoint)
Escalated to Director of Finance following request at Q3 Performance Review (See Documents)
Confirmation received from Mark Parsons that issue will be raised at HB H&S Committee (April 2021) 

																																																						[Chohan, Rita Ms 21/09/21 14:49:27] Funding has been agreed - scoping exercise of what is required by Capital planning 

																																																						[Chohan, Rita Ms 17/01/22 14:48:14] Funding received  and work should be undertaken by end of financial year

																																																						[Holloway, Suzanne Mrs 11/02/22 11:03:08] New digital CCTV System fully funded by HB however due to COVID-19 response and emergency demand there has been a delay in installation


																																																						[Chohan, Rita Ms 25/03/22 12:02:08] New CCTV system currently being installed. 

																																																						[Chohan, Rita Ms 11/10/22 11:11:30] Almost completed - Red Resus is the last area

		3464				Risk of harm to sarcoma patients requiring biopsies due to lack of Anaesthetic Support to Radiology		Accepted		Williams, Mrs Sara		Owen,  Tracy		The Sarcoma MDT assesses approximately 120 lesions per month. Of these approximately 4 per month are nerve lesions which require biopsy. These can sometimes be difficult to access anatomically and painful to biopsy. These lesions require up to four core biopsies to be taken, which requires a high degree of patient compliance and Radiologist skill. Anaesthetic support to these list facilitates painless biopsy and maintains patient compliance, resulting in adequate samples for analysis, assisting the Consultant MSK Radiologist massively.
A business case was made to WHSCC to support the service. 
The current arrangement results in poor patient compliance, repeated biopsy attempts and delay in diagnosis.
		7/24/23		10/23/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				9		9		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 23/08/23 11:44:10] Reviewed with Tracy Owen, Sara Williams, Suzanne Holloway, Lyn Edwards, Louise Jenvey.  TO updated title.								Service is reliant on MSK radiologists using local anaesthetic blockade techniques to facilitate biopsies. This has meant that we have become reliant on the goodwill of a few individuals to deliver this aspect of the service, often treating patients from outside their area.

Anaesthetic support to this aspect of the service would put robust support in place to deliver timely and accurate biopsies for patients on a dedicated list to the benefit of all patients in South Wales.
		•	A dedicated list to facilitate biopsy under anaesthetic blockade delivered by a Consultant MSK radiologist.
•	Adequate levels of capacity to deal with routine and surge demand.
•	Audit of the current service pathway.
•	Audit of new pathway once introduced.
		0

		2089		SERVICE GROUP RISK		Risk of harm to staff due to high volume of assaults		Accepted		Matthews,  Ceri		Holloway, Mrs Suzanne		Avoidable staff harm, whilst undertaking their work, as a result of violence & aggression from patients or visitors

Acknowledged that harm can  be emotional and physical in nature and result from both verbal and physical assault		10/2/19		3/31/22		Health and Safety		Violence and Aggression		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)								15		15		Significant		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Jones, Cheryl Mrs 02/10/19 09:56:25] Risk downgraded from 20 to 16 following Medicine Board meeting on September 2019.				Quarterly Review of Staff Incidents
Establishment of Morriston Staff Well-being Group (Quarterly)
		Ensure all V&A Events directed at Staff are appropriately reported via Datix
Ensure that V&A Events are monitored within 2 days and action is taken including RIDDOR reporting
Ensure a zero tolerance of V&A Events: Staff on Staff
		•	Any patient deemed high risk for behavioural problems has a behaviour risk assessment carried out on admission then updated
•	Datix of all incidents are done by staff 
•	Acuity data and risk assessments done on daily basis
•	Audits of data collected

		•	Meeting with the directorate manager and health and safety manager and the ward sisters and matrons took place in May 2019 which identified the risks and then we discussed a strategy moving forward to help reduce the risks identified
•	Personal safety alarms have been given to all staff to wear at all times.
•	We are actively trying to recruit mental health nurses to assist with these types of patients
•	The ward managers attend a weekly safety meeting with police and members of staff from A&E and health and safety
•	Regular weekly debrief meetings are being set up for staff to attend 
•	Wellbeing referrals have been done for staff 
		0

																																																						[Taylor, Amy Mrs 06/12/21 11:36:50] Discussed at medicine risk register meeting 01.12.2021, no change.  


																																																						[Holloway, Suzanne Mrs 11/02/22 12:56:08] High volume of assaults on staff from a variety of high acuity patients
Increasing number of assaults on patient from other patients

Patients feel vulnerable when on amau due to the increase in assaults
•	Staff feel demoralised and moral is at an all time low
•	Staff feel threatened and frightened in the work place 
•	There are a high number of datix been submitted for these incidents
•	One assault was particularly brutal leaving an agency member of staff fearing for her life and she will not return to work on the unit
•	Two members of agency staff were off sick for a period of 3 weeks following an assault
•	Staff retention and recruitment is very difficult because of the risk of assaults
•	Clinical safety is at risk because of staff recruitment and retention

																																																						[Holloway, Suzanne Mrs 28/12/22 14:19:32] INCDIDENT REVIEWED AND UPDATED


		3336		ENT Microscope		Risk of harm to surgeons / inability to treat ENT patients due to microscope requiring replacement		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		The microscope currently used by ENT in theatres at Morriston is no longer fit for purpose and has now deteriorated to the point where it cannot be used. Movement of the microscope into position and moving it during the procedure is now considered to cause too much strain on the surgeon to use it.

The microscope is required for mastoid procedures. There is now a risk to emergency mastoid patients as the service is now not in a position to operate on them at Morriston		4/28/23		5/30/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Ear, Nose & Throat				20		20		High Risk		4		High Risk		Low Risk		Terminate – decision not to take the risk. This might be where the level of risk outweighs the possible benefits		Adequate				[Douglas, Cherri Miss 28/04/23 13:14:23] Linked IR1s: 24236, 24638

Service report for microscope added to documents								Cleft or plastics microscope could be used in an extreme situation (difficult to use but can be made to work if needed). OPD microscope could also be an option, will have to modify sterile drapes to use but can work in an extreme situation. 

Option to relocate Singleton microscope to Morriston. This would half all ear surgery in Singleton - risk of harm to elective patients and long waiting list for service, but would allow emergency work to continue at Morriston

Microscope requires replacement - options to be found for replacement				1		Douglas, Miss Cherri		5/30/23		Replace Existing Equipment (Risks)		Zeiss no longer produce the current model and their recommendation is a much larger and less mobile model, meaning it couldn't be moved between theatres so we would require two of them. A trial of Leica microscope arranged for 12th-23rd June. Need to identify feasible options for replacement asap


																																																						[Douglas, Cherri Miss 28/04/23 13:19:47] Hold put on booking any further mastoid surgeries into elective lists due to strain of microscope making surgery unfeasible.

Emergency cases requiring mastoid surgery can no longer safely be treated until Microscope replaced.

																																																						[Douglas, Cherri Miss 28/04/23 13:26:15] Cleft or plastics microscope could be used in an extreme situation (difficult to use but can be made to work if needed). OPD microscope could also be an option, will have to modify sterile drapes to use but can work in an extreme situation. 

Option to relocate Singleton microscope to Morriston. This would half all ear surgery in Singleton - risk of harm to elective patients and long waiting list for service, but would allow emergency work to continue at Morriston. Depending on length of time for replacement and feasibility of the two other onsite options, this needs to be considered as a temporary solution. 

		2530				Risk of harm to T&O ambulatory trauma patients due to site pressures within Morriston Hospital 		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		There are an inadequate number of beds allocated to T&O / Spinal patients within Morriston Hospital.  This results in numerous outlying patients on a daily basis leading to protracted ward round and a risk of patients not being seen by the medical team / dedicated nurse practitioners within the team.  Patients are being managed on non-specific wards by non-specific staff results in the potential for harm.  

This is particularly relevant to patients who are admitted with a fractured neck of femur. 

The inappropriate management of patient care can cause significant long term effects on patient outcome  		11/16/20		8/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 21/09/21 14:36:35] Reviewed in Q&S T&O.  Ambulatory trauma waiting in excess of 4 weeks.  Loss of TAU adding to issues.  Lost 6 trauma beds.  23 beds lost Ward W.  												0

																																																						[Mathias, Louise Mrs 15/06/22 15:46:31] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.

Ambulatory trauma to go to NPTH.  72 hours self isolation.  Point of care testing on ward.  Initially this will be PCR until training completed (2-3 weeks) then point of care testing.  

																																																						[Mathias, Louise Mrs 08/11/22 07:42:58] 11.10.22.  Risk Reviewed in T&O Q&S Meeting.  To be discussed in Trauma Meeting 11.10.22.  No change at present.

																																																						[Mathias, Louise Mrs 17/05/23 09:04:23] Reviewed BD,LJ,CLB,RJ.  Monitor - keep same risk.  Improved.  Decrease risk?? Reword.  ??Traumas to rehab Ward C (SK project).

		3535		Long Resectoscope Requirement		Risk of harm to Urology patients due to unavailability of long resectoscope		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		There is a risk of harm to patients with bladder tumours who are being operated on at NPTH site without the availability of a long resectoscope. Certain tumours require a long resectoscope in order to perform a complete resection. Also, where the tumour begins to bleed, this could be dealt with endoscopically with a long scope. Without a long resectoscope, there will be a requirement to convert to an open procedure. 

Long resectoscopes are often required in patients with fixed bladder necks or large prostates, as well as in some patients with high BMIs. This is not appreciated until the initial assessment is made of the bladder intraoperatively at cystoscopy, which is why these long resectoscopes need to be available on standby.		9/14/23		10/16/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Urology				20		20		High Risk		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Douglas, Cherri Miss 03/10/23 11:13:47] Linked to Incident 37766												0

		3515				Risk of healthcare acquired infection as a result of patient overcrowding within the Acute Medical Unit		New risk		Mitchell,  Emma		Hughes, Mrs Fiona		There is a patient safety risk of healthcare acquired infection within the Acute Medical Unit, due to overcrowding and an inability to appropriately space patients within the Unit.

In August 2023, a significant infection control outbreak was notified to the Welsh Government/NHS Executive in relation to the transmission of drug-resistant carbapenemase-producing Klebsiella pneumoniae (CPO) (OXA-48 & NDM resistance mechanism) infection, involving 4 patients. It is recognised that overcrowding and the subsequent inability to appropriately space patients within the Unit is a factor in the transmission. 

 		8/30/23		9/6/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 				Acute Medical Assessment Unit (previously AMAU East)		12		20		Significant		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												Patient areas have been cleaned and chemically decontaminated but the intent is to decant at the earliest opportunity to undertake enhanced decontamination using UV technology. Until that time, there should be no transfers out of the affected sections.

Liaise with Hospital Support Services to increased frequency of touch-point cleaning

Additional educational sessions to staff to support and implement infection prevention

Risk assessment for visitors, and relevant advice, including appropriate precautions.
		Ongoing appropriate infection prevention testing

Confirmation of UV cleaning

Provision of cleaning scores (for the Unit) by Support Services

Confirmation of training compliance		1		Mitchell,  Emma		8/1/23		Task and Finish Group Established (Risks)		Multi-disciplinary Outbreak Group established		Completed

		2775				Risk of inadequate pain relief due ot lack of CADD-Solis™ Nerve block (grey) electronic infusion pumps (Sing)		Accepted		Gates, Mr Jonathan				Patients in Singleton undergoing elective laparotomy surgery require managed post op pain relief. This is historically provided using a small disposable (fixed rate) elastomeric device which now delivers at a sub-optimal rate than required for successful pain management for this patient group.
Cadd Solis™, electronic prorammable nerve block pumps are currently offered to patients in Morriston for ESP blocks (treatment for fractured ribs) and Rectus sheath blocks (treatment for laparotomy surgery). These electronic pumps are in constant use and none are available to share for patients on the Singleton site to provide the effective pain management service our patients need.
There is an urgent need to offer the same devices, for the same treatment on the Singleton site as offered to patients in Morriston. The pain service requires a minimum of 4 x new CADD Solis™ pumps to meet the current needs of this patient group in singleton
There is a disparity across sites.
		7/6/21		1/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Acute Pain				12		12		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 29/06/22 13:07:39] this issue has not fully resolved, risk to remain								•	Continued use of elastomeric device, without bolus operation or increase rate availability; this continues to result in sub optimal care
•	Pain score management and nursing care in line with SB UHB guidelines to pick up on sub optimal care
•	Staff training 
				0

		3447				Risk of inadequate Workshop / Office space due to continual service expansion and recruitment of new staff     		Accepted		Mccarthy,  Peter		Kearns, Miss Mollie		ALAS is a service hosted within the Specialist Rehabilitation Centre (SRC) which houses clinical support services and clinical rooms.  

The is a risk that the accomodation available to ALAS within the Specialist Rehabilitation Centre is insufficient and not fit for purpose, as a consequence of service expansion (increase in staff numbers), new machinery (to cope with increased demand) and associated need to accommodate the increasing workfoce.  

Home working is not suitable for the majority of ALAS roles.  Office and operational reconfigurations have already taken place to maximise the efficiency of use of space.  Clinical spaces are shared with other services accomodated within the building. 


		7/5/23		10/5/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Artificial Limb Appliance Centre				3		9		Low Risk		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												•	Monthly Specialist Rehabiliation Centre Meeting to discuss operational issues relating to use of clinical space.
•	Review of ALAS Consultant clinics to understand Consultant office space need.		Future investment is anticipated for reconfiguration to accommodate the additional staff, machinery and / or storage.

		0

		54		SL/AE/121/2011		Risk of increased mortality and morbidity as a direct consequence of ED overcrowing		Accepted		Hoskins , Ms Shirley		Davies, Mrs. Rebecca		Current overcrowding in department, primarily related to patients waiting for beds, results in no physical space to assess or treat new patients attending. This has significant consequences in terms of delay to triage, assessment, treatment and recognised increases in mortality and morbidity as evidenced by multiple studies.
Recognised number needed to harm from recent paper.....For every 82 admitted 
patients whose time to inpatient bed transfer is delayed 
beyond 6 to 8 hours from time of arrival at the ED, there 
is one extra death.		1/31/11		6/1/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Site Management		Accident & Emergency Department		25		25		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  24/02/16 14:05:23] Funding has been approved, Situation flagged daily.  WG South Wales Em Care Dev Programme being developed. REACT Patients are prioritised whilst in AE and attended according to clinical need/urgency. a. REACT patient are prioritised whilst in AE and attended according to clinical urgency.
Project Bds established on both acute sites to define the model of care and emergency pathway. Working alongside patient flow project.
Patients transferred ASAP to appropriate ward areas. Additional capacity introduced during escalating pressure.  Project boards  established on both acute sites to define the model of care and emergency pathway on each site.  Working with patient flow project to improve this aspect.  May 14 Situation eased, 4 and 12 hour target significantly better. Medical outliers much reduced.
Risk reviewed on 12/8/16 by Head of Nursing MDU.)								Updated escalation policy and bed management policy - however remains difficult to create capacity in hospital so department remains overcrowded.
Local use of surge, OPAS, bank and agency staff 
2 hourly safety huddles		Follow Escalation policy.
Linking with SDEC / AMSR / OOH, UPCC, AGPU to redirect patients
Policy for expected patients to avoid ED - not consistently implemented
Additional capacity introduced during escalating pressure.
Redirect minor injuries to MIU in NPT when capacity allows

		2		Gammon, Mrs Becky (Inactive User)		4/11/16		Develop care pathway		a. REACT patient are prioritised whilst in AE and attended according to clinical urgency.
B. Project Bds established on both acute sites to define the model of care and emergency pathway. Working alongside patient flow project.



																																																						[Siddell, Sarah Mrs 17/09/18 13:56:06] Reviewed by Sarah 17.09.2018



																																																						[Siddell, Sarah Mrs 07/02/19 11:22:23] Reviewed on 7th Feb by Cheryl & Sarah.



																																																						[Anthony, Nicola Miss 25/06/19 12:14:53] Update from Sarah Siddell - Level 4/20 almost every day for the last two weeks. Above above average attendances however not significantly so.  106 medically fit patients on Morriston Site w/c 17/6 with inability to discharge appropriately.
D/w Nicola Williams who has raised with exec team - agreement to increase risk score to 25 given signifcant concerns regarding patient safety at the present time. 
SS has been asked to review risk daily and add in detail on hospital level/medically fit patients/ambulance offload delays due to inability to create capacity within main hospital as a result of bed blockages 



																																																						[Anthony, Nicola Miss 25/06/19 19:34:03] Concerns raised by NW, UND - MDU, to Chris White/Gareth Howells higlightly that the hospital has been operating at an almost continual level 4 with extended periods a 4/20 for the last 5 weeks. During this time the pressures are increasing with extended prolonged delays in the hospitals ability to offload ambulances and patients waiting significant periods of time waiting for hospital beds (not unusual at present for patients to be in ED waiting for a bed for 3 days). Patients being admitted to Morriston through an unscheduled care pathway are not receiving the timely care and treatment they require and we should be providing in line with national guidelines and standards. On average, in the last 5 weeks at least 20 patients at any one time waiting on a hospital bed. Pressure have been as bad this week, despite a new medical ambulatory model being put in place that is successfully avoiding admissions into medicine (10 out of 11 patients seen today on this pathway discharged home). 

Cathy Dowling has agreed to undertake a full Datix rx of incidents/complaints to quantify level of harm at front door, increase in HA PU/Infections.

NW to d/w CW/GH 26/6 potential for going into gold command situation across the HB to manage risk down as quickly as possible, ie, actions to reduce number of medically fit patients to create capacity within MDU and enable unscheduled care pathways to function safely 



																																																						[Anthony, Nicola Miss 26/06/19 13:17:52] NW confirmed exec team supportive of 'Break The Cycle' commencing Monday 1st July 2019 - all meetings to be cancelled unless Q&S related.  



																																																						[Anthony, Nicola Miss 03/07/19 15:12:52] 26/6/19 Cnfirmation that Gareth Howells is aware with a number of actions intitiate including: 
Breaking the cycle
Development of a daily gold command
Using the weekly UDs meeting to provide oversight Scrutinising/triangulating our quality and safety information around this position 
Cathy Dowling undertaking full Datix review of all Datix & complaints to quantify the level of harm at front door and the increase in hospital acquired pressure ulcers & infections are also being contributed to by the increased unscheduled care pressures



																																																						[Anthony, Nicola Miss 15/09/19 19:27:09] 

13/9/19 - Position regarding emergency acceess of Units across SBU from Brian Owens, Unit Director, NPTH,  Significant risks @ Morriston site with no clear escalation plans – extra ordinary call at 1pm – call to focus on actions being taken / recommended and to only provide highlight overview of sitrep

PCC
GP OOH – gaps NPT Sat no cover, Morriston Sun midnight to 08:00 no cover
GP111 60% cover Sunday
Bonymaen House – 1 empty bed
Gorseinon 1 female bed and can go plus 1 – Monday D/C planned
Actions:
•	PCC USD to liaise with CW for COO direct conversation with Andrew Jarret re closure of care home
•	To clarify if care available following H&S assessments today

Morriston 4(20
Significant issues 
10 ambulance delays – longest since 02:36 – 3 more inbound – likely 13 off load delays – no clear off load plans
72 pts in ED
6 majors in minors
Surge open and full
Actions:
•	DU triumvirate (or acting triumvirate) to urgently convene and recommend course of actions within Morriston site to support off load
•	Approval given on call by exec to try and get additional ED staffing for the weekend 

Singleton 3(16)
9’s on
SAU full +2 in waiting room
Surged into day rooms 
Limited flow forecast
No GP’s in AGPU after 5pm today
Actions:
•	Aim to coer AGPU ?review agency options given Morriston flow constraints

NPTH
No Morriston or Sigleton patients waiting – POW x1 being transferred today
Ward E therapy room bedded


Region:
Judith – WAST 75 hrs lost today due to delays
Morriston highlighted as major concern
Requested boarder support – WAST very supportive – PPH potential and will contact Morriston direct
POW in ‘gold’ as level 4 for 20 days – site “super fragile”, can’t support ambulances but will look to take repats from Morriston and Singleton to ease flow

PSD, Interim Nursing Director, MDU, confirmed: Our options for de-escalation on site are limited and we are mindful of other front door pressures in plastics and burns as well as T&O but we have included a system wide response to be considered.

1.	Use Cardiac Short Stay Unit (CSSU) for the weekend but it is not staffed currently and will compromise in-patient transfers to the Cath Lab, STEMI outflow, Treat and Repat, Device patients (implant and renew)  from next Monday. These procedures are for life threatening conditions. 
2.	We have 7 cancer patients for surgery today, all other elective patients are cancelled. Only ward option in surgery is to increase Ward V to 30 beds from 28 beds. 
3.	Ward G – 10 beds out of use with the next outbreak meeting at 2pm – will not help us today due to the nature of the highly drug resistant bacteraemia and the need to follow strict protocol to prevent cross contamination and will need Bioquell to all areas.
4.	Cardiac HDU – closed for essential work and that has started so 8 beds are out of the system.
5.	Given these pressures and  only 8 patients currently on ward A NPTH, can we use 19 beds this weekend to transfer patients and relieve pressure to off load and bed USC patients on the Morriston site?
6.	? GP   led review / assessment in ED and from the stack in the community
7.	We have looked / requested additional medical staff to support assessment in ED and will manage triage in minors with more senior staff as decision makers.





																																																						[Siddell, Sarah Mrs 10/02/20 12:56:02] Reviewed by Sarah & Rita, raised to 25 by ECHO Team due to high number of Priority 1 & 2 patients making their own way to hospital increasing the risk in the waiting room. 



																																																						[Hoskins , Shirley Ms 17/06/20 10:05:37] Due to Covid pandemic, new pathways within the department have implemented which has allowed for timely assessment and treatment. However, reduced capacity in the hospital has caused an impact on patient flow which may continue post Covid. 

																																																																				Hoskins , Ms Shirley		6/26/19		Actions coded through the incident		To provide information on position in ED as a result of inability to transfer patients into main hospital environment/admission, ie, ambulance offload delays, longest waiting patients, hospital site position, 

																																																						[Chohan, Rita Ms 16/09/20 16:50:35] Risk reviewed and title re worded.  Due to serious capacity within ED over the month, the risk has been upgraded to 25



																																																						[Chohan, Rita Ms 14/12/20 18:04:57] risk reviewed by SH and RC due to recent capacity issues throughout the hospital and SI risk upgraded to 25



																																																						[Chohan, Rita Ms 18/02/21 17:32:56] risk description reviewed by Suzanne and Shirley and revised 



																																																						[Doggett, Carol Mrs 21/07/21 11:48:14] ED continues to experience significant demand on their services and capacity to maintain social distancing due to overcrowding is also now a theme.  The site is now on increased scrutiny and actions are being taken to improve patient flow.  UPCC and other Primary care services are now on site and patients are being streamed post triage.  Further consideration for reinstatement of MIU on site and increasing capacity for AEC access is also for consideration.



																																																						[Chohan, Rita Ms 21/09/21 14:47:17] Introduction of the waiting room nurse whislt they are waiting assessment additional staff trained in triage to support flow through the department. Movement UPCC to morriston site for redirections patients.  



																																																						[Chohan, Rita Ms 17/01/22 14:46:46] GP and acute hub interface - working with GP services to stream line patients so that they are transferred promptly to receive treatment.



																																																						[Holloway, Suzanne Mrs 11/02/22 11:22:25] Datix updated to reflect current operational management structures



																																																						[Chohan, Rita Ms 25/03/22 12:00:05] Revised risk description and control measures



																																																						[Chohan, Rita Ms 11/10/22 11:10:02] Immediate concerns from recent HIW report timeliness of care and overcrowding - this has been escalated to Exec. 



		535				Risk of lack of cubicles for isolation purposes resulting in containment of infection 		Accepted		Jones, Mrs Rhiannon		Jenvey, mrs Louise		Lack of cubicles on Surgical wards		7/8/15		1/1/24		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				20		9		High Risk		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Crook, Jackie Miss 30/11/15 12:36:25] Meeting with HR to review and update risk.								Where ever possible pateints are risk assessed for the requirement for a cubicle		Where ever possible patients are risk assessed for the requirement for a cubicle - discussed with ICT and SCN

04/05/22 - Reviewed, no change to current number of cubicles available		2		Davies, Miss Victoria		12/27/19		Service Development		Looking to reconfigure Pembroke		Transfer to Victoria Davies as Plastics Matron

																																																						[Crook, Jackie Miss 18/12/15 10:55:16] Meeting with CB to review risk. No change to risk.

																																																						[John, Andrea  29/04/16 13:07:43] 29/4/16 - risk reviewed.Update requested from SCN. Next review end of July 16. AJ 

																																																						[John, Andrea  12/07/16 15:54:20] 4/5/16 - response from SCN CB regarding email query of the 29/4/16. AJ

																																																						[Crook, Jackie Miss 06/07/17 10:17:47] Meeting with NM, HD, DS, AH to review risk. No changes at present.

																																																						[Baker, Clare Mrs 16/10/17 15:21:31] Reviewed by Matron and Senior nurses for B&P. Risk remains and to stay on risk register

																																																						[Anthony, Nicola Miss 04/07/18 11:49:52] Updated to include all surgical specialties 

																																																						[Anthony, Nicola Miss 06/09/19 12:44:03] Discussed with Melanie Joseph, Senior Matron.  No change

																																																						[Anthony, Nicola Miss 07/07/21 12:22:17] NO change within current template.  Currently plans submitted to WG to refurb Ward G which would involved additional cubicle capacity which is used for surgery would provide additional cubicle capacity in Surgery but with the loss of reduced number of general beds 

																																																						[Tregidon, Clare Mrs 09/06/23 10:09:39] Risk reviewed but no change to the current surgical template and lack of cubicles results in regular challenges where patient with IPC issues are not able to be isolated appropriately. The initial plan to increase cubicles within the surgical template with the refurb of Ward G was stopped when the ward was transferred to Medicine. 

		3548				Risk of lack of essential resuscitation training due to failure of resuscitation manikins		New risk		Hoskins , Ms Shirley				Risk- Current stock of resuscitation manikins are failing, and incurring increasing cost to have them repaired. Manikins are essential to provide resuscitation training. Without these manikins the service could 1. Lose around 25% of income generation and 2. reduce training capacity by around 25%.
1.	Resuscitation Service is self-funded through income generated from courses such as Advanced Life Support (ALS ) & Neonatal Life Support (NLS). Income generated covers-
•	Consumable resuscitation equipment on all resuscitation trolleys and bags across the Health Board.
•	Registration for Immediate Life Support training which is the core life-support training provided in the Health Board.
•	All costs incurred to maintain the Resuscitation Services.

2.	Healthcare staff will not receive mandated, hands-on practice necessary to develop and maintain the skills for effective stabilisation of patients in critical situations, potentially jeopardising patient outcomes and safety.
		9/29/23		11/30/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Hospital Management				15		15		Significant		5		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												A Capital bid for the Purchase of new 1x ALS manikin, 2x NLS manikin and basic life support 4x adult, 4x junior and 4x baby manikins has been submitted.

Experienced staff available in emergency situations. 

		Time consuming and unreliable workarounds are being used. 
6mth old Baby manikins are being used for NLS
		0

		2878				Risk of loss of life or limb due to limited operating capacity for elective vascular surgery (limb vascularisation)		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		Insufficient operating capacity to treat the patients awaiting elective and emergency vascular surgery leading to increased waiting times for patients and increased risk of harm (loss of life or limb).		11/9/21		2/9/21		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Vascular 				20		20		High Risk		10		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 20/12/22 09:36:55] Remains the same. Options being explored to repurpose some cardiac lists to support vascular on an interim basis
								Vascular service has access to one green elective list, and 2 "vascular CEPOD" lists per week. Despite having access to general CEPOD on the days without an allocated vascular CEPOD list the there are concerns about the feasibility to operate and treat inpatients in a timely fashion without exposing them to risks related to sepsis or several attempts to access theatre whilst being starved on consecutive days (most of the patients are diabetic). No option to flex the elective capacity to treat the emergencies due to green theatre staff and the knock on effect and potential detrimental impact of cancellation on future elective lists.		Update 03/05/22 - Risk score remains at 20. Request submitted for additional bi-weekly list for EVARs. Awaiting update.		0

																																																						[Westmoreland, Amanda Mrs 07/02/23 11:48:40] Amended as Emergency capacity is now sufficient. Still requirement for additional elective capacity for limb vascularisation (to avoid limb loss)


		2879				Risk of loss of limb due to lack of a Hybrid Theatre 		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		A lack of hybrid theatre means we are unable to provide a combined operating theatre and interventional radiology suite which could provide complex vascular surgery, advanced medical imaging alongside minimally invasive surgical procedures for the population of South West Wales. 

The risk to patient’s safety is clear resulting in loss of limb. The need for a combined operating theatre and interventional radiology suite could provide complex vascular surgery, advanced medical images and imaging alongside minimally invasive surgical procedures for the population of South West Wales. 		11/9/21		2/9/21		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Vascular 				20		20		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 27/06/22 12:22:20] Funding approved, waiting for operation al delivery for work to commence.								Regular escalation of requirement for hybrid theatre through a variety of forums, including the Vascular Steering Group Meeting.		Update 03/05/22 - Business case ongoing		0

																																																						[Westmoreland, Amanda Mrs 17/08/22 15:22:31] hybrid theatre approved. Planning to commence.

																																																						[Westmoreland, Amanda Mrs 20/12/22 09:37:50] Agreement to build hybrid theatre. This will be a longstanding risk until it's built and ready for use


																																																						[Westmoreland, Amanda Mrs 04/09/23 10:57:54] 14/08 - This score could potentially be higher due to the likelihood/ frequency of loss of limb - MK to review 


		2553				Risk of massive haemorrhage due to remote site spinal work		Accepted		Collins,  Lee				Service development driven by Covid service changes, and longstanding difficulties with elective surgical bed availability, means low risk, straightforward spinal surgery is being performed at NPTH. There is however an accepted 1:4000 risk of catastrophic haemorrhage from each surgery and treating this at a remote site will result in less positive outcomes 		12/8/20		10/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Anaesthetics				4		4		Low Risk		1		Low Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 29/06/21 16:40:07] This risk has been reviewed, no further change as all equipment in NPT is not available to date.  Will review risk in July.  								Other  UK  units also perform such surgery on small, non-acute sites.  
In the event of this happening, blood products would be transferred from Morriston Hospital blood bank, with surgical control achieved on site, or after transfer to Morriston Hospital
		risk can be further reduced by having blood products on site.
Assurance  of all appropriate  surgical trays/equipment in NPTH.		0

																																																						[Chohan, Rita Ms 19/10/21 14:56:43] Meetings planned to discuss NPT spinal/orthopaedic services development including more robust provision of blood services on site.

																																																						[Chohan, Rita Ms 29/09/22 15:23:43] no change

																																																						[Chohan, Rita Ms 03/03/23 12:30:22] no change

																																																						[Chohan, Rita Ms 23/06/23 09:54:43] no complex cases undertaken in Neath due to this issue

		2862				Risk of no spinal surgery being undertaken as Jackson Table at end of lifespan (10 years)		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Jackson Table is 10 years old.  We have platinum cover at present which after 10 years will go to Gold.		11/3/21		8/1/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				16		25		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Mathias, Louise Mrs 09/11/21 15:12:27] Reviewed in T&O Q&S meeting.  Approved and risk scoring agreed.								Manufacture date June 2011, so 10 years up in June 2021.  We are currently paying £3,742 for comprehensive cover.				0

																																																						[Mathias, Louise Mrs 09/11/21 15:19:16] CLeB to provide further details in relation to this risk.

																																																						[Mathias, Louise Mrs 09/09/22 09:22:17] Risk reviewed with Brett Denning, Louise Jenvey, Charlotte Le Brocq & Rhiannon Jones on 9th June 2022.  No change.  No capital funding available.

																																																						[Westmoreland, Amanda Mrs 29/03/23 16:54:10] Update from Louise Jenvey - Risk increased to 20 due to condition of table and age is now 10 years and over


																																																						[Mathias, Louise Mrs 17/05/23 09:07:52] Reviewed BD,LJ,CLB,RJ.  Order it.??  Priced - Nov 2021 (£75,000).  More now.  Likelihood of no spinal surgery taking place due to spinal table being at end of life.  Increase risk 25

		949		SL/AE/192/2016		Risk of Patient Accident/Falls within the ED due to falls risk patients prolonged wait in ED for inpatient bed  for bed  in ED		Accepted		Mitchell,  Emma		Davies, Mrs. Rebecca		Avoidable patient harm as a result of an accident/fall within the Emergency Department due to prolonged waits for beds in ED.Patients at risk of falling in the department due to their clinical presentation of a confused state or under the influence of alcohol or drugs.
Patients in the department for longer due to hospital capacity issues so potentially the risk increases the longer they are in the department. High number of frail elderly patients awaiting medical bed - we have seen an increase number of fall since November
		8/11/16		6/1/23		Patient Safety		Falls		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				12		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  11/08/16 15:33:56] Link with wider HB falls pathways an leads. Departmental champion in place for falls. Red cross volunteers in department to support high risk patients. (Risk reviewed on 12/8/16 by Head of Nursing MDU.Risk Accepted).								Where necessary falls assessments should be carried out on patients and where necessary appropriate actions taken 		Due to the decrease in footfall and increased staffing levels, management of confused patients is acceptable. However, the risk of intoxicated patients remains. 		0

																																																						[Siddell, Sarah Mrs 17/09/18 17:18:11] Reviewed by Sarah 17.09.18

																																																						[Siddell, Sarah Mrs 07/02/19 11:46:29] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 10/02/20 13:32:47] Reviewed by Sarah & Rita 10.02.2020

																																																						[Chohan, Rita Ms 07/11/21 19:17:22] Risk continues due to nurse staffing pressure and increased waiting times for elderly and confused patients waiting to be admitted to wards

																																																						[Holloway, Suzanne Mrs 11/02/22 12:42:10] Patients at risk of falling  in the department due to their clinical presentation of a confused state or under the influence of alcohol or drugs.
Patients in the department for longer due to hospital capacity issues so potentially the risk increases the longer they are in the department. High number of frail elderly patients awaiting medical bed - we have seen an increase number of fall since November 

																																																						[Chohan, Rita Ms 11/10/22 11:32:27] there is been a reported falls increase in ED due to increased due to overcrowding lack of staff inablity to safely monitor patients in all areas of dept please see documents 

		2410				Risk of patient harm  lung cancer services due to delays in treatment during COVID 19 pandemic - Updated August 2022		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		Reduced bronchoscopy capacity at Neath (due to airflow in the endoscopy dept) 
Reduced EBUS capacity at Morriston (due to donning/doffing etc) 
Reduced radiological biopsies in Morriston (due to airflow, post biopsy management/lack of day care beds) 
Reduced radiological biopsies in Singleton (due to airflow and only 1 CT scanner)		6/17/20		2/8/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				16		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Owen, Tracy  21/09/20 11:14:22] 21.09.20 Lung function has now restarted at MH with reduced slots due to air change time.

OPD has recommenced with reduced slots due to social distancing.
No breaches to date. TO								•Presently using x2 rooms in paediatric for limited OPD activity
•2 bronchoscopy slots available at NPT and 2 EBUS slots available at MH
•Following WG guidance regarding oncological treatments
•Lung biopsies are presently being undertaken at MH as there is only 1 CT scanner in SH, though these are reduced in numbers due to green pathway requirements and down time between procedures
  
https://brit-thoracic.org.uk/about-us/covid-19-resumption-and-continuation-of-respiratory-services/

		Job planning undertaking to increase OPD capacity July 2022. 		0

																																																						[Owen, Tracy  18/11/20 09:27:25] Nil to add 18.11.2020

																																																						[Owen, Tracy  18/01/21 11:38:30] Nil to add

																																																						[Owen, Tracy  20/01/21 14:55:45] Met with Dr Emrys Evans - patients still reduced but when they are referred, they are being progressed in a timely manner.
Access to lung function etc is manageable.
Concern is that patients are still no presenting due to the similarity between lung cancer and COVID.

																																																						[Owen, Tracy  18/03/21 09:31:40] Nil to add

																																																						[Owen, Tracy  19/05/21 09:11:01] No specific issues currently.
Nil to add.
Will review with CG whether this can be closed.

																																																						[Taylor, Amy Mrs 27/09/21 14:42:16] education centre to be utilised for lung function. Capital works to start w/d 27/9/21.  
CPEX to be relocated to theatre 7.

																																																						[Taylor, Amy Mrs 26/07/22 14:18:27] 25/07/2022/ DW & DV reviewed and provided updates.

																																																						[Taylor, Amy Mrs 17/08/22 16:29:06] Discussed in Medicine Risk Register review 17.08.2022.

																																																						[Taylor, Amy Mrs 22/11/22 17:09:31] Discussed in Medicine Risk Register Review meeting 18/11/2022. To be further reviewed MRI delays up to 4 weeks including USC patients, closure of TAU. Risk increased to 12.

		3412				Risk of patient harm and delay to diagnose due to insufficient numbers of Radiology Porters 		Accepted		Simmonds, ms Alexandra				Morriston Radiology has a predominantly inpatient workload serving the acute admissions site for the health board. The service has insufficient numbers of porters allocated to radiology to maintain appropriate patient flow to CT, Ultrasound and MRI scanning, general Xray, interventional radiology and fluoroscopy areas. Numbers of porters remain at same levels as 2006, whilst service has changed.  This issues has resulted in delays to patient imaging which may impact patient diagnosis and resulting treatment. 		6/8/23		7/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				12		12		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												9 radiology porters in place across 9am -1am to provide workflow to CT, Ultrasound and MRI scanning, general Xray, interventional radiology and fluoroscopy areas. 				0

		234		CSS Critical Care 2013 		Risk of patient harm and increased length of stay -  inadequate allied health professionals to meet GPICS standards		Accepted		Wade, Ms Louise		Matthews,  Ceri		LINKS TO ID 131 AND ID 6

Current staffing level do not meet the new Intensive Care Society standards of 1:4 qualified physiotherapists for each ITU/ HDU bed. HCS 24
We do not also meet the requirement for those patients who are stable enough to receive 45 mins rehab a day. HCS 2
1)Delayed discharge/transfer from Intensive care to the wards . Respiratory care element of treatment prioritised but insufficient staffing to provide appropriate rehabilitation elements of physiotherapy treatment. Also unable to provide rehabilitation at weekends. This leads to increased LOS, reduced mobility and potential for other complications through lack of mobility ie contractures, muscle weakness and general debilitation.
                                                                                            
 2)delayed or cancelled major surgery due to lack of ITU beds, as patients are slower to transfer to wards.  This can and will cause disruptions to service delivery for major surgery as beds will not be available for these cases post op.
                                                                                                                       
3)increased staff sickness due to low morale and " burn out HCS 25

4) failure to meet waiting time targets if ops are cancelled

5) failure to meet Nationally recommended guidelines for Critical care staffing levels and rehabilitation.		11/11/13		6/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care		Intensive Care Unit/High Dependency Unit		15		12		Significant		1		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Cook, Lesley Mrs 15/01/15 11:12:27] Required funding forms part of the 2015/18 IMTP								Critical care work is prioritised where possible but this has a negative impact on the surgical, medical and cardiothoracic ward physiotherapy provision. 
Rehabilitation of both ITU and ward patients is reduced to prioritise urgent respiratory work. 
Increase staffing levels to the recommended numbers.		If we had adequate staffing levels to deliver the recommended 45 mins of rehab every day over 7 days we could reduce LOS in ITU/HDU and improve patient flow not only through ITU but also through the wards		0

																																																						[Otter, Gemma Mrs 07/06/16 14:06:27] IMTP 2015/18 was submitted.  However, an integrated workforce plan is needed to link nursing, therapy and technicians.
A meeting is to be arranged with Karen James, Paul Temblett and Ceri Matthews to take forward.

																																																						[Jones, Cheryl Mrs 15/03/18 10:24:30] Risk reviewed on 13.03.2018.  For further review at a later date.

																																																						[Jones, Cheryl Mrs 27/06/18 11:48:07] Risk discussed on 26.06.18.  For further review in September 2018.

																																																						[Gorst, John Dr 14/12/18 09:32:35] Risk reviewed and felt appropriate CT/JG/CJ/RC

Need to keep in mind with task and finish groups for new WAG monies announced.

																																																						[Chohan, Rita Ms 04/02/20 16:11:40] Staffing review which may free up monies for permanent physio uplift - at risk from March.
Rish reduced to probable.... likely increase to frequent from March

																																																						[Gorst, John Dr 29/01/21 16:02:27] Need to consider post-COVID and re-assess risk

																																																						[Gorst, John Dr 02/09/21 11:23:59] As per previous update
Review in light of GPICS self assessment which is ongoing.

																																																						[Gorst, John Dr 17/01/22 12:46:06] JG/LW/RC Risk reviewed

No change.
Increased therapies delivered as part of service review but physio not prioritised at this time (but may reduce risk)

																																																						[Gorst, John Dr 05/12/22 13:43:19] D/W KJ - still 3.6 WTE short vs standards. This is exacerbated by 1 WTE maternity leave.

Plans to erode shortfall with unit expansion in future.

																																																						[Chohan, Rita Ms 14/04/23 12:38:02] tbc. 

		2732				Risk of patient harm and potential unintended radiation dose due to break down of Room 5 fluoroscopy suite Singleton i		Accepted		Watts, Mrs Victoria				The fluoroscopy room, which was due to be replaced in 2017, has had multiple breakdowns over the last 2years. This has resulted in numerous uncovered sessions causing a significant patient backlog.  Over the past 2 years’ room downtime has resulted in 20 uncovered sessions, affecting approximately 85 patients.  As this is the only fluoroscopy suite in the department, when the room is out of use, we are unable to perform certain emergency examinations. The service would benefit significantly from a room upgrade.		5/20/21		7/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 28/09/21 15:06:40] No change in risk								Service contract with Siemens 				0

																																																						[Chohan, Rita Ms 01/02/22 13:59:30] no change in risk 

																																																						[Chohan, Rita Ms 24/11/22 17:08:47] No change in risk

																																																						[Chohan, Rita Ms 13/01/23 12:25:29] No change to risk

																																																						[Chohan, Rita Ms 05/06/23 15:16:08] no change to risk - equipment is in the top 5 replacement list 

		242		CSS Critical Care 2013		Risk of patient harm due to Critical Care  Medical Cover being below national standards of 1:8 ratio		Accepted		Gorst, Dr John				Current medical staffing is deficient in multiple facets
 
Not achieving national standard of 1 resident for 8 patients overnight.
Resident's on-call rota's are far more frequent than Deanery expectations (6 to 8 people on the resident rota's) with higher out of hours workload than 'average' rota's.

Difficulty recruiting ICM/Anaesthesia junior staff (Deanery and trust appointments)

Significant defecits in Consultant staff (2.5 of 12 missing from on-call rota and covering 1:5 weekends plus extra's). This is compunded by recent HMRC tax/pension rules making extra work financially unviable. HB position of potentially not allowing lieu days for evening resident and overnight non-resident shifts may increase risk of inability to cover and burnout.


		12/3/13		11/1/23		Compliance with legislation and Statutory/regulatory inspections		Clinical Advisory Body/Royal College		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				16		10		High Risk		1		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Kennedy, Wendy Mrs 12/01/15 12:20:28] OLD DATIX ID 1046								Junior doctors communicate and balance workload to meet the needs of both services (theatre and ITU). Consultants are called in and theatre work deferred where possible until normal operating hours. Consequently no actual harm has been recorded
Recommended one of the below:

Appointment of an ICU dedicated (CT level) for 24 hrs x 7 days - in place (added Dec 2018)
Appoint an Advanced Critical Care Practitioner to be part of the rota (in place see below)
Appoint staff grade as an extra tier of on call.
Further reduction of out of hours operating by junior grades.		2 ACCP trained and 2 in training due to finish August 2019

Now have 24/7 registrar cover

Mon-Friday have 4 residents covering the ICU until 23:00
Sat/Sun have 4 residents until 17:00

Outside of these times the ratio of residents to beds is less than the recommended 1:8.

When unit is over capacity (>28 patients) a locum resident is procured if possible to reduce risk 

Backfill of consultant sessions
2 new trainee ACCP posts out for advert - making steps to full ACCP rota tier (but no funding available yet to realise this and will likely require unit expansion to justify)
Consultant recruitment to reduce sessions to manageable workload and stabilise 7 day working 		0

																																																						[Kennedy, Wendy Mrs 26/03/15 11:57:27] MH/POW/SING

																																																						[Cook, Lesley Mrs 11/06/15 14:45:27] 11.6.15 Add risk that due to training imbalances the Welsh school of Anaesthesia could withdraw the trainees due to excess ITU workload and inadequate anaestheia training.
The impact of this could be:
1. resident consultants required;
2. resident consultanst wuould incur considerable additional cost
3. cessation of critical care services at ITU, POWH.
Risk scoring amended to reflect the above, risk now 16

																																																						[Otter, Gemma Mrs 30/01/17 09:49:48] ACCP's been in position for some time.  Junior doctor isssues still reside.

																																																						[Jones, Cheryl Mrs 15/03/18 10:26:12] Risk reviewed on 13.03.2018.  Further review at a later date.

																																																						[Jones, Cheryl Mrs 27/06/18 11:46:40] Risk discussed on 26.06.18.  For further review in September 2018.

																																																						[Gorst, John Dr 14/12/18 09:28:42] Risk reviewed  CT/JG/CJ/RC

Significant amendments and progress added

Risk increased to expected as the ratio of residents:patients is poorer than 1:8 every night

A full ACCP compliment to provide another rota tier would remove the risk.

																																																						[Gorst, John Dr 11/07/19 18:48:06] Risk reviewed.
Resident staffing level slightly imrpoved (improved/improving with ACCP cover and better fill rate of juniors)
The risk to out of hours and in-hour consutlant cover is increasing with ongoing vacancies and dis-incentives (i.e. financial loss) for consutlants to do extra sessions or indeed even work fulltime in some cases.
Has been 2 occassions in last 3 months of inability to cover Singleton critical care session.
Overall risk remains the same.
Consultant post potential interview date 2nd September - unsure if candidates.


																																																						[Chohan, Rita Ms 04/02/20 15:55:33] Consultant staffing improved to 11 (of 12) WTE by July.

Recruitment for 2 further posts is actively being progressed.

																																																						[Gorst, John Dr 29/01/21 12:10:21] JG/LW/EH - improved staffing at night/weekends during COVID which remains therefore risk has changed to moderate. Staffing paper for consultant and ACCP workforce plan in progress

																																																						[Gorst, John Dr 28/05/21 09:55:10] Changed risk to unlikely to happen because of mitigation (enhanced staffing during extended hours including weekends, ability to call upon other areas including cardiac, burns, theatres) but if it were to happen it could be critical.

Could be described as minor x expected.

JG/LW/EH/RC

																																																						[Gorst, John Dr 02/09/21 11:15:36] Nil change

																																																						[Gorst, John Dr 17/01/22 12:50:28] JG/LW/RC Risk reviewed

No change

																																																						[Gorst, John Dr 05/12/22 15:27:29] JG/MC/BJ/RC - no change.

																																																						[Chohan, Rita Ms 14/04/23 12:24:59] Funding for ACCP's still ongoing, to ensure appropriate establishment.

																																																						[Chohan, Rita Ms 12/10/23 12:55:38] 2x ACCp's - funding stream to be qualified yet 

		2637				Risk of patient harm due to delay in admitting renal patients from outreach hospitals due to bed capacity		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Delay in transfer of renal patients from outreach hospitals due to bed capacity.   Patients to be prioritsed and negotiated on the day or where possible planned in advance so Renal patients are in the most suitable environment for their care and treatment. 
		3/11/21		9/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Taylor, Amy Mrs 06/10/21 13:29:44] Reviewed today by AT SS no further updates risk to remain the same								Admission criteria already in place for Cardigan Ward and bed managers / site team are aware 

Board rounds and handovers to take place daily to facilitate timely discharges to improve flow. 
		Risk recognised at a medicine and hospital site level. 

Prioritisation of renal admissions to be discussed on the day. 

		0

																																																						[Taylor, Amy Mrs 01/12/21 12:57:41] reviewed today at Risk Register medicine meeting. No change. 

																																																						[Taylor, Amy Mrs 25/03/22 10:40:49] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead 24.03.2022. No change.

																																																						[Taylor, Amy Mrs 17/08/22 16:09:44] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.


																																																						[Taylor, Amy Mrs 22/11/22 16:54:26] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 10/05/23 16:44:59] Discussed in Medicine Risk Register Review meeting 10/05/2023 no change.

																																																						[Chohan, Rita Ms 15/09/23 15:15:50] no further update 

		2733				Risk of patient harm due to lack of  Neurology OP capacity causing increased waiting times and deterioration in patients		Accepted		West, Mr David		Hughes, Mrs Fiona		Clinic space at Morriston Hospital has become a problem generally but more specifically with Neurology, warranting escalation via this Risk Assessment. Currently only 16 of the 40 rooms available are in use due to social distancing in the waiting room. With the increase in waiting times for Neurology a number of patients conditions will deteriorate where they aren’t able to be seen/treated. The team are currently seeing 40% patients virtually, with most follow up patients having a virtual appointment however many patients do now require urgent face to face appointments.
Furthermore, whilst this a general risk covering the entire Neurology service, there is considerable risk for a number of specific areas within Neurology, for example Multiple Sclerosis, Motor Neurone Disease, Movement Disorders and many more which are of particular concern. 
In addition to this, new NHS drug treatments for Multiple Sclerosis patients has been approved by NICE for use with almost 2,000 of our patients which the health board has a legal obligation to deliver, however there is no physical space for these patients to be treated.
		5/20/21		6/30/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				16		12		High Risk		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 03/12/21 11:57:47] Discussed in medicine risk register meeting 01.12.2021, options are being reviewed. no change.								Patients are currently being given virtual appointments where appropriate and patients are having to wait longer for face to face appointments due to the issues with clinic space. Other clinical areas have also been considered on other sites with no other space available (e.g. Bay Field Hospital, Beacon Centre, Gorseinon Hospital and the Brain Injury Unit at Morriston Hospital)				0

																																																						[Taylor, Amy Mrs 29/04/22 08:45:37] Reviewed and approved in Q&S meeting 29.04.2022

																																																						[Taylor, Amy Mrs 26/08/22 09:28:39] AT CT reviewed 26/08/22. Slight increase in capacity face to face but not back to normal. Social distancing guidance still in place but reduced however some clinics have now been relocated to NPTH and Singleton

																																																						[Taylor, Amy Mrs 22/11/22 17:00:09] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 12/01/23 12:45:59] Risk Handler amended from CT to DW

																																																						[Taylor, Amy Mrs 22/03/23 15:17:01] DW and NB reviewed 22/03/2023. No change. 

																																																						[Taylor, Amy Mrs 10/05/23 15:30:42] Discussed in RR meeting 10/05/2023, no change. 

		1017				Risk of patient harm due to lack of access to Paediatric resuscitation bay during times of increased adult workload		Accepted		Dieppe, Dr Clare		Davies, Mrs. Rebecca		Bay 5 in Resus is the designated Paediatric resuscitation bay, and the equipment and information in this area is specifically for children. During times of increased workload in the ED, adult patients may need to use this bay which restricts access by paediatric patients and causes difficulty in accessing appropriate adult equipment. Physical access to the resus room from the Paediatric ED can also be compromised by storage of equipment/ trolleys/ beds in the link corridor.		10/17/16		9/1/22		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				9		20		Significant		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  17/10/16 12:56:23] review of escalation policy and procedures health board wide. Discussions with the clinical lead for Emergency department is in communications with Princess of Wales hospital to look at Emergency department escalation policy								Ring fencing of the bay 5 space for paediatric cases. Appropriate escalation at times of increased activity in the resus area/ ED as a whole. Keeping link corridor clear except for resuscitaire and incubator. Monitors are now fixed in resus. 
Single point of access 		Ring fencing of the bay 5 space for paediatric cases. Appropriate escalation at times of increased activity in the resus area/ ED as a whole. Keeping link corridor clear except for resuscitaire and incubator.		0

																																																						[Siddell, Sarah Mrs 17/09/18 14:00:31] Reviewed by Sarah 17.09.2018

																																																						[Siddell, Sarah Mrs 07/02/19 11:45:28] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 10/02/20 13:29:30] Reviewed by Sarah & Rita 10.02.2020 - to be linked with other Paeds risk

																																																						[Hoskins , Shirley Ms 17/06/20 10:52:32] Risk remains at the moment, review of CEU is underway. 

																																																						[Chohan, Rita Ms 09/07/20 14:57:56] Risk remains reviewed by CD and SH

																																																						[Chohan, Rita Ms 21/09/21 15:11:47] no changes 

																																																						[Chohan, Rita Ms 17/01/22 15:17:13] no changes due to demand of on department 

																																																						[Holloway, Suzanne Mrs 11/02/22 12:58:43] Risk updated to reflect current clinical/service operational leads

																																																						[Chohan, Rita Ms 23/02/22 11:52:23] Risk increased to 20 as agreed by SH due to recent incident (attached)

																																																						[Chohan, Rita Ms 11/10/22 11:34:01] no change

		1659				Risk of patient harm due to Non compliance with Paedatratric Care standards		Accepted		Mitchell,  Emma				Non compliance with CEM and new standards in relation to clinical quality indicators such as initial assessment in 15mins by a trained paeds practitioner, pain score and analgesia within 20mins, full set of vital signs at triage, Cons or ST4 doctor and above review for all children under 1yr presenting with a temperature, Cons review of all reattenders within 7 days, repeat pain score 1hr post analgesia, ambulance offload within 15mins, repeat vital signs within 1hr if abmormal
		9/17/18		6/1/23		Governance and Assurance		Communication		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				12		9		Significant		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Siddell, Sarah Mrs 07/02/19 11:33:31] Reviewed on 7th Feb by Cheryl & Sarah								Dr Clare Dieppe - Consultant, single point of access project
Training for triage nurses on PDG's		15 steps has been completed, working on a separate peads group - open 24 hours a day with allocated medical staff		0

																																																						[Siddell, Sarah Mrs 19/11/19 13:05:09] Matron Price meeting Jannette Williams around 15 step challenge on 28th November 

																																																						[Siddell, Sarah Mrs 10/02/20 13:17:43] Reviewed by Sarah & Rita 10.02.2020

																																																						[Hoskins , Shirley Ms 17/06/20 10:34:36] Due to Covid, 15 step challenge still to be reviewed.

																																																						[Chohan, Rita Ms 09/07/20 14:53:01] In the CEU template are meeting the initial assessment timing, analgesia within 20 minutes.   Still not meeting consistently

																																																						[Chohan, Rita Ms 07/11/21 19:12:22] not all machines in CEU or ED have access to SharePoint which continues to be a constraint on 

																																																						[Chohan, Rita Ms 17/01/22 15:11:39] no change 

																																																						[Chohan, Rita Ms 25/03/22 12:28:19] Move to CEU has enabled increased number of recommendations to be met - separate triage and waiting area, increased paediatric nurses etc.
Additional recruitment of PEM consultant and altered work pattern for dual trained ED consultants has enabled improved compliance with senior review.
Reaudit of standards has showed improvement from 43% met or partially met to 64% met or partially met.

																																																						[Chohan, Rita Ms 11/10/22 11:28:06] WCH division revisiting plans for single point of access.

		1533				Risk of patient harm due to the number of Trained Nurse Vacancies on Medical Wards		Accepted		Mitchell,  Emma		Hughes, Mrs Fiona		Despite consistent recruitment drives we have a significant number of Band 5 vacancies on medical wards which requires bank/agency support to ensure adequate numbers.  At times is challenging to ensure adequate numbers are available.  		3/29/18		6/30/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				15		15		Significant		12		Significant		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Llewellyn-Jones, Paula Mrs 08/11/18 15:39:34] Link to 1941
								Daily review of staffing levels from matrons, escalated to Head of Nursing.  Discussed at weekly business meetings.  Risk assessment of each area when staffing levels are challenged.  Bank/agency shifts are requested and matrons ensure staff are shared across wards depending on patient risk.  Staffing meeting occur daily as part of site escalation.  		Awareness within the UHB of staffing deficits.  Head of Nursing is working with the Director of Nursing to minimise impact through robust rostering, sickness management, recruitment and retention.  Safe Staffing Act investment data has been submitted.  		0

																																																						[Llewellyn-Jones, Paula Mrs 27/03/19 11:25:56] HJJ to review the score.

																																																						[Llewellyn-Jones, Paula Mrs 27/03/19 13:28:45] HJJ confirms that risk score of 15 is correct.

																																																						[Anthony, Nicola Miss 18/10/19 14:52:06] Discussed with GC - risk remains with score the same 

																																																						[Chohan, Rita Ms 12/08/21 15:15:48] Roster management is delivered via Allocate system and is put through scrutiny before sign off every 4 weeks. There are vacancies across all medical wards which recruitment is actively attempting to overcome.
 daily staffing meetings attempt to overcome last minute gaps in roster caused by unfilled bank and agency backfill and last minute sickness.
 all other leave is forecastable and all attempts to manage staffing proactively is undertaken.

																																																						[Taylor, Amy Mrs 12/08/22 10:13:35] Manager changed from CG to FH

																																																						[Taylor, Amy Mrs 17/08/22 16:22:07] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

																																																						[Taylor, Amy Mrs 26/10/22 09:33:21] Reviewed with EM.
Risk will need updating following confirmation of AMSR workforce plan.

																																																						[Taylor, Amy Mrs 22/11/22 16:48:19] Discussed in Medicine Risk Register Review meeting 18/11/2022. Will review post AMSR outcome. 

																																																						[Taylor, Amy Mrs 10/05/23 14:18:01] Vacancy cover improving with a aim to minimal vacancy gap by Oct 2023. Impact of influx of overseas nurses on training and development needs. 

																																																						[Taylor, Amy Mrs 10/05/23 15:10:25] Discussed in RR meeting 10/05/2023, no change. 

		2851				Risk of patient harm due to the unavailability of timely ambulance transfers from MIU to ED 		Accepted		Randall, Mr Kevin		Hoskins , Ms Shirley		This risk is related to the unavailability of ambulance transfers for patients who attend MIU inappropriately (or deteriorate) and need urgent transfer to MH ED due to their medical condition.
Due to WAST staff informing MIU staff that there will be a long delay to transfer, (often unable to give estimated time) or ambulance transfer refused due to WAST being in business continuity, MIU staff then have to then make a difficult judgment call on whether traveling by private transport is the safest option / in the patient best interest or not, (as some need time-critical investigations/treatment). This results in inherent risk. There is a significant risk that patients may deteriorate whilst traveling by private transport. This risk has to be balanced with the risk of them not having access to definitive care. 
Due issue to this staff have left with no option, but to order investigations outside of normal MIU practice, due to the unavailability of a safe transfer to MH ED. There are recent examples of CT head scans and cervical spine scans being performed (following consultation with nurse consultant / medical staff at MH ED) at NPTH due to the unavailability of safe transport. It is likely that this risk will increase in frequency as additional pressure is experienced by NHS Wales and WAST.
We have also experienced inappropriate redirection of patients to the MIU by WAST due to ambulance unavailability in the community. These incidents have been reported via Datix. 
		10/19/21		6/1/22		Patient Safety		Safeguarding		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Minor Injury Unit - NPTH		20		25		High Risk		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Randall, Kevin Mr 29/03/22 16:10:49] MIU activity is significantly increasing and records levels of attendance have been seen in the past two weeks (188 patient on 22/3/22 and 186 patient 28/3/22) with median activity for the last week being 144 patients per day. this is a proportional increase greater than that being seen in EDs. 
The number of "out of scope" patients and patient with major injury / illness attending the unit is increasing. There has been a number of recent datix incidents related to this risk, due to difficulties in transferring patients forcing staff to make high risk decisions regarding transfer. This is currently the greatest risk to patient safety in MIU and I fear it will result in catastrophic harm if the risk cannot be mitigated. 
A meeting is being planned to discuss this risk and the Assistant Head of Risk and Assurance has been invited, along with the Head of Quality and safety, Head of Nursing,  Divison Manager - Hospital Ops, Clinical Director ED.    
		Hughes, Mrs Fiona						Incidents are reported via Datix 
There is a medical registrar on site at NPTH who can provided medical support when needed. 
There is telephone advice available from senior medical staff at MH ED 
MIU staff make a risk assessment of patients who require transport regarding their suitability to travel by private transport. 
Plans to recruit and additional consultant nurse 				0

		2632				Risk of patient morbidity and potential mortality due to lack of workforce for dialysis		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Due to the lack of day time dialysis capacity for chronic renal patients at Morriston hospital, the department has had to extend its sessions to accommodate twilight shifts. This results in sick, elderly patients being dialysed out of hours when there is less senior cover on duty.
There is a need for further expansion of outpatient service provision, particularly given that the unit provide service  beyond Swansea are (Neath Port Talbot and Part of Bridgend)"
National nursing standards not met.

National Standard 1::70/30 as recommended by WRCN.
Requirement of 1 Qualified nurse to 3 patients 
Patient safety not compromised. majority of occasions WRCN standards are met.		3/3/21		9/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				15		20		Significant		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Taylor, Amy Mrs 06/10/21 13:27:40] Reviewed today by AT SS no further updates risk to remain the same								WRCN aware of the use of twilight shifts to increase capacity.
Twilight dialysis shifts are opened 6 days weekly, some overflow provided in the acute dialysis facility 
Business case being formed to increase capacity. 2 new units planned east of Swansea.

Staffing levels regularly reported back to WRCN
Staffing recruitment plan underway to improve nurse numbers 
Business case being developed to build two new dialysis units east of Swansea. This will reduce patient numbers at Morriston which will improve ratios. 
Staffing recruitment plan with finance as of 2.3.21
East of Swansea capacity being developed. Currently at the 3rd Invitation to Participate in Dialogue Stage with potential suppliers.
		Need to expand outpatient dialysis facilities east of Swansea
Tender exercise underway to built 2 new units east of Swansea which will reduce activity on the Morriston site and ease capacity pressures. 

Staffing levels regularly reported back to WRCN
Area's staffing reviewed daily by Unit managers and Renal Matron

Actively recruiting through over seas including band 2,3 and 5. 
		0

																																																						[Taylor, Amy Mrs 01/12/21 13:08:10] Discussed at RR meeting today.

Linked to Tender ongoing.

																																																						[Taylor, Amy Mrs 25/03/22 10:01:17] Discussed in renal risk register review24.03.2022. Risk 2633 merged with this risk 2632 - information added and risk increased to 20.

Matron, Directorate Manager and Clinical Lead Agreed risk at 20.



																																																						[Taylor, Amy Mrs 17/08/22 15:52:51] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
Summary of assurances updated to include - Actively recruiting through over seas including band 2,3 and 5. 




																																																						[Taylor, Amy Mrs 07/09/22 15:33:41] CP reviewed and req title change. email 29/08/2022

																																																						[Taylor, Amy Mrs 22/11/22 17:08:14] Discussed in Medicine Risk Register Review meeting 18/11/2022. Workforce paper in progress.

																																																						[Taylor, Amy Mrs 10/05/23 16:45:27] Discussed in Medicine Risk Register Review meeting 10/05/2023 no change.

																																																						[Taylor, Amy Mrs 21/07/23 16:29:53] **PLEASE REFER TO DATIX CLOUD, INCIDENT 32403 in support of risk**


																																																						[Chohan, Rita Ms 15/09/23 15:30:57] no change 

		396		SS396		Risk of patient safety due to the failure to release staff for workforce specialist training 		Accepted		Gates, Mr Jonathan		Dow, mr Stewart		Unable to release staff to undertake specialist training due to clinical commitment and insufficient flexibility within establishment.

Clinical Audit days have been reduced to bi-monthly throughout 2018 further reducing the opportunities for mandatory training.		11/1/11		9/1/23		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				12		12		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Jones, Cheryl Mrs 03/05/18 11:28:08] Risk discussed on 03.05.2018 with JG/SD/DE.								Definative risk assessment of all Mandatory /Statutory training undertaken. Development of on-line training programmes along with skill mix reviews to identify accurate establishments. 

In- house training days. Ward based training packages. E-learning.  CPD training and education identified. Release of Staff for training on Audit days from July 2013		Training complaince monitored routinely on a monthly basis and updated to Theatre Performance Review quarterly. Risk to updated onto new Theatre Risk Format including full action plan - All reported incidents to be monitored.
April 2020 full audit days will commence 
		0

																																																						[Gates, Jonathan Mr 29/06/18 13:48:34] discussed 29/6/18

																																																						[Hoskins , Shirley Ms 16/11/18 14:28:54] Discussed at theatre and anaesthetic governance meeting and agreed to create a plan for completion of mandatory training (JG).  Audit days to be increased from 6 to 10 in 2019.

																																																						[Chohan, Rita Ms 27/02/20 14:14:41] reviewed by RC/JG 27/02/2020 - risk still remains until full establishment of staff.

																																																						[Chohan, Rita Ms 06/07/21 10:56:30] we are recruiting into all available vacancies and developing a workforce plan in line with the health boards vision for theatres.  Are ability to release staff from emergency theatres and maintain service is constraint when training staff. 

																																																						[Chohan, Rita Ms 01/11/21 14:20:19] Looking at alternate ways to support 8 full time equ posts to be released across all sites for training.

																																																						[Chohan, Rita Ms 22/02/22 11:31:44] unfortunately did not get 8 people at this stage.  Actions shared in plan care board and COEG on the requirement of investment and support in providing non face to face learning opportunities.  

																																																						[Chohan, Rita Ms 22/11/22 16:56:21] No further update 

																																																						[Chohan, Rita Ms 04/04/23 16:37:17] Now on full day audits 8  training posts part time (4WTE) in post (Morr).  

																																																						[Chohan, Rita Ms 15/09/23 14:21:39] no further change - audit day should be protected for surgical services activity 

		2774				Risk of patients not recieving adequate pain relief due to lack of CADD-Solis Nerve block infusion pumps (Morr)		Accepted		Gates, Mr Jonathan				We currently only have a limited number of CADD-Solis™ pumps (grey) available, these pumps are needed for pain management for post-op laparotomies and to manage fractured rib pain. 
The pumps provide a continuous infusion of local anaesthetic at a variable rate and can be used by appropriately trained staff to top-up the nerve block without breaking the circuit and maintaining line integrity while reducing infection risk.
These pumps also have the ability to run infusions at a higher rate than the alternative disposable (elastomeric) device currently available.
An estimated 200 patients for CPOD per annum, plus 40 fractured rib patients per year, plus elective surgery patients will increase demand on the existing inventory. This means patients will be unable to receive adequate post-operative pain relief. Most patients require 2 pumps and as a result there is requirement to increase the number of CADD Solis™ nerve block infusion pumps.  There are only 8 pumps available and these are in constant use, and we need an additional 10 pumps for the Morriston site to meet the clinical demand.
Elastomeric (disposable) devices are inadequate to manage these patients.
		7/6/21		1/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Acute Pain				12		12		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 29/06/22 13:08:25] Risk has not fully resolved so to remain								A small number CADD solis™ electronic, programmable pumps (for wound infiltration) are available (albeit quantity is too small to meet the needs of the service)
Elastomeric devices (disposable plastic) available but inadequate and sub optimal
Patients are at risk of sub optimal care
				0

		94		MSK 12-Spinal (Old ID701)		Risk of permanent disability from Spinal Fractures		Accepted		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		Risk of permanent disability from unstable spinal fractures.		9/24/12		8/1/23		Sustainable Services		Unscheduled Care		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Spinal				16		4		High Risk		4		Low Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 04/07/18 11:08:16] Updated 4/7/18 - risk remains in place due to insufficient ability to treat emergency spinal patients.  Discussions ongoing with C&V Health Board Medical Director 								Since 2020 Major trauma service in Cardiff was established.  Since the instigation of South Wales Major Trauma Network established Spinal fracture flow is being fast tracked to Cardiff.  With governance mechanism in place in the network from Feb 2022 patients with spinal fractures are being treated in Ward A where possible.  Nursing staff are trained to manage unstable spinal fractures.
				1		Anthony, Miss Nicola		4/3/20		Change to care pathway		Whilst Major Trauma Network has a defined spinal trauma pathway which should be going live April 2020 this is not confirmed.  

DP will forward MTN docs relating to spinal trauma pathway 

																																																						[Packman, Dean Mr 28/01/19 10:48:25] Risk reviewed with agreement to discuss with Clinical Lead to ascertian progress made via recent discussions with Cardiff HB as aprt of Truama Network discussions.
Risk score amended to refelct current position.

																																																						[Packman, Dean Mr 20/03/19 14:56:40] Discussions are on-going with UHW collegaues as part of the Major Trauma Centre development and the agreed pathways are being evaluated and revised through this process. 
No change to risk score as discussions are currently being progressed.

																																																						[Anthony, Nicola Miss 24/06/19 17:09:36] Req to DP/NPV for update on current spinal emergency serivce

																																																						[Anthony, Nicola Miss 25/06/19 10:03:15] Update from NPV - Discussions ongoing re: Major trauma network. It is expected Morriston spinal trauma workload will increase by at least 130% as part of this.

A proposal has been submitted to the exec board regarding developing the spinal unit. Nil extra resource has been allocated as of yet however. Therefore the risk remains the same and will increase if nil extra resource by the time the trauma network “goes live” April 2020.

I would suggest with immediate effect, all spinal emergencies admissions (trauma and non trauma) are placed on ward J. This is in line with the rehab network and spinal proposal recommendations (to enhance allied health training and expertise in spinal rehab/ management with inreach support from Rookwood).


																																																						[Anthony, Nicola Miss 10/09/19 14:00:30] Update from Dean Packman - Progress made - meeting has been held with SBU Medical Director.  Discussion ongoing around pathway for spinal traum with cardiff.  Service model put together for non-traumatic emergency casese at  Singleton Site.  Plan is to hopefully increase tafiff for Hywel Dda patients and pump prime develoment of spinal serivce 

																																																						[Mathias, Louise Mrs 25/02/20 14:09:20] Reviewed by T&O Q&S Group.

DP requested NA update Controls and Assurances from progress notes.

																																																						[Anthony, Nicola Miss 26/02/20 13:15:57] Update requested from NPV / DP 

																																																						[Anthony, Nicola Miss 27/02/20 08:11:48] MTN has a defined spinal trauma pathway which is supposed to go live April 2020 albeit still not confirmed. 
 


																																																						[Anthony, Nicola Miss 09/10/20 08:03:38] Update from Clinical Lead for Spines - unsure if the spinal fractures item is an issue. Service have the MTN pathway. Unstable fractures are dealt with but neuro intact at Morriston Hospital for the region. 

Sharon Maggs, MSK Physiotherapist has advised: 
The rehabilitation of spinal fractures remains a big problem for physiotherapy (and maybe for Occupational therapy as well.  

Physio have not had resource for this workload in skill mix nor staffing numbers since the Neurosurgical team moved to Cardiff many years ago. MSK Physio lead has worked as best as possible within their resources to service this cohort of pts but this is definitely at the detriment of other pts. The acuity of the spinal trauma pts demand many therapy staff for each session.

This can only be fulfilled by removing staff from other wards resulting in other pts not receiving treatment.

Occupational Therapy Lead for MSK has confirmed they do not have any resource for spinal fractures. The OT’s at present only complete discharge planning with these patients as there is only 1 OT on the ward, and are unable to complete any of the rehab that is an essential part of progress / outcomes for this cohort of patients.  

Sarah Thompson, OT Lead, completed a paper for a few months ago outlining the resource required for this patient group



																																																						[Mathias, Louise Mrs 22/09/21 11:14:46] Reviewed T&O Q&S.  Risk remains the same.

																																																						[Mathias, Louise Mrs 15/06/22 10:35:48] Risk reviewed in meeting on 9th June 2022 with Brett Denning, Charlotte Le Brocq, Louise Jenvey & Rhiannon Jones.

No update\change.

																																																						[Mathias, Louise Mrs 01/12/22 15:00:52] Reviewed in Q&S 29.11.22.  Dr Sree Kolli, advised in relation to update as per summary of controls in place.  SK confirmed could be downgraded.

																																																						[Mathias, Louise Mrs 17/05/23 09:30:47] Reviewed BD,LJ,CLB,RJ.  #clinic on a weekly basis.  Improved.  Low risk - needs physio too.

		3129				RISK OF POOR PATIENT OUTCOME DUE NO LEVEL 3 WEIGHT MANAGEMENT SERVICE			Accepted		West, Mr David		Hughes, Mrs Fiona		There is a risk of poor patient experience and outcomes as a result of limited MDT and Consultant resources in the Level 3 weight Management Service 
The medical input to the service is provided by from a Consultant Physician/Endocrinologist but this sits outside of his contracted job plan, with no multidisciplinary team members like dietician/Physiotherapist/Psychologist.
There is no back fill for periods of absence, annual leave and sick leave resulting in an inability to provide ongoing support and managing the duty of care.
Capacity for the service is currently around 20 patients per year, which is less than the anticipated demand for the SBUHB area
Swansea Bay does not comply therefore with implementation of ‘Standards for implementing the Level 3 Weight Management Services across Wales’
Predicted frequency of this risk is weekly
The risk is increased due to another medication (Semaglutide) being considered by NICE and it is going to be approved and available in UK in the beginning of 2023. Being pre-diabetic with HbA1c between 42 to 47 is an essential criteria for the current medication Saxenda but it is not required with the new medication as per the draft on the NICE website. As a result, it is anticipated that more patients would fit into the criteria which means increased number of referrals expected and demand on the service.
		9/29/22		10/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Diabetology				12		16		Significant		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate		1/30/23		[Taylor, Amy Mrs 18/11/22 14:31:00] Discussed and agreed at Medicine Board								-	 Caseload assessment for management of patients with current duty of care has been undertaken and management plan agreed 
-	Dietetic service unable to accept further referrals to level 3 service 
-	Obesity Service PDR in progress led by Director of Public Health as part of the Obesity Pathway Review 
-	Director of Public Health Report presented to Quality and Safety Forum July 2019  
-	Establish dietetic resource available to Level 3 service and review staff skill set to deliver service
		Increase in funded MDT and Consultant support for the Level 3 weight management service

Development of a sustainable Level 3 weight management service

This is a tier 1 priority for HB investment for 23/24. Business case nearing completion for submission as of 10/05/2023
		0

																																																						[Taylor, Amy Mrs 22/03/23 14:57:02] DW and NB reviewed 22.03.2023. No change. 

																																																						[Taylor, Amy Mrs 10/05/23 13:35:17] reviewed 

																																																						[Taylor, Amy Mrs 10/05/23 15:26:32] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Chohan, Rita Ms 21/09/23 12:50:55] BUISNESS CASE PHW HAS TAKEN OVER.  ALL WALES BMI POLICY ONGOING.

		1963				Risk of Processing Outside of IFUs, Lack of RO Water - Risk to accreditation/product		Accepted		Bissmire, MS Lori				In order to ensure compliance with the Medical Device Directives, HSDU run an accredited service (to ISO 13485).  Processing of instruments outside of their IFUs poses a risk to this accreditation (ability to process for all theatres, clinics and community services) as well as to patient safety.  It is also a requirement of the Health and Social Care Act (2008) (Code of Practice on the prevention and control of infections and related guidance) that reusable medical devices should be decontaminated in accordance with the manufacturers’ instructions and current national or local best practice guidelines.   
Scrutiny of IFUs has identified a requirement from manufacturers that Reverse Osmosis water is expected to be utilised during the HSDU decontamination process (feed to wash disinfectors).  Some manufacturers’ are accepting of this deviation.  Whilst evidence is available to support the quality of water utilised within SBUHB’s HSDU units (compliance to WHTM 01-01, BS EN 15883) and the Authorising Engineer (Decontamination) for Wales supports the use of non-RO water for WDs (17 HSDU’s in Wales, of which only one has an RO supply), HSDU is technically not in alignment with requirements where some manufacturers, e.g. Storz, will not fully endorse the use of non-RO water and / or won’t accept any liability should instruments be processed using non-RO water which could pose a risk to HSDU’s accreditation. 
		6/21/19		10/1/23		Compliance with legislation and Statutory/regulatory inspections		Legislation (inc Human Tissue Act)		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				8		12		Moderate Risk		1		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Nix, Rebecca  23/07/19 10:08:12] 23/07/19 - Included on Head of Service (RR) handover list to ensure timely progression. 								1)	HSDU parameters for sterilisation / processing are documented and reviewed against IFUs prior to processing.
2)	Manufacturing companies are requested to accept any variation between IFUs and service provided by HSDU prior to instruments being processed.
3)	Monitoring / historical evidence within HSDU of water quality (compliant to WHTM 01-01) and impact of non-RO water quality on instrument processing (none observed).
4)	Engagement between Authorising Engineer (Decontamination) and Manufacturers’ Representatives (with respect to challenges over water quality).
5)	Guidance and involvement from Authorising Engineer (Decontamination) to ensure ‘All Wales’ approach  – matter to be raised at All Wales Decontamination Group July 2019 (to include involvement with HB Decontamination Lead).
6)	Clinical Users assessing impact on patient safety of not utilising instruments where manufacturer’s will not accept deviation from IFUs and / or will not accept liability.  Theatres have Risk Assessed for Storz.
7)	Escalated to CSS Directorate Board (May 2019) where CSS Management accepted the risk as acceptable to enable instruments to be processed via HSDU, with subsequent escalation to Environmental Health and Safety Meeting (May 2019).
		1)	Feedback from All Wales Decontamination Meeting re an ‘All Wales’ approach to the issue.
2)	Health Board acceptance of risk of processing instruments (without compliance to IFUs and lack of written confirmation from manufacturer) and subsequent risk to accreditation and wider HSDU instrumentation processing is greater than the risk of not processing (and instruments not available for use), or vice versa.
3)	Change water content for washing process – implement RO water system for Singleton and Morriston sites.
		0

																																																						[Bissmire, Lori MS 17/05/21 16:03:07] Recent increase in concerns raised in All Wales SSD Forum May 2021 - All HB's agreed an All Wales approach is required incl. Welsh Health working group and circular to be devised.
Assurances WHTM 0101 Standards - clause regarding RO water, however still requires each device to be reviewed and risk assessed with support from manufacturer where possible, where not possible identify risk to patient level - consult with AE(D, HB review to accept liability for product.

																																																						[Chohan, Rita Ms 09/06/21 15:45:15] update - no further update

																																																						[Bissmire, Lori MS 12/10/21 11:15:14] New file established within HSDU QMS to hold full details of Medical Devices that fall under this risk, to include, IFU's, correspondence with manufacturer's,  Risk Assessments, decision making processes and any concessions

																																																						[Bissmire, Lori MS 27/10/21 14:56:56] File as detailed below in place, recent challenges with J&J following purchase of new equipment at Singleton & Morriston Theatres proved successful, received statement from company in support of local guidance.
To explore sharing wording from letter to other manufacturers to reduce risks

																																																						[Bissmire, Lori MS 17/01/22 10:37:48] Portfolio of Manufacturers slowly increasing as a result of limited device manufacturers for specialist equipment and manufacturers reluctance to advise outside validation.
Will form part of All Wales working group

																																																						[Chohan, Rita Ms 11/05/22 10:39:05] Ongoing - no further update

																																																						[Chohan, Rita Ms 18/10/22 10:30:33] ongoing monitoring 

																																																						[Chohan, Rita Ms 07/03/23 15:34:00] ongoing 

																																																						[Chohan, Rita Ms 21/08/23 11:18:52] ongoing - concession file if tap water is used. 

		3465				Risk of psychological harm to adult patients due to lack of provision of Psychology services		Accepted		Williams, Mrs Sara		Owen,  Tracy		•	There is no psychological care service for adult patients in the regional Plastic Surgery Centre. 
•	There is a newly established Paediatric Plastic Surgery Psychology post. This post-holder will be working with children and families up to the age of 18 but there will be no adult provision to transfer this patient group to.
•	This gap results in an inequitable service for patients attending the Burns and Plastic Surgery Centre as there is a psychological care service for both adults and children within the Burns service.
•	Patients identified as having high levels of psychological distress cannot access appropriate support (case examples/referral letters available).
•	Lack of screening for psychological distress in this patient group will result in many patients psychological symptoms being un-identified and left untreated.
•	National guidance for this patient group (e.g. NICE guidance 26) is not being adhered to within the centre. 
•	There is a lack of teaching and consultation for MDT staff with regards to the psychological needs of this patient group and therefore a lack of a stepped model of care.
* patients undergoing life changing procedures.


		7/24/23		10/23/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Mathias, Louise Mrs 23/08/23 11:52:21] Reviewed with Tracy Owen, Sara Williams, Suzanne Holloway, Lyn Hopkin, Louise Jenvey.  Money in budget - difficult post to fill.  ??Give money to psychology whilst awaiting bid via WHSCC.  On hold.  Financial risk if C-AG.  LJ advised Utilise money for benefit of patients.  Run risk of losing money on permanent basis -better than to do nothing.  SH advised to do a business case to appoint own nurse.  Leave as 16 - change to treat.								•	Patients identified as having mental health problems such as suicide risk/self harm can be referred to the liaison mental health service.  
•	Patients from the Swansea Bay area identified as having medical trauma can be referred to the generic medical trauma psychology service.
		•	To apply for WHSSC funding for a full time applied psychologist to be embedded within adult plastic surgery, along with minimal admin support. 
•	The psychologist would undertake both direct and indirect work with patients and families, including preventative, early intervention and input in response to identified psychological difficulties and distress. The psychologist would also promote the psychological competence of other team members ensuring the service delivered and any service development were psychologically and trauma informed. Furthermore, the psychologist would provide interventions aimed at the support and wellbeing of staff.
		0

																																																						[Mathias, Louise Mrs 23/08/23 11:53:43] SH to provide copy of NICE guidelines 26 to attach to record.

		1091				Risk of psychological harm to long waiting adult patients of the Cleft Service		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		There are 68 adult patients waiting for cleft surgery currently.  We are expecting the adult surgical waiting list to increase with the arrival of the replacement cleft surgeon.  Mostly these patients require cleft revisional surgery, e.g. revision of cleft lip, palate, nose including cleft rhinoplasty.  Many of these patients have been waiting between 3 and 5 years, which unacceptable.
Every week, patients are being added to this waiting list with little prospect of having surgery.  The principal reasons that they are not being treated is the need for surgery in babies, lack of adult operating time and lack of available adult beds.  
		11/24/16		6/30/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				16		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 08/08/18 15:35:24] WHSSC have requested the CL&P Service present their case for funding a meeting arranged for October 2018								We have explored every way of dealing with this backlog and demand including allocating other lists, op lists out of hours, op lists in the private sector, referral to other units outside of Wales etc.  All have failed to deliver.  It is hoped that a weekly all day list on a Friday can be made available at Singleton Hospital from Sept/October 2016, but this is yet to be confirmed.
If the weekly list were to be established, a maximum of 3 patients could be treated on an all day 2 session operating list, therefore it will take approximately 1 year to deal with the backlog.  After that, 1 all day op list (2 sessions) every 2 weeks should deal with the on-going need/demand.

Update by Helen Extence 29-01-21 - Work with the management of the HB to look at possible off site solutions, such as private providers as well as local solutions at Singlton and Morriston.
		Efforts to secure a weekly list commencing Sept/Oct 2016 are ongoing. List commenced Nov '16. Cleft Surgeon Left HB Oct '18. New Cleft Surgeon commenced May 2019 with a plan to start treating these patients from September 2019.
		0

																																																						[Le Brocq, Charlotte Mrs 14/11/18 14:18:17] Cleft Surgeon left HB Oct '18. Plans to undertake clerical validation. Advertising for replacement Surgeon Nov '18.

																																																						[Anthony, Nicola Miss 27/12/18 08:24:13] Update from CL-B 13/12/18  - WHSSC and ABMU have met (October 2018), advised by WHSSC should know further information January 2019.  Post currently being advertised 

																																																						[Le Brocq, Charlotte Mrs 23/01/19 14:22:51] Update Jan '19 - Interview for Cleft Surgeon on 4th Feb 19, unfortunately no access to Singleton Theatre list at present as no staff in Theatres.

																																																						[Anthony, Nicola Miss 19/03/19 13:57:39] Update from CL-B, Assistant Service Group Manager.  New Consultant is starting 01/05/19.  Full funding has been provided from WHSSC for the MDT and Adult Cleft, funding should be released circa June

																																																						[Anthony, Nicola Miss 16/04/19 16:09:07] D/w MR/NW 10/4 - new appointment will have some restrictions in his abiliites.  David Drake has agreed he is able to cover off some work - costs being reviewed.  

																																																						[Le Brocq, Charlotte Mrs 10/06/19 13:35:39] Business Case submitted to WHSSC May 2019 with plans to address backlog of waiting patients, plan to commence Sept 2019.

																																																						[Anthony, Nicola Miss 06/09/19 14:44:23] D/w CL-B Risk remains unchanged - funding available from WHSSC however unable to support anaesethetically.  From October 2019 Plastic Surgery moving out of Singleton which will give capacity however anaesthetic support remains a significant limiting factor

																																																						[Anthony, Nicola Miss 03/12/19 15:54:32] Discussed at risk register review with service directors. Currently 1 patient awaiting surgery for Morriston - being treated next week.  Started operating at Singleton - 54 patients waiting.  Now treating patients however risk remains at 16 at present 

																																																						[Anthony, Nicola Miss 18/08/20 11:46:19] Update from Charlotte Le Brocq - Numbers of patients waiting for adult revisions has reduced due to the new surgeon coming into post in May 2019. 
Unfortunately COVID-19 has meant no adult surgery has been undertaken since March 2020, currently there are no plans to re-start this type of surgery due to the lack of surgical capacity across the Health Board.

																																																						[Le Brocq, Charlotte Mrs 22/12/20 11:50:45] Currently still no capacity available to treat these patients due to COVID-19, the service is exploring options to provide paediatric Cleft surgery at present.

																																																						[Le Brocq, Charlotte Mrs 02/02/21 09:46:30] With the additional WHSSC funding 2018-2019, the service made great strides in dealing with the adult long waiters, reducing the list from 67 patients to 10 patients prior to COVID. Since COVID we have added to the adult surgical list but we are not in a position to treat the adults due to no theatre capacity for adults in Priority 4. We now have 27 adults on the waiting list and this continues to grow at a steady rate following clinic consultations. Lists need to be secured in Singleton for the rhionoplasty patients but some adult patients also require surgery in Morriston. These patients require a bed at Morriston. Theatre capacity is resticted on this site as well as bed provision. The risk is therefore high as failure to treat will impact patient care and their quality of life. This service will therefore not be able to offer the full remit of cleft care and fail our National standards as a regional cleft centre. 
Update provided by Helen Extence.

																																																						[Anthony, Nicola Miss 16/02/21 14:28:14] D/w Hannah Rix - risk score reduced in line with other surgical specialities within the service group relating to COVID19 and inability to operate on any cases other than priority 2

																																																						[Le Brocq, Charlotte Mrs 12/05/21 15:47:42] No change to current capacity for this cohort of patients.

		3073				Risk of reduced capacity for imaging due to lack of provision of a Radiology Mobile Pad in the NPT theatre project		Accepted		Sparkes, Mrs  Janine				Radiology requires access to mobile pad with associated utilities to manage the diagnostic imaging of both inpatients and outpatients during times of equipment replacement and to provide additional diagnostic imaging capacity as required. 
Due to the ongoing works for the new elective theatres at NPTH, Radiology no longer have access to a mobile pad on this site. The original mobile pad was funded by shared services and should be re-provided on the NPTH site for future diagnostic imaging requirements.
Currently there is a request for additional plain film capacity from orthopaedics which Radiology is unable to provide due to the lack of a suitable mobile pad space. 
		7/21/22		7/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		16		High Risk		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 13/01/23 12:48:11] No change								MRI scanner replacement occurred in 2021, CT scanner replacement is currently in planning stage. Existing CT scanner retained until the new scanner is in situ in a separate area. Theatre project manager is reviewing options for replacement mobile pad provision however there is no funding agreed to provide this. Hospital management are reviewing alternative locations for mobile x-ray provision.  				0

		604		T604		Risk of repair and maintenance of theatre equimpment due to failure of sustaining warranty and maintenance contracts		Accepted		Gates, Mr Jonathan				There is a range of equipment that has been identified as coming out of warranty or that now requires maintenance contracts to be put into place. Inability to repair and maintain equipment within theatres will have an adverse impact on the ability to deliver services. 		2/10/12		9/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				9		9		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Jones, Cheryl Mrs 03/05/18 10:34:43] Risk discussed on 03.05.2018 with JG/SD/DE.								Managed on a machine by machine basis.

Maintenance contracts/costs to be identified and accounted for when replacing / purchasing new equipment		new procurement post in theatres out for approval with vacancy panel which will enable a full audit of all equipment and maintenance contracts 		0

																																																						[Gates, Jonathan Mr 29/06/18 13:11:13] Reviewed with governance team and theatre staff.  Awaiting service contract and equipment info from EBME to support updated risk entry.



																																																						[Chohan, Rita Ms 27/02/20 14:10:19] reviewed by RC/JG 27/02/2020

																																																						[Chohan, Rita Ms 06/07/21 11:07:45] This continues to be risk within theatres and for subspecialties.  The mitigating action for this risk was to introduce the post of procurement lead for theatres.   

																																																						[Chohan, Rita Ms 01/11/21 14:25:35] still ongoing review of procurement lead for theatres

																																																						[Chohan, Rita Ms 22/02/22 11:37:38] still ongoing review.

																																																						[Chohan, Rita Ms 22/11/22 16:54:16] still an ongoing risk due to lack of staff to undertake this roll fully 

																																																						[Chohan, Rita Ms 04/04/23 16:03:30] position filled. Although equipment has service agreement, this will always be a low level risk due to wear and tear of equipment and time it takes to repair or buy new.

		1508				Risk of serious harm to patients due to delay in laparoscopic cholecystectomy 		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		(linked to Risk 3002 and Incident 12279) At the end of September 2020, we had 608 patients waiting for a lap chole procedure, with 36 marked as red lapcholes (extremely urgent). These patients very often present in ED on a regular basis and can spend weeks in a ward be and are discharged when the process begins again. There is an impact on ED, ward beds, pharmacy spend,  with a significant impact on referral to treatment times. More importantly is the impact on the patients quality of life and wider economic issues such as time off work with sickness. Capacity is further limited due to COVID and the lack of operating capacity.		2/27/18		5/25/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				20		25		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 17/08/18 13:38:44] No impact being made on waiting list. Additional upper GI consultant in post from September 2018. MD discussing with Mark Ramsay re additional capacity.  Review in six months if 2nd CEPOD is being utilised three times a week with Lap Chole first on each list.  								•	Regular clinical review of laparoscopic cholecystectomy patients
•	To facilitate theatre backfill on both Morriston and Singleton Hospital sites
•	SOP in place for treatment of laparoscopic cholecystectomy patients if admitted as an emergency

		•	SOP written outlining the process for management of those patients admitted as an emergency to enable surgery to be undertaken prior to discharge
•	Emergency Care Practitioners appointed on six months contract to facilitate better use of CEPOD theatre lists to allow appointment of such emergencies

All surgical operating in Morriston site to be reviewed and all non-essential operating to be moved to another site
		0

																																																						[Anthony, Nicola Miss 29/11/18 10:18:07] D/w Jo Davies.  Have had agreement that one additional laparoscopic cholecystectomy procedure can go ahead on CEPOD list (Mondays and Wednesdays).  Following an initial period to be increased to two procedures on each list if appropriate.  

																																																						[Anthony, Nicola Miss 07/03/19 12:33:03] D/w Neil/Paul Davies - Suspect risk is now 16 - monitored first six weeks and now need up to date picture Neil Miles will provide information 

																																																						[Anthony, Nicola Miss 19/03/19 14:16:40] Update from JD, Asst Service Group Manager - The risk needs to stay at a 20, as nothing has changed.  There is a very small amount of capacity which really won’t make a difference until this is increased.

																																																						[Anthony, Nicola Miss 16/04/19 16:02:49] D/w Mark Ramsey 10/4 - Mark Ramsey has met with Mark Davies/Colette who will meet with Jo Davies to review. Looking to get one more case onto CEPOD on a regular basis.  Not many coming in electively onto a list, however, if a patient returns with a 2nd event these cases are being operated on and therefore some progress 

																																																						[Anthony, Nicola Miss 16/05/19 21:36:06] Update from pathway team -
please see attached the Lap chole weekly trend as of today.

There are 10 Red patients waiting. 
The number of Amber and Green are reducing but Red remaining the same (possibly due to complexity or needing Morriston list?) Consideration to be given to book red onto the CEPOD lists?

Month	AMBER	GREEN	RED	Unknown	Total
Apr-19	268	143	10	1	422
16/0/19	265	138	10	2	415







																																																						[Anthony, Nicola Miss 30/05/19 14:07:13] Discussed at MDU Management Board RR review of risks >16.  Tersa Humphreys stated additional operational capacity has been identified plus CEPOD capacity. DL felt CEPOD capacity needs to be maximised to treat RED patients if at all possible.  DL queried categorisation of patients (red/amber/green), MR advised NICE guidelines. TH also confirmed red patients now at 7.  

																																																						[Anthony, Nicola Miss 05/06/19 16:57:33] Info recevied from TH - current longest waiting patients who are categorised as red:

57 weeks, date offered April 2019 however had to be cancelled due to Consultant specific - has been offered to other consultants but needs to be undertaken by listing consultant

32 weeks - PAC 13/11/18. No surgery date offered as yet

23 weeks - PAC 2/1/19. No surgery date offered as yet

19 weeks - First added to WL on 26/9/18, unfit at PAC on 23/11/18.  TOWL – reinstated 15/1/19 as fit. Has new PAC booked for 21/6/19. No surgery date offered as yet

16 weeks - PAC booked in POW in error as seen in NPT, now booked for 17/6/19. No surgery date offered as yet

9 weeks - PAC booked for 21/6/19. No surgery date offered as yet

8 weeks - Awaiting anesthetic assessment from PAC – unfit at present


																																																						[Anthony, Nicola Miss 17/06/19 08:24:46] Req for update to TH 

																																																						[Anthony, Nicola Miss 17/06/19 08:36:59] Paper received from Tersa Humphries with current position regarding waiting times/numbers waiting/activity 

																																																						[Anthony, Nicola Miss 17/06/19 09:09:25] 17/6/19 Current position from pathway team: 
Red - 11 (8 Morriston, 3 Singleton)       longest waiter - 58 weeks
Amber - 276 (105 Morriston, 164 Singleton, 7 Sancta)      longest waiter - 189 weeks 
Green - 149 (45 Morriston, 95 Singleton, 9 Sancta)

No change on the Morriston Hospital red categories and new one added at 4 weeks.

																																																						[Anthony, Nicola Miss 06/09/19 09:24:15] From w/c 14/10/19 additional all day Monday list and interim all day Wednessday list(weekly basis) to facilitate treatment of lap chole patients.  Rate limiting step is anaesthetic cover and bed availability.  To review in final quarter 

																																																						[Anthony, Nicola Miss 03/12/19 16:34:22] Requested an update from JD/Julie Rees

																																																						[Anthony, Nicola Miss 04/12/19 15:35:36] 
Please find below lapcholes numbers:

 

 


 


																																																						[Anthony, Nicola Miss 04/12/19 15:36:51] JD has provided current number of patients waiting for surgery - see documents 

																																																						[Anthony, Nicola Miss 08/01/20 14:29:50] Score remains the same with continued unscheduled care pressures, we have medical patients outlying into gen surgeical beds.  Also have had added pressures of closed wards within Gen Surg due to CPO outbreak and this has sitll left a legacy of reduced bed capacity on Ward G and Ward V which are two key areas which lap chole patients would be nurseed. 

Although we have as a service made attempts to prioritise these cases, they still remain a risk as part of a delivery of the service 

																																																						[Anthony, Nicola Miss 13/07/20 11:29:29] Remains a high risk - d/w MMG/HD.  Risk needs to be refreshed 

																																																						[Anthony, Nicola Miss 20/10/20 08:55:06] Update from Jo Davies - risk description updated

																																																						[Anthony, Nicola Miss 15/02/21 16:21:15] D/w Jo Davies - risk remains high - there are now a total of 644 waiting with 34 being marked as red

																																																						[Anthony, Nicola Miss 17/05/21 15:24:37] in total there are 675 Lap chole’s (three are appointed – 1 Red, 2 Amber). We have 29 RED lap chole’s (1 appointed).

There are 22 ‘unknown’ colour codes which potentially could be Red? – the unknowns have been increasing for the last 3 months. Also I know that there are 56 Priority 2 patients under Red/Amber/Green and Unknown which doesn’t read right to me?  This colour code is probably missing from WPAS (unknown) due to the consultants not adding the colour code to the electronic waiting list card in the comments which will enable the Patient pathway team to add on WPAS – Sara/Mollie is this something you can take forward with the consultants please?

Month	AMBER	GREEN	RED	Unknown	Total
Jan-21	412	192	34	6	644
Feb-21	410	196	34	6	646
Mar-21	412	199	32	8	651
Apr-21	418	193	33	15	659
May-21	426	198	29	22	675

Mollie K will discuss at Audit on 20/5/21 re service provision


																																																						[Westmoreland, Amanda Mrs 22/09/21 16:19:26] Lap chole waiting list as of 20/09/21. In total there are 699 Lap Chole’s waiting (28 Red, 460 Amber, 204 Green and 7 Unknown colour codes).

Treatments – 8 patients have been treated in CEPOD so far in Sept – Information provided by Nicola Handley/Ross Robinson.

Mollie Kearns - The number without colour codes has significantly reduced and we’ve chased updates on the stragglers. 

We are in ongoing discussions around the best way to clinically prioritise these patients 


																																																						[Westmoreland, Amanda Mrs 27/06/22 12:11:34] End of month May position - 732 LAP Choles on Waiting List including 43 Red.

Currently no capacity - will clinically validate waiting list and agree most appropriate risk score matrix (currently using Red/Amber/Green, RCS prioritisation. And USC urgent and routine.

																																																						[Westmoreland, Amanda Mrs 17/08/22 15:16:39] Update from MK - No current plan to recover this position. I have started discussion with St Joes to seek support.

																																																						[Westmoreland, Amanda Mrs 20/12/22 08:57:34] Update - Remains the same. No plan. Escalated to Morriston Unit Directors and Execs. >935 on the stage 5 waiting list. Exploring outsourcing/insourcing/ regional options.  


																																																						[Westmoreland, Amanda Mrs 07/02/23 11:43:01] No update - (Linked to Risk 3002)

																																																						[Westmoreland, Amanda Mrs 26/04/23 14:58:59] Linked to Incident ID 12279

																																																						[Westmoreland, Amanda Mrs 03/05/23 11:10:25] Update Risk to 25

																																																						[Westmoreland, Amanda Mrs 04/09/23 10:48:20] 14/08 Update MK - To remain at 25. There is still a significant risk to these patients. We're now exploring the option of dedicated semi-elective lists at Singleton to promote prompt discharge with oral antibiotics and to be listed within 4-6 weeks. 





		3445				Risk of service provision due to lack of surgeons able to perform endoscopic mucosal resection (EMR) Procedures  		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		EMR patients all have dysplasia which means they will progress to cancer if left too long so it’s essentially a pre cancer operation to avoid big oesophagostomies or palliative care. 

Currently there is only one surgeon in SBU who can perform EMR making this a vulnerable single handed service. Should this surgeon be unavailable for any reason there is no service provided in Swansea Bay		7/5/23		10/5/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				3		12		Low Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate														Appointment of consultant able to perform EMR and or training for current consultants to perform EMR		0

		3059				Risk of severe harm due to lack of tertiary provision of pelvic oncology surgery		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		The Swansea Pelvic Oncology Group provides pelvic exenteration surgery to patients across Wales. The number of referrals for this specialist procedure is significantly increasing and the lack of a formal commissioned approach is impacting the service’s ability to manage demand. This poses a significant risk to patients and the future sustainability of this service. Delayed surgery through lack of sufficient staff and infrastructure resource has resulted in cancer progression to the point of inoperability, and there are staff sustainability risks to consider (retirement of sole plastic surgeon supporting the service; short term fixed term funding of Macmillan TPE CNS).		7/8/22		7/8/22		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				15		20		Significant		16		High Risk		High Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Westmoreland, Amanda Mrs 17/08/22 15:19:53] Update from MK - paper to be discussed with execs								Continued service provision within an oversubscribed setting

Displacement of activity to Singleton site where appropriate

Retire and return of plastic surgical colleague
		Correct level of income from referring health boards to properly fund the service 

Work in progress with Ian Langfield/ Nav Verghese to progress via TSOG to formal commissioning through WHSSC		0

																																																						[Westmoreland, Amanda Mrs 17/04/23 13:28:50] Update from MK (03/04) Update risk score to 20

																																																						[Westmoreland, Amanda Mrs 04/09/23 11:03:32] 14/08 MK to review. Need to consider the risk in relation to the commissioning of the service. Review and revise in the light of financial risk. Not a WHSCC funded service


		3507				Risk of staff and patient harm due to MIU being subject to acts of violence and aggression from patients/public 		New risk		Poulden, Mr Mark		Randall, Mr Kevin		There is a risk of staff within the MIU being subject to acts of violence and aggression from patients and/or members of the public. 
Much of the V&A seen at the unit is due to patients presenting to the incorrect service and becoming aggressive due to being redirected to the appropriate service. Health board communication often exacerbates this situation.
There have been an increasing number of incidents where staff have been abused, threatened, and assaulted, which challenges their safety, well-being, and health. This includes verbal abuse against the staff, including threatening, insulting, obsessive, racist or sexist language causing fear, intimidation, or serious offence.
There is no security staff on the NPTH site. 
There is no ability to lock down areas of the MIU or the unit.
There is little/ no police presence on the NPTH site. 


		8/22/23		11/1/23		Health and Safety		Violence and Aggression		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												V&A e-learning training – compliance 100% 
There is some limited/poor-quality CCTV coverage. 
Controlled access from the waiting room to the main clinical area. 
“Zero tolerance” posters are displayed & within Bright Sign (waiting room) presentation. 
		Increase signage regarding violence and aggression as a deterrent.
Introduction of the ASBO process
Request improved CCTV provision within MIU so that clear images are available to support police investigation
Health Board support is required to improve communications with the aim of minimising inappropriate attendance.
Consider increased police presence on NPTH site		0

		244		CSS Critical Care 2007		Risk of staff harm from violence and aggression (patient & visitor) - lack of bespoke training		Accepted		Wade, Ms Louise				Links to Mandatory Training 232

Risk of physical and psychological harm as a result of verbal and physical aggression  - increased risk of harm to staff as there is currently no security presence on Singleton site. Training does not reflect patients agitated during critical illness.

		10/1/07		11/1/23		Health and Safety		Violence and Aggression		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				16		12		High Risk		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Kennedy, Wendy Mrs 12/01/15 12:28:11] OLD DATIC ID 554 								Health Board Violence and Aggression policy.  Nursing standards policy on control and restraint of patients.    Staff encouraged to keep families and patients up to date regarding care. Emergency call system in place to summon help from within the department.   Security personnel available on site.   Ongoing Practical training for all staff in dealing with violence and aggression.

11.6.15 ITU, POWH sending Band 6 and Band 7 for "train the trainer" training for control and restraint in July 2015. V+A Control and restraint policy meeting currently being planned.		Staff require violence and aggression training which is currently a two day programme.  This is being reviewed to see if it can be condensed to one day to make it more achievable. Provide security assistance on site.
Cost:  programme in place and physical policy being developed.		1

																																																						[Kennedy, Wendy Mrs 12/01/15 12:28:41] OLD RECORD NO RISK ASSESSMENT WK

																																																						[Cook, Lesley Mrs 15/01/15 11:05:47] One hour V+A training is part of the mandatory training programme delivered by the H+S Team. Currently looking at developing a bespoke training session for ITU staff with the H+S Team.

																																																						[Kennedy, Wendy Mrs 26/03/15 11:54:22] POW/MH/SING

																																																						[Otter, Gemma Mrs 07/06/16 11:59:52] Trainers are in place, but not all staff have been trained.  New sedation drug allows patients to wake up and interact, which should reduce the occurrences of Violence and Aggression.

																																																						[Otter, Gemma Mrs 06/02/17 13:44:54] Met with Chris Terblanche (January) a pilot that had taken place in POWH could be rolled out in MH.  Chris was going to discuss the risk in the January ITU Governance Meeting, but deferred.

																																																						[Jones, Cheryl Mrs 15/03/18 10:39:05] Risk reviewed on 13.03.18.  Risk discussed and a further review to take place at a later date.

																																																						[Jones, Cheryl Mrs 27/06/18 11:47:30] Risk discussed on 26.06.18.  For further review in September 2018.

																																																						[Gorst, John Dr 14/12/18 09:18:29] Risk reviewed and felt appropriate CT/JG/CJ/RC
For r/v by Cm in January

																																																						[Gorst, John Dr 29/01/21 12:06:52] JG/LW/EH - V&A training (along with other training) is low due to COVID pressures and isn't bespoke to ICU. Ongoing incidents with V&A from confused patients.

																																																						[Gorst, John Dr 28/05/21 09:50:33] Ongoing threats to staff have been reported (some serious)
Ongoing IR1 of agitated patients injuring staff
V&A training position is improving but is not specific to agitated patients in context of critical care

Security on unit is being improved (doors can be locked and are locked out of hours with remote release)

Input of mental health nurse to improve knowledge and understanding of dealing with agitated patients; this is to be a permanent role and may reduce this risk

JG/LW/EH/RC

																																																						[Gorst, John Dr 02/09/21 11:14:33] Nil change

																																																						[Gorst, John Dr 17/01/22 12:53:49] JG/LW/RC Risk reviewed

No face to face resource - compliance 8%
Ongoing instances of violence aggression with staff injury (physical/psychological) and subsequent absence.

																																																						[Gorst, John Dr 05/12/22 15:25:42] JG/MC/BJ/RC - still no bespoke training, ongoing instances of violence towards staff (including physical harm) mainly revolving around mental health issues

Mental Health nurses has commenced on unit which may help influence the position

																																																						[Chohan, Rita Ms 14/04/23 12:18:54] no change.  

																																																						[Chohan, Rita Ms 12/10/23 12:45:51] no change 

		2813				Risk of staff harm from violence and aggression by relatives in isolated ICU 'quiet rooms'		Accepted		Wade, Ms Louise				'quiet rooms' are very isolated in ICU
Bad news/difficult conversations with families are often undertaken in these rooms
Increasing apprehension that families are increasingly demonstrating unacceptable behaviour which is largely verbal but concern regarding the risk of violence and being unable to call help
		9/8/21		11/1/23		Health and Safety		Violence and Aggression		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care				4		4		Low Risk		1		Low Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Gorst, John Dr 05/12/22 15:54:49] JG/MC/BJ/RC - BJ will discuss with techs re: estates visit to quote for adding emergency buzzers into main ICU alarm system.								Try and go to room with nurse/doctor to ensure not isolated		Discussed at ICU Q&S meeting 8/9/21. To investigate need/viability of an emergency buzzer system to summon help to reduce risk		0

																																																						[Chohan, Rita Ms 14/04/23 12:52:59] no change

																																																						[Chohan, Rita Ms 12/10/23 13:07:29] no change

																																																						[Chohan, Rita Ms 12/10/23 13:07:57] staff have telephones with them to mitigate risk

		2887				Risk of suboptimal care due to burns anaesthesia being provided by non-subspecialist anaethetists		Accepted		Gates, Mr Jonathan				The historic model for burns cover is not currently delivered due to inability to staff the Burns Anaesthesia & ITU rota.  The interim Health Board plan for delivery of care to South Wales burns patients includes the delivery of some of the care for the initial assessment and stabilisation of burns patients by anaesthetics consultants on the current general on-call (GOC) rota in Morriston.  

Though these consultants have the required skills and competencies to provide the immediate care, most do not have the experience of caring for burns patients.  There is therefore the risk of suboptimal care being delivered to these patients during their initial assessment and stabilisation.

		11/17/21		10/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Anaesthetics				12		12		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 29/09/22 15:14:46] Remains the same no change.								Checklist / proforma provided by existing Burns anaesthesia team to guide GOC anaesthetists.		Once the health board confirms the whole model of care for burns patients, the anaesthetics department will endeavour to provide a dedicated Burns anaesthesia rota of 8 consultants.  Not all these consultants will initially have formal Burns training, so it will reduce, but not remove the risk.The reinstatement of a dedicated rota would decrease the risk to 6.  To remove the risk entirely will require the permanent appointment / job planning of sufficient consultants to fill the 8 person burns rota. 		0

																																																						[Chohan, Rita Ms 03/03/23 12:09:32] Remains the same no change

																																																						[Chohan, Rita Ms 23/06/23 16:50:57] The risk remains the same/ no change 

																																																						[Chohan, Rita Ms 23/08/23 09:36:51] No change 

		2766				Risk of substandard care to patients and increased length of stay due to surge capacity opening (10 beds on Dyfed)		Accepted		Mitchell,  Emma		Hughes, Mrs Fiona		10 beds on Dyfed Ward was opened as surge capacity at Morriston Hospital.  
There is a risk of harm to patients admitted to this area, ie, substandard care and an increased length of stay due to: 

1 - Staffing - no substantive staff.  Reliant on wards to support from within Burns and Plastics and wider hospital plus agency staff. This creates additional staffing risks for wider hospital. 

2 - Risk that area will remain open due to increasing bed pressures on site.

3 - Patient care and length of stay issues as no continuity in substantive staff, no substantive therapies cover

4 - Risk of inappropriate admission to the area at times of extreme site bed pressures. 
		6/28/21		6/30/23		Workforce & OD		Supervision/Competency		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine		Dyfed Ward(Morriston)		12		9		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Owen, Tracy  17/03/22 08:43:54] Dyfed now planned to be a green to go ward and remain with surgery.								Staff being supported from other area in hospital and from B&P.  TNR requested. 

At site staffing meeting, skills of nurses reviewed to ensure optimised skill mix available in surge areas.

To discuss with Medicine and Surgery options to move substantive staff to cover.  Pharmacist cover in place, reviewing medications supply, small stock of CDs now in place.  Glucometer sourced, commode sourced.  

Band 7 from Tempest covering management of Dyfed on a temporary basis

		Staffing template for the 10 beds has been agreed by Unit Nurse Director as a 2+1 to e reviewed daily by Band 7 who is covering Dyfed and TAU.  Any concerns re staffing to be escalated to Matron.  

Daily review by Band 7 of appropriateness of patients bedded on Dyfed, concerns to be escalated to Matron and Divisional HON.  Patients are not to be admitted to the are who require therapy input (admission criteria reviewed and re-circulated 18/6/21).  Patient Flow Co-ordinator supporting discharge and board round.  Skill of staff allocated to the area reviewed at site staffing meeting to ensure optimised skills across Morriston site.  Divisional HON to discussed with ISSG / Medicine re longer term nursing skill swaps.  HK working in area to support, receptionist from Tempest has been temporarily redeployed
		0

																																																						[Mathias, Louise Mrs 09/06/22 09:40:37] Met with Brett Denning, Tracy Owen, Louise Jenvey, Rhiannon Jones.  Advised risk to be moved to medicine.

																																																						[Taylor, Amy Mrs 21/07/22 07:32:44] Discussed and accepted in Med Board 24 June 2022 

																																																						[Taylor, Amy Mrs 17/08/22 16:22:53] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.

																																																						[Taylor, Amy Mrs 26/10/22 09:30:56] Discussed with EM.
Seconded band 7 on the ward, allocated Matron continue as a green to go ward to reduce clinical risk. Ongoing service group level discussions around the peads burns pathway. Ongoing requirement of temporary workforce as no substantive. No patient harm or incidents raised. 

																																																						[Taylor, Amy Mrs 22/11/22 17:13:39] Discussed in Medicine Risk Register Review meeting 18/11/2022.
As part of AMSR becoming a medical bed base. Due to transition period plan is to close from 05/12/2022 - 23/01/2023.

																																																						[Taylor, Amy Mrs 10/05/23 15:04:39] Discussed in RR meeting 10/05/2023. No change EM will further review.

		3042				Risk of timely patient assessments and pain management due to lack of weekend cover from Acute Pain CNS (morr)		Accepted		Collins,  Lee				Current pain team CNS cover is limited to 4 hours on a Saturday, this leads to frequent additional hours being worked by the nurse who covers the Saturday morning shift.
There is also no provision for Sunday cover which leads to no acute pain CNS reviews on a Sunday and Nursing staff on the wards need to call the on call anaesthetist, which can lead to long delays in obtaining appropriate patient reviews or advice.
By having no pain team CNS cover on Sunday almost 400 patients a year are not being reviewed. With an additional 2 hours on a Saturday Clinical nurse specialist will not be accruing TOIL which need to be paid back during the week which leads to less hours to staff the weekdays.
If the Acute Pain CNS was to end the Saturday shift at the 4 hours, and not review the remaining patients on the daily list, there is the potential for delaying care and treatment decisions for approximately 150 patients a year. 

		6/7/22		1/31/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Acute Pain				12		12		Significant		12		Significant		Significant		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												During a period of staff shortages due to a vacant post, a trial of working an additional 2 hours on a Saturday has led to no additional hours being worked by nurses on the Saturday and no need to pay hours back during the week.
Ward nurses are asked to call the on call anaesthetist for advice or reviews which can lead to long delays in care.
				0

		3112				Risk of trip, fire and infection control due to lack of storage on ward areas		Accepted		Mitchell,  Emma		Hughes, Mrs Fiona		With the increase of equipment that is required on ward areas, i.e. OBS machines, manual handling equipment, WNCR/Hepma carts, weighing chairs there is limited space for storage. Therefore, equipment is being stored in bathrooms and on occasions equipment has been found in front of fire exits. The following areas are currently using bathrooms for storage
•	Ward F
•	Ward G
•	Ward R
This has a detrimental effect on the amount of bathroom and washing facilities for the patients and reduces the ability to have single sex toilets. 
		9/15/22		6/30/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		General Medicine				20		15		High Risk		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 18/11/22 14:34:43] Discussed and agreed at Medicine Board								Staff are reminded where possible not to place equipment in front of fire doors. Where areas are using the bathrooms for storage, there is a weekly rota in place documenting the running of taps, showers and flushing of toilets.  
		Reviewing all equipment about what is required, possibility options of wards sharing when less frequently used equipment. 		0

																																																						[Taylor, Amy Mrs 10/05/23 15:04:02] Discussed in RR meeting 10/05/2023, Risk reduced to 15.

		1559		BJC 2nd MRI Scanner		Risk of unmet demand  and reduced patient care due to  loss of MRI Scanning Capacity at Morriston		Accepted		Simmonds, ms Alexandra				 MRI is a key acute diagnostic test, and loss of the Morriston single scanner impacts on patient flow and care. This is of particular significance for those under GA equally there has been an increase in the downtime of the morriston scanner over the last six months.  		5/24/18		6/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology		Radiology		12		16		Significant		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Simmonds, Alexandra ms 30/11/18 10:31:00] REVIEWED AND UPDATED TO REFLECT NEW RSM DETAILS

AJS & GC TO DISCUSS AT NEXT 1:1 - BUSINESS CASE IN SCOPING STAGE CURRENTLY								There is a preventative maintenance contract in place which guarantees 98% uptime.  If uptime is below this there is a financial penalty only.
In cases of extended breakdown (over 5 hours) sick I/Ps will need to be transferred to Singleton for scanning with associated risks of transfer and delay in diagnostics.
Loss of scanning will see breaches in terms of WG Access Targets ad USC performance				0

																																																						[Simmonds, Alexandra ms 07/05/19 09:54:35] MRI superintendent to review what the expected uptime is from the maintenance cover and review if this has been acheived over the last 12 months. new contract to be made available for review so we know what the commitment is from the OEM and can provide info to procurement for contract management of downtime etc.

																																																						[Chohan, Rita Ms 11/02/20 12:09:32] Risk reviewed by RC/JT/VL

																																																						[Chohan, Rita Ms 24/05/21 13:09:49] discuss with TH and CM to review risk rating.

																																																						[Chohan, Rita Ms 28/09/21 16:24:34] Risk reviewed and raised due to increase in downtime.  

																																																						[Chohan, Rita Ms 01/02/22 14:45:44] replacement scanner ordered 

																																																						[Chohan, Rita Ms 13/01/23 13:22:29] replacement scanner will rectify issue.  

		2881				Risk of using endoscopes for purposes not intended by the manufacturer (off-label use).		Accepted		John-Cox, mrs Sandra		Hughes, Mrs Fiona		There are occasions when endoscopes are used for purposes not intended by the manufacturer (off- label use). This occurs when a gastroscope is requested to be used for a colonoscopy procedure due to patient's anatomy requiring a smaller diameter endoscope. This off- label use may have safety implications. It may also count as manufacture of a new device under the UK MDR 2002. This will result in liability being transferred to the organisation making the modification, if the device is implicated in an adverse incident.
		11/12/21		9/1/22		Compliance with legislation and Statutory/regulatory inspections		Medicines & Healthcare products Regulatory Agency		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Gastroenterology		Endoscopy Unit		15		15		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Taylor, Amy Mrs 13/06/23 14:37:19] SCJ/AT review. to stay the same. 		Jenkins,  Lesley						Local procedure in place which is in line with MHRA recommendations. This ensures the following takes place-
* Risk assessment carried out and documented
* Patient to be informed and consent to the endoscope being used should be obtained
		Consultant staff are trained in the use of both gastroscopes and colonoscopes and both endoscopes have the same working channels etc.
		0

																																																						[Taylor, Amy Mrs 22/06/23 14:38:34] discussed and accepted in medicine board 22/06/2023.

		2812				Risk to Accreditation due to non conformance of regulatory requirements - max fax instruments		Accepted		Bissmire, MS Lori		Humphreys,  Tersa		Currently processing max fax custom devices outside of accreditation scope.  We are processing outside of IFUs from the manufactures.		9/8/21		10/1/23		Compliance with legislation and Statutory/regulatory inspections		Legislation (inc Human Tissue Act)		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				20		12		High Risk		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 04/10/21 12:21:22] Risk reviewed by CM and TH and accepted 								Contacted each of the manufacturers, confirmed outside of recommendations we have met with decontamination lead, benchmarking with other health boards in wales.  		SMTL for assurance in line with the new MDR regulatory requirement.		0

																																																						[Bissmire, Lori MS 27/10/21 14:30:21] Monthly meetings with Max Facs ongoing
HSDU to gather material information from Titanium Plates previously processed within Ortho/Trauma kits Synthes & Stryker
Max Facs to collate Technical info and create a file on all materials and devices required to be processed through HSDU
Max Facs as manufacturer to provide HSDU with compatibility confirmation for all devices

																																																						[Bissmire, Lori MS 17/01/22 09:07:22] SMTL advice sought advised Max Facs to produce detailed Technical files as the manufacturer that will be a base line in order to provide HSDU with clear IFU's for the Custom Devices being manufactured.
Last meeting held on 24.11.21 with Max Facs 
HSDU have been unable to gather component information for titanium implants from relevant companies.
Max Facs no further forward with producing the Technical Files that will support them in providing HSDU with clear IFU's for Custom Devices.
Next meeting to be held in February, a deadline to be agreed for the IFU's to be received from Max Facs.

																																																						[Chohan, Rita Ms 11/05/22 10:07:16] still awaiting documentation for historical devices 

																																																						[Chohan, Rita Ms 18/10/22 10:07:15] process compliance for all the custom devices made in max fax lab - buy in and modify items still outstanding 

																																																						[Chohan, Rita Ms 07/03/23 15:36:02] still not able to cover manipulated devices 

																																																						[Chohan, Rita Ms 21/08/23 10:23:01] Same position, the plates are manufactured outside the lab - will not give the IFU's for these items 

		3551				Risk to continuity of care, due to backlog of fracture clinic letter typing		New risk		Le Brocq, Mrs Charlotte		Davies,  Rhodri		Failed recruitment to typist vacancy in Fracture typing pool – re-advertising again, unable to appoint due to skill set of applicants.		10/2/23		11/2/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				15		15		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												Offered overtime to existing staff.		Prioritising fracture clinic typing.		0

		3539				Risk to delivery of Endoscopy services due deocontamination equipment requiring replacement 		New risk		John-Cox, mrs Sandra		Hughes, Mrs Fiona		Following equipment requires replacing 
3 Getinge ED – Flow Life expectancy 10 years or 25000 cycles commissioned in 2014 
Cantle Storage Cabinets x3 ECS-661,662,728 Advised life expectancy10 years commissioned 2014 
Aperlan Storage Cabinet commissioned 2014 life expectancy 5 years
		9/21/23		10/31/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 						15		15		Significant		5		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												All Equipment under service Contracts 
Engineer’s called as soon as any issue arises 
Maintenance of all equipment 
				0

		2076		OMFS Surgical Saws (Power Tools)		Risk to Head & Neck cancer patients due to unavailability of surgical drill saw which require replacement		Accepted		Douglas, Miss Cherri		Kearns, Miss Mollie		There is a risk to the ability to provide OMFS surgery due to the need to replace the Synthes drills and saw equipment. Currently the surgeons are struggling to undertake more than one procedure on a list due to the condition of the equipment. There is a risk of patient harm if the equipment fails mid-procedure. 		9/24/19		7/9/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Maxillofacial				15		25		Significant		3		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Anthony, Nicola Miss 07/11/19 11:48:04] Agreed that risk should be accepted								Drill currently on loan (since Aug 2019)however now needs to be purchased.  
Loan period has finished				0

																																																						[Anthony, Nicola Miss 03/12/19 15:59:41] Currently have loan drill past 8 weeks. Patients starting to be treated who are waiting for zygomatic implants.  On MEP bids list - agreed to maintain score at 15.  Karen Evans asked how many patients waiting.  
Loan drill - unsure how long the loan is for (Southern) who are providing the alternative drill than Noble Biocare.  Cost of purchasing drill is 6-7k

Consider securing through lease in the short term.  CLB to discuss with company.  

																																																						[Anthony, Nicola Miss 20/03/20 10:26:26] drill has been ordered from year end capital but not received as yet.

																																																						[Le Brocq, Charlotte Mrs 22/12/20 11:19:04] Drill received in use in Morriston Theatres

																																																						[Douglas, Cherri Miss 23/05/23 15:27:14] Notified tha the existing saw and motor unit is obsolete. Most recent loan has come to an end. 
Absence of this kit means that H&N cancer patients cannot be operated on. 

																																																						[Westmoreland, Amanda Mrs 27/09/23 12:52:34] Linked to Incident 27838

		3056				Risk to Health Board recovery/expansion plans due to Inadequate Pre Assessment Nursing levels		Accepted		Collins,  Lee				8.61wte funded RN in post. 

Current situation August 2022: 3.00wte on LTS and 0.93wte on maternity leave
Leaving 4.68wte in work

Band 6 retirement 
Band 5 retirement 
Band 7 LTS –Then September Maternity leave
Band 5 LTS
Band 5 Maternity

Leaving 3.68wte in post for this month. 
		6/30/22		5/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Pre-Assessment				20		20		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												We are trying to maintain appropriate levels of cover with overtime and agency but with little uptake. 

				0

		2924				Risk to local Oesophageal (OG) patients due to lack of provision for non resection OG patients		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		No substantive surgeon to provide OG cancer service within Swansea Bay University Health Board. One weekly clinic supported by a surgeon from Cardiff and Vale. No formal Swansea Bay MDT representative. No provision for non-resection OG patients.		1/10/22		4/10/22		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				25		25		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Westmoreland, Amanda Mrs 27/06/22 12:07:12] Escalated to Exec Team for support with agreement on future model and sustainability of interim model - Meeting 08/07 with Cardiff and Vale.								Weekly clinic and admin supported by C&V consultant surgeon. UGI consultants managing care of patients admitted through the emergency stream. 		Appointment of substantive OG CNS and agreed consultant cover for MDT and management of non-resection OG patients in Swansea Bay

Update 03/05/22 - OG CNS appointed 26/04 – ongoing discussions to agree sustainable model for OG cancer in SBUHB		0

																																																						[Westmoreland, Amanda Mrs 17/08/22 15:15:03] Update from MK - Clinical meeting with medical directors from both HBs held 15/08. Clinical and managerial leads meeting scheduled 19/08 to discuss plan going forward

																																																						[Westmoreland, Amanda Mrs 22/12/22 11:11:53] MK - Upgrade to 25

																																																						[Westmoreland, Amanda Mrs 04/09/23 10:51:06] 14/08 update from MK - To remain as 25. Patients are actively coming to harm on this pathway. The mitigation isn't fit for purpose.


		3053				Risk to pat care due to failure to develop robust integrated systems in PAC service to keep track of requested investigations 		Accepted		Collins,  Lee				Lack of robust IT systems causing concern by PAC service users and their ability to keep track of investigations/specialist referrals pending and ensuring that these are chased and actioned appropriately.		6/22/22		1/31/23		Information Governanace and Communication		Records Keeping		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS						15		15		Significant		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Currently, the anaesthetic secretary keeps these on an excel spreadsheet and chases the relevant department when the appointment date has passed.  

This concern now has to be raised as a formal risk until we have a joined up IT system that “pushes” results when available it will fall to an individual/individuals to trawl through and repeatedly check systems for results.  

The types of investigations include echocardiograms/exercise tests/pulmonary function tests/radiology (eg CXR/CT) and then any referral to specialists for review.

				0

		948		SL/AE/190/2016		Risk to patient and staff due failure in decontamination processes  of Medical Devices within the Emergency Department 		Accepted		Mitchell,  Emma		Davies, Mrs. Rebecca		Avoidable patient and staff harm as a result of a failure to adequately decontaminate medical devices		8/11/16		12/31/22		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				4		4		Low Risk		4		Low Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  11/08/16 15:19:11] correspondence with infection control regarding using appropriate cleaning agents and process.(Risk reviewed on 12/8/16 by Head of Nursing MDU.Risk Accepted)  								Information regarding procedures for cleaning equipment require to be at hand  in the department for reference. Clinicians using equipment may need to be reminded to clean equipment after use.				0

																																																						[Siddell, Sarah Mrs 17/09/18 17:33:08] Reviewed by Sarah 17.09.18

																																																						[Siddell, Sarah Mrs 07/02/19 11:53:41] Reviewed on 7th Feb by Cheryl & Sarah

																																																						[Siddell, Sarah Mrs 10/02/20 13:42:47] Reviewed by Sarah & Rita 10.02.2020

																																																						[Chohan, Rita Ms 19/02/21 08:13:19] REVIEWED BY SUZANNE AND SHIRLEY AND REWORDED

																																																						[Chohan, Rita Ms 11/10/22 11:40:11] no change

		3554				Risk to patient safety due to delay in identifying patients impacted by a medical device recall		New risk		Mccarthy,  Peter		Petty, Ms Michelle		ALAS provides a life time service to amputees within SBUHB.  ALAS prescribes medical devices (artifical limbs, components and accessories) to its patients and provides on-going support and review.

ALAS utilises a commerically supplied database, BEST, that is supported from an informatics perspective via members of ALAS at Cardiff and Vale University Health Board (through funding provided by WHSSC to Cardiff ALAS for this service).  

There is a risk (and materialised issue) that ALAS SBUHB is unable to extract pertinent information from BEST without support from CVUHB.  This has the potential to compromise patient safety through delay in accessing key information i.e. in the scenario that patients utilising particular medical devices / components need to be identified and re-assessed to replace their limbs and / or component devices (and as experienced in 2023).

The impact of this could be patient harm, of varying severity, depending on the reason for the device recall.		10/11/23		10/11/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Artificial Limb Appliance Centre				5		12		Moderate Risk		8		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												•	ALAS has an ISO 13485 (medical device manufacturing quality standard) which provides assurance of ALAS’s in house manufacturing of medical devices
•	ALAS sources component materials from commercial suppliers with appropriate quality management systems in place.  This subsequently reduces the risk consequence.
		Raise BEST reporting requirements with C&V  and / or WHSSC		0

		3198				Risk to patient safety due to missed Parkinsons Medication		Accepted		West, Mr David		Hughes, Mrs Fiona		Patients with Parkinson’s Disease often miss out on their vital medication while staying in hospital for reasons unrelated to Parkinson’s. This happens because someone with Parkinson’s will often be treated on a general medical ward – rather than a specialist neurological ward – for ill health unrelated to their condition. This makes missed medication more likely as staff on these wards do not have an in-depth knowledge of Parkinson’s.		11/11/22		6/30/23		Patient Safety		Medicines Management		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				16		16		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 18/11/22 14:35:41] Discussed and agreed at Medicine Board								Information available for staff on intranet page on the key contacts of the Parkinsons teams for any queries in regard to in-patients.		Missed Parkinsons medication not only has huge adverse effects on people’s health – keeping them in hospital longer – it also costs the NHS extra money. This is because a person who could already have been discharged needs to be looked after longer. 
 
An audit of patients suffering from Parkinsons disease was conducted from 01/11/2021 - 31/01/2022 at Singleton Hospital. Out of a total 3091 doses, only 3% (n=79) of these medications were delivered exactly on time, and 33% (n=1023) of doses were given within 30 minutes of the prescribed administration time. Disappointingly, 35% (n=1091) of doses were given more than 31 minutes late, and 27% (n=828) of medication were given early. A total of 70 doses were missed, with the most common reasons being patient refused (n=20), medicine unavailable (n=10), or ‘other’ (n=26).  
		0

																																																						[Taylor, Amy Mrs 22/03/23 15:17:30] DW and NB reviewed 22/03/2023. No change. 

																																																						[Taylor, Amy Mrs 10/05/23 15:26:02] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Chohan, Rita Ms 21/09/23 12:35:35] service improvement piece of work around diabetes and Parkinson 

		2970				Risk to patient safety in Theatres due to poor compliance with LocSSIP and WHO Checklist Completion Rates 		Accepted		Gates, Mr Jonathan				A recent service improvement completed in Singleton theatres highlighted a significant increase in the completion of WHO Checklists.  This is a mandatory commitment to ensure safe pathways for patients.
An observational audit of emergency theatres in Morriston identified practice that fell below the safety standards expected. 
The audit highlighted the following risks:
•	How to encourage, promote and embed good practice in WHO checklists in all theatre settings?
•	How to feedback audit results to surgeons, anaesthetists and theatre staff?
The Helthboard COEG committee also recently received a report from theatres highlighting the need to focus on LocSSIP safety standards in theatres and how these need to be implemented into the sequential process of managing a patient’s pathway through theatres. 
		2/17/22		9/1/23		Governance and Assurance		Communication		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				12		8		Significant		4		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 22/11/22 11:33:26] Following recent NE and x2 SI, the MD, has requested stakeholder support to review all safety standards in theatres as a priority.  PK PF have been tasked with establishing a small workforce group with immediate effect. 								Escalated concerns via:
•	TOMS on line WHO audit completion.  Rolling calendar invite to Theatres and Anaesthetic governance meeting to report on monthly audit compliance
•	Reporting to CSS Board and MDU Quality and safety
				0

																																																						[Chohan, Rita Ms 04/04/23 16:40:51] Audits AMAT to be reported monthly via notice boards emails to CDCL's and reported to Theatre and Anaes CG and CSS directorate board 

		2785				Risk to patient safety, experience due to inadequate template for MIU Service at NPTH		Accepted		Randall, Mr Kevin		Hoskins , Ms Shirley		The activity at the Minor injury Unit has significantly increase beyond the capacity for which the unit was designed. We have many days with >150 patients attending in the 15.5 hours the service is available. there has been a peak of >180 patients attending in one day. The rate of activity increase has been greater than that seen at neighbouring EDs. We now manage a similar number of patients compared to other level two EDs in Wales. 
The fact that the unit is too small for its activity creates risk to patient safety, patient experience and performance. 
The waiting room has only 28 seats and is cramped. There has been informal feedback from service users regarding the lack of privacy /confidentiality on registration. Patients now regularly queue outside of the building for registration and often sit on the pavement outside to wait to be seen. The waiting area has two glass walls which causes significant heat problems in winter and summer. There is no air conditioning. The double entrance doors are too close together which means gusts of wind blow through the waiting area causing loss of heat (reported to estates on many occasions). There are inadequate toilet facilities for the number of patients and we do not have the ability to stream children separately (as advised in national standards). 
There are inadequate number of triage rooms, this creates delays to the triage process and risk to patients. 
There are inadequate number of clinical rooms and this also creates delays with clinicians having to wait for rooms to become available to see patients at busy times. This again leads to risk and poor patient experience. 
The sub waiting area is inadequately sized and often becomes crowed. 
There is only one internal patient toilet.
Failure to address this risk will lead to a greater number of patients having a poor experience and a greater number of patients attending ED MH. The is a risk to patient whilst waiting in vehicles and outside of the building, whilst they are not observed. there is also an associated risk of worsening 4hr performance. 
There is inadequate office provision for non-patient facing / administrative activity. 
The WG and the health board are planning an initiative to reduce attendance at ED by transferring more workload to MIU. This risk needs urgent attention to allow for this to effectively occur. 

		7/20/21		6/1/22		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Minor Injury Unit - NPTH		20		15		High Risk		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Jones, Susan Mrs 12/10/21 09:41:54] 12/10/21 - risk reviewed and accepted. Current risk score amended to reflect the additional staff and the use of appointments. Risks remain until an appointment only system is operational. In addition, some additional waiting space is being sourced. 		Hughes, Mrs Fiona						We have implemented a system of a virtual waiting area where patients wait in their cars to see a clinician following triage assessment if being deemed safe to do so. This system creates further delays due to the need to telephone patients and the transfer time back in to the unit. It is not currently an effective control measure.  

We have a bid currently being considered by WG for additional funding for staffing to maximise efficiency. This additional staffing will not be as effective as it could be if we do not have adequate clinical space to function. 

We have rewritten a section of the Operational Policy to deal with the situation where the unit is over capacity, but this will result in greater ED attendance and patients returning to the unit the next day (compounding the issue).
				0

																																																						[Randall, Kevin Mr 15/02/22 10:45:26] situation unchanged. Number of appointments made by 111 is reducing and therefore not having the desired effect. Public launch of 111 service will bring additional activity and therefore increase risk.  
No additional space has been identified. 
Activity remains high. 

																																																						[Randall, Kevin Mr 29/06/22 11:37:32] over 4500 patient in May 2022. On one day 230 patient attended. The template is significantly inadequate for this level of activity and is creating delays, impacting on patient experience and negativity affecting performance. 

		3040				Risk to patient timely pain and pain management due to insufficient Acute Pain CNS team weekend cover (Sing)		Accepted		Collins,  Lee				Current pain team CNS cover is limited to 4 hours on a Saturday, this leads to frequent additional hours being worked by the nurse who covers the Saturday morning shift.
There is also no provision for Sunday cover which leads to no acute pain CNS reviews on a Sunday and Nursing staff on the wards need to call the on call anaesthetist, which can lead to long delays in obtaining appropriate patient reviews or advice.
By having no pain team CNS cover on Sunday almost 400 patients a year are not being reviewed. With an additional 2 hours on a Saturday Clinical nurse specialist will not be accruing TOIL which need to be paid back during the week which leads to less hours to staff the weekdays.
If the Acute Pain CNS was to end the Saturday shift at the 4 hours, and not review the remaining patients on the daily list, there is the potential for delaying care and treatment decisions for approximately 150 patients a year. 
Additional 2 hours is needed for a Saturday and 6 hours for Sunday.		6/1/22		1/31/23		Patient Safety		Medicines Management		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Acute Pain				12		12		Significant		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Edmunds, Lynne Mrs 19/07/22 11:37:18] ID 6040 - DatixCymru incident - no Acute Pain cover at Singleton Ward 2								During a period of staff shortages due to a vacant post, a trial of working an additional 2 hours on a Saturday has led to no additional hours being worked by nurses on the Saturday and no need to pay hours back during the week.
Ward nurses are asked to call the on call anaesthetist for advice or reviews which can lead to long delays in care.
		Business case for funding for additional 2 hours on a Saturday and 6 hours on a Sunday to allow the CNS nurses to review patients in a timely manner. 		0

		3381				Risk to patients due to lack of nutrition and dietetic provision in the pancreatic service, including pancreatic cancer 		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		There is a risk of not being able to provide a safe level of N&D service for pancreatic patients, including pancreatic cancers, as per NICE Guideline NG85 & WCN HPB service spec, and prolonged waiting times due to the increase in pancreatic surgery volumes and no associated uplift in dietetic provision. The consequences of this are a risk of patient not receiving the level or timeliness of care required leading to increased length of stay,  malnutrition, exacerbation of symptoms, lack of symptom control and poor nutritional status. Without adequate dietetic input, there is increased risk of deconditioning occurring which can impact on qualification for, and outcomes relating to, adjuvant treatments. There is also a risk of reputational damage as the service provided is not meeting clinical guidelines and service standards		5/24/23		8/24/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				4		12		Low Risk		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												Clinical prioritisation of caseload
Core service picking up pancreatitis patients
National lack of Dietetic workforce escalated to DoThs and HEIW
Waiting list monitoring
		Seek support for business case for increasing workforce for pancreatic surgery dietetic service.		0

		3011				Risk to patients having surgery due to lack of robust computer systems to flag CJD patients 		Accepted		Gates, Mr Jonathan				Theater departments currently have no way of checking patients' CJD risk when they get to theatre as the flags on clinical portal are not transferred onto theatre systems.
If the patients' risk has not been checked pre-surgery, this information wont be added to the booking form.
There are no checks to rule out CJD risk when the patient arrives in theatre.

		4/22/22		11/1/23		Patient Safety		Infection Control		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				20		20		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Gates, Jonathan Mr 22/02/23 14:17:14] Digital colleagues are now part of this MDT task and finish group, with monthly team meetings scheduled.								Elective patients have the appropriate checks carried out by the Pre-Assessment team.


IFC have asked the digital team to keep certain flags on signal, so when patients are re-admitted the ward will see Infection control  CJD, CDiff & CPO 		JG part of task and finish group as organised by Richard Evans and chaired by Dougie Russell.		0

																																																						[Chohan, Rita Ms 15/09/23 14:10:40] No change 

		3546				Risk to providing patients timely dialysis treatment due to lack of 2 man crew transport for twilight shifts		New risk		Siddell, Mrs Sarah		Hughes, Mrs Fiona		Lack of transportation via WAST/HATS for patients on twlight dialysis who require 2-man transportation. Each time that a patient on twilight requires 2 man transportation there is significant pressure to move the patient to am or pm due to a lack of space within the Units.  We are therefore pushing our sick inpatients into the twilight slots to accommodate these who cannot travel in the evenings from home which is a significant risk.  There is no registrar on call in the evenings, there is limited staff on site and we are pushing the acute inpatients into the evenings.  Patients with covid also require a 2 man crew (an All Wales edict for WAST).		9/29/23		10/25/23		Environment, Estates and Infrastructure		Transport		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												Staff reviewing patients and having to move inpatient dialysis patients for later sessions to accommodate those who need two man crews. 		There have been two reported Datix incidents in relation to this. 		0

		3034				Risk to providing sufficient therapy within plastics due to a deficit in Physiotherapy Staffing in Plastic Surgery		Accepted		Williams, Mrs Sara		Owen,  Tracy		Both a recent and gradual increase in Plastic Surgery activity has not been matched with an increase in physiotherapy resource. In summary, extra hand surgeons, the development of the Major Trauma Centre, the expansion of the sarcoma service away from Cardiff to single centre at Morriston with the appointment of a second consultant and the steady rise in highly specialist  plexus and peripheral nerve surgery over the last two years .In the mix is also the vast quantity of catch up elective surgery for conditions such as breast reconstruction and secondary hand surgery post pandemic requiring specialist physiotherapy. In addition, the ortho plastic follow up clinic forms part of the Major Trauma Centre pathway and is a consultant led clinic typically for the post op management of lower limb open fractures with plastic surgical reconstruction. The funding for these weekly sessions ceased in March 2022
The subsequent risks as a result of this dilution of clinical skills :
•	Insufficient capacity for elective follow up
•	Inability to implement efficiencies such as preabilitation and virtual follow ups 
•	Not meeting the national standards for sarcoma or that of the single cancer pathway and not complying with the major trauma agreed network pathway
•	Poor outcomes increasing the need for secondary surgery
•	Inappropriate use of Consultant time referring patients for physiotherapy and giving advice
•	Lack of succession planning
•	Disruption to other physiotherapy services attempting to cover the work
		5/24/22		10/23/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				9		20		Significant		2		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate		7/1/22		[Owen, Tracy  20/07/22 09:18:14] Proforma submitted to WHSSC to request the uplift.								•Prioritisation of patients occupying beds
•Virtual appointments 
•Help from the Burns team
•Consultants making the physiotherapy referrals to out of area patients
•Written patient information
		We would require:

Uplift of current staffing from
0.5 WTE B8a (team lead)
X2 WTE B7  (hand therapists and brachial plexus specialist)
X1 WTE B6 (All other plastic surgery work)
X1WTE B3  a/a
To:
 Convert X1 B7 to B8a for specialist plexus work and hand therapy
An extra X1 WTE B7 for sarcoma 
An extra B6 for succession planning for all of above
Convert X1 WTE B3 to B4 to work more independently 
		0

																																																						[Owen, Tracy  25/08/22 09:02:53] Proforma has been approved to go to CIAG.

Awaiting outcome.

																																																						[Owen, Tracy  21/09/22 10:43:06] No change

																																																						[Owen, Tracy  24/11/22 09:20:29] Awaiting feedback from WHSSC.

																																																						[Owen, Tracy  21/12/22 14:56:18] No change

																																																						[Owen, Tracy  13/04/23 15:32:03] No change to situation

																																																						[Owen, Tracy  09/05/23 09:10:35] WHSSC have declined to invest this year.

Continuing with current staffing.

																																																						[Owen, Tracy  26/07/23 08:33:15] CAIG bid resubmitted for 23/24.

Awaiting outcome.

Offered x1 wte band 6 secondment funded by plastics for 12 months to support the interim.

																																																						[Mathias, Louise Mrs 23/08/23 12:00:21] Reviewed with Tracy Owen, Louise Jenvey, Sara Williams, Lyn Hopkin, Suzanne Holloway.  No change.

																																																						[Mathias, Louise Mrs 27/09/23 13:50:55] Advised by TO and SW to upgraded from 15 to 20.   Unable to treat patients awaiting hand surgery.  Waiting longer than 3 years for hand surgery as unable to provide physio treatment prior.  If surgery done before physio - then further surgery is required. 

Reputational damage to HB.

Risk of not clearing targets.

		2752				Risk to service delivery and reputation due to lack of Investment into Admin support for Renal Services 		Accepted		Siddell, Mrs Sarah		Hughes, Mrs Fiona		In 2004 - 4 secretaries/ 4 consultants

In 2021 - 9 consultants/3 specialty doctors/ 2 registrars - 5.27WTE secretaries 

Investment into admin support has not kept pace with medical recruitment		6/14/21		9/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Renal 				6		12		Moderate Risk		2		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Taylor, Amy Mrs 06/10/21 13:35:07] Reviewed today by AT SS no further updates risk to remain the same								Workload recently reviewed by support managers. 

Clerk typist hours increased to support secretaries (17.5hrs) per week. 		CIAG Submission made to WHSSC for investment due to the growth of the service over the past 17 years. Admin provision has not kept pace with recrutiment. 
		0

																																																						[Taylor, Amy Mrs 01/12/21 13:52:05] Discussed in Medicine Risk Register meeting today. no change.



																																																						[Taylor, Amy Mrs 25/03/22 10:54:33] Discussed in renal risk register review with Matron, Directorate Manager and Clinical Lead 24.03.2022. CIAG Submission made to WHSSC for investment due to the growth of the service over the past 17 years. Admin provision has not kept pace with recruitment.  risk score amended to 12

																																																						[Taylor, Amy Mrs 17/08/22 16:10:40] Discussed in Medicine Risk Register review 17.08.2022. Risk still valid.
Will be further reviewed in Renal meetings.


																																																						[Taylor, Amy Mrs 22/11/22 16:56:52] Discussed in Medicine Risk Register Review meeting 18/11/2022.

																																																						[Taylor, Amy Mrs 10/05/23 16:39:32] Discussed in RR meeting 10/05/2023, no change.

		3185				Risk to service delivery due to condition and age of Mobile Image Intensifiers in Morriston Hospital		Accepted		Sparkes, Mrs  Janine				Condition and Age of Mobile Image Intensifiers in Morriston Hospital

Without this equipment all theatre procedures that need mobile imaging during the course of this procedure to ensure the correct placement of wires, complete removal of stones, etc. would not be possible. This would lead to all theatre procedures that require imaging to be cancelled.		10/27/22		7/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				20		16		High Risk		2		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 13/01/23 12:11:10] Money has been identified, for 1 new image intensifier risk remains  until bought.										Equipment being borrowed from NPTH and have sourced a loan unit.		0

																																																						[Chohan, Rita Ms 05/06/23 15:00:08] One new imagine intensifer - April 2023, we have repaired another which was damaged in theatres.

		2212				Risk to service provision due to deficit of Consultant Anaesthetic Workforce		Accepted		Collins,  Lee				Long term vacancy in the consultant anaesthetic workforce is impacting on service provision and theatre activity.  Historically these gaps were supported  by the use of additional sessions,
Funding for extra additional 13 anaesthetist to support current gaps in Morriston and the expansion of elective orthopaedic work in NPT		11/12/19		10/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Anaesthetics				16		20		High Risk		2		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 25/11/19 09:47:29] Risk accepted at CSS Board on 21st November 2019								Flexible sessions are utilised to cover gaps were possible.  Additional recruitment to the middle grade rota to support service provision.				0

																																																						[Chohan, Rita Ms 29/06/21 16:36:41] Pre covid funding deficit when trying to fill baselin theatre template current recovery plan likely to result in the department ability to recover all lists going forward.  Could be mitigated by additional sessions in short term realignment of budget to match baseline activity required to be cost neutral.


																																																						[Chohan, Rita Ms 19/10/21 14:45:05] relaxation of HMRC pension rules there is currently more willingness to fill any deficits with additional sessions for existing consultant body. However this must be balanced against the HB's recovery plan and the need to  run current theatre timetables for 50 weeks of the year.

																																																						[Chohan, Rita Ms 01/11/21 15:53:29] current anaesthetic workforce plan with the new theatre programme - 26 additional theatre session

																																																						[Chohan, Rita Ms 25/02/22 12:08:10] low confidence  that the vacant and new posts will be f filled therefore risk will be revisited in two months to ensure Rating is accurate.

																																																						[Chohan, Rita Ms 29/09/22 15:11:14] service provided due to additional hours, therefore no progress

																																																						[Chohan, Rita Ms 29/09/22 15:12:17] 2 consultant recruited however 2 retired.  Theatre workforce increasing but consultant vacancy remains the same despite recruitment drive.

																																																						[Chohan, Rita Ms 03/03/23 11:11:02] expansion plans causing further gaps 

																																																						[Chohan, Rita Ms 03/03/23 12:08:52] UK wide shortage 

																																																						[Chohan, Rita Ms 23/06/23 09:49:41] This is ongoing.

																																																						[Chohan, Rita Ms 23/08/23 09:35:31] 23 anaesthetists have been recruited over the last 2 years, still a significant shortfall in anaesthetic cover for the theatres template, so risk remains high.

		3043				Risk to Sonographers of RSI due to type of work required Morriston Ultrasound 		Accepted		Sparkes, Mrs  Janine				Due to the number of DVTs undertaken in Morriston Unit has increased significantly since AGPU has been transferred to the Unit.  A number of sonographers have identified this and increased examinations undertaken on beds as cause of worsening or new RSI.  		6/7/22		6/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				16		16		High Risk		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 13/01/23 12:53:14] linked into the business case for the support service 								Spread the DVT throughout the day rather than the morning and shared the work between all the sonographers around outpatient and inpatient work.  Staff wit with recognised RSI have been referred to Occupational Health.		VCF for chaperones is waiting to be approved and this will aide the sonographers undertaking examination.		0

		929		CSS Anaesthetics 2016		Safety risk due to the introduction of a range of non-Luer connectors following  NPSA series of alerts in 2009 and 2011		Accepted		Collins,  Lee				Risk relates to Anaesthetics and Pain. The ABMU local group advice is it sits on all affected service risk registers.  Also on under Acute NPSA alerts are produced following a review of incidents across England and Wales promoting safer ways of working to limit the risk of a re occurrence.  Non compliance with the alerts exposes the Health Board to safety risks.
Pain ID 201 
		7/26/16		10/1/23		Compliance with legislation and Statutory/regulatory inspections		Clinical Advisory Body/Royal College		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Anaesthetics				10		20		Significant		20		High Risk		High Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Otter, Gemma Mrs 02/09/16 13:02:02] KG is working through the risk to develop a risk assessment which will sit alongside the risk register entry, which will be shared. 

Risk assessments were sent to Nigel Hill (previously provided by the Welsh Neuraxial Group for the conversion of current kit to the new kit).  See documents								Exception reports produced for the RMRG on a bi monthly basis and reported to the Q&S Committee on a quarterly basis.  All Wales Group for leads to share practice in compliance with the alerts.
Action Plans for each notice monitored on an exception basis at each RMRG and T&F Groups set up to oversee implementation of the actions for specific alerts.		H&S Regulations are in place for equipment.

Risk grading probably will occur x Repeated failures to meet internal quality standards		0

																																																						[Otter, Gemma Mrs 31/10/16 14:06:50] Gordon Staple is now chair of the Welsh Neuroaxial Group, however as position of Chair Anaesthetics, this issue would need to be represented separately from Gordon who would be co-ordinating.
KG has asked Aidan Byrne to represent and is awaiting confirmation.

																																																						[Jones, Cheryl Mrs 11/04/18 09:24:49] Await National Guidelines from WG.

																																																						[Jones, Cheryl Mrs 29/11/18 13:22:45] Reviewed 29.11.18

																																																						[Chohan, Rita Ms 29/06/21 16:21:42] No further updates, Dr Staple recently requested an update from Richard Evans (April 2021) no further communication received. 

																																																						[Chohan, Rita Ms 19/10/21 16:18:49] update in documents - Local NCRG has been set up, Dr Staple is chair, Paul Lee, Medical Device Trainer, Angharad Higgins Corporate support.  Timeline for procurement an implementation steps being undertaken. 

																																																						[Chohan, Rita Ms 29/09/22 15:22:15] Roll out programme of connectors to be undertaken - Richard Evans advertised post for Clinical Lead to head the rollout project in HB

																																																						[Chohan, Rita Ms 03/03/23 12:11:55] No further update

																																																						[Chohan, Rita Ms 03/03/23 12:18:11] No further update

		3463				Shortage of Aperlan A&B disenfectant, risk to service ability to appropriately clean certain scopes 		Accepted		Gates, Mr Jonathan				Aperlan A & B notified of Quality risk by Getinge – All Wales meetings being held weekly to review and monitor HB’s stock levels, currently HSDU and Endoscopy have stock to last until end of Aug after which it will become critical		7/24/23		10/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				12		12		Significant		12		Significant		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 21/08/23 11:09:58] Quality and Safety alert was issued - seal on the cap - found break in seal of some of the caps, recalled, quality checks.  All Wales group discussion.  Swansea Bay Health Board - ensure stock is maintained and therefore this is a low risk. 								The company is in the process of undertaking contingency plans and dispatching stock in order of priority basis. 				0

																																																						[Chohan, Rita Ms 21/08/23 11:11:52] Company has no contingency.  Therefore SBHB has visited Sancta - approached for assistance should this be needed for example scopes.

		2865				Shortage of ECG machines in  POA to meet the increased demand in line with HB surgical expansion		Accepted		Collins,  Lee				In order for SBUHB to provide an efficient and safe service we need to have additional equipment available to meet the increased demand. There are currently not enough ECG machines within POA to met the increased capacity which will likely lead to the disruption to surgical lists if we cannot provide this additional service.		11/3/21		1/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Pre-Assessment				20		20		High Risk		2		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 29/06/22 12:07:10] equipment still not received will review in August 2022 								
 An increase in workforce and clinical room availability (following the relocation of phlebotomy from POA rooms)will result in more POA clinic capacity. Additional ECG machines are needed to meet this increase in demand.				0

																																																						[Chohan, Rita Ms 22/01/23 19:44:08] BD has had funding for two ECG systems for Pre Assessment from League of friends Jan 2023 BD awaiting company contact for delivery date

		2897				shortage of major trauma team impacting on service provision 		Accepted		Holloway, Mrs Suzanne				*MAJOR TRAUMA NETWORK* service is  only funded 1.5 wte major trauma practitioner 1.5 wte rehab coordinator.  This provides a limited service to the major trauma services cannot provide 7 day coverage 		11/29/21		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)						16		16		High Risk		3		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 17/01/22 15:01:48] two vacancies major trauma practitioner and rehab coordinator								additional hours offered to the team, workforce plan for IMTP for 2022 - 2023.		Major trauma team have recruited into all vacancies, however this still does not allow 7 days working 		0

																																																						[Chohan, Rita Ms 22/06/22 09:52:31] we have recruited into both vacancies however this still does not provided seven day coverage.  

																																																						[Chohan, Rita Ms 12/09/22 14:24:18] Current gap in Major trauma clinical lead role, awaiting EOI to be circulated by service director.

																																																						[Chohan, Rita Ms 26/04/23 10:27:08] Clinical Lead post is yet to be filled this is currently being covered by Dr Kolli.  has been raised as a risk by the Trauma Network, as this post has been vacant since Aug 2022.

		1681				Shortage of Theatre Workforce Planning Trauma and Orthopaedic Scrub Staff risk to HB theatre roll out plan 		Accepted		Gates, Mr Jonathan		Gates, Mr Jonathan		A lack of orthopaedic scrub staff is affecting patient experience for both elective and unscheduled care patients.		10/4/18		9/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				9		12		Significant		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Jones, Cheryl Mrs 17/04/19 13:34:25] Following discussion with JG, risk to remain on register.  Almost at establishment.								AfPP methodology for calculating number of staff required for hands on patient care.  Reduction of activity to meet funded establishment, which will affect ability to support RTT.  Mass recruitment undertaken, temporary staff employed, gap in baseline funding remains.  Skill mix gap until staff ully trained up to 2 years.  Off duty does not cover the activity.		Recruitment drive targeting workforce gaps.  Develop robust plan to support training.  Employ temporary skilled agency staff to support pathway.  Transfer newly recruited to training opportunities in T&O on all theatre sites.  Transfer surgical  care practitioners in to scrub roles.

MSK summit 28.09.18 to up-date immediate 05/10/18.  Transfer surgical care practitioners in to scrub roles.		0

																																																						[Chohan, Rita Ms 27/02/20 14:12:07] risk  reviewed by RC/JG 27/02/2020, not at full establishment.

																																																						[Chohan, Rita Ms 06/07/21 11:10:51] still a reliance on agency staff during covid to provide a trauma service.  As the health board vision is to deliver elective orthopaedic operating at NPT the demands on this workforce will increase.

																																																						[Chohan, Rita Ms 06/07/21 13:00:09] Risk increased today from 9 to 16 due to the impact of continuing services in NPT and Morriston

																																																						[Chohan, Rita Ms 01/11/21 14:23:38] increase of unscheduled capacity and continuing services in NPT and Morriston 

																																																						[Chohan, Rita Ms 22/02/22 11:36:39] no change. increase in risk due to lack of experienced orthopaedic scrub staff. 

																																																						[Chohan, Rita Ms 22/11/22 16:55:12] Risk remains until further recruitment

																																																						[Chohan, Rita Ms 04/04/23 16:57:59] Post covid ongoing recruitment plan.  Supported with agency staff current new staff on induction and additional staff coming in through streamlining and overseas recruitment.

																																																						[Chohan, Rita Ms 15/09/23 14:23:04] still a workforce issue with orthopaedics, international staff covering gaps 

																																																						[Chohan, Rita Ms 15/09/23 14:25:04] still a workforce issue with orthopaedics, international staff covering gaps 

		3498				Significant financial risk to Health Board due to failure to expand Plasma Exchange Service  		New risk		West, Mr David		Hughes, Mrs Fiona		•Significant financial risk due to increased spend on IVIG drugs
•Additional plasma exchange required to increase the capacity combined with additional staff to enable the service to run. 
•Capital purchase of kit likely required. 		8/15/23		10/31/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology		Neuro Ambulatory		16		16		High Risk		6		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												•Paitents are being treated with IVIG drugs. 
•These drugs are extremely costly. 
•Expanded PLEX service will mitigate the costs. 
		Capital purchase of PLEX machine to be requested to mitigate cost pressues on the service. 
		0

		62		SL/AE/127/2011/		Significant risk to patients and staff from patients presenting who are violent and aggresive		Accepted		Mitchell,  Emma		Morris, ms Claire		Patients presenting in A&E Dept /CDU / other dept's/ ward areas  that are self harming or / and demonstrating violence and aggression towards staff and other patients , this also includes the risk of patients absconding from dept's. (also separate risk on absconding from other wards within register)		9/30/12		12/31/22		Health and Safety		Violence & Aggression, Lone Working		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency				20		16		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Thomas, Rosa  24/02/16 15:37:24] Continuation and enhancement of current arrangements. Monitoring report, themes and trends from incidents and complaints to LMB. Monthly reports V&A are presented to LMB and Governance BD for senior managers attention.Update for Continuation and enhancement of current arrangements.
Current actions = Monitor via incident reporting. Staff to follow appropriate policies. Monitor via complaints received. Risk reviewed on 12/8/16 by Head of Nursing MDU.)
								• Increased police presence
• V & A Training compliance 
•  Security staff and CCTV review 
• Missing person Policy. 
• Staff vigilance.
•  Early notification of missing person to their relatives /carers.
•  Zero tolerance Policy.
• Appropriate staffing levels.
• Monthly police/mental health meetings and identify where necessary strategies and information sharing 
• Risk assessments to be completed and actions in place where required 		• Increased police presence
• V & A Training compliance 
•  Security staff and CCTV review. 
• Missing person Policy. 
• Staff vigilance.
•  Early notification of missing person to their relatives /carers.
•  Zero tolerance Policy.
• Appropriate staffing levels.
• Monthly police/mental health meetings and identify where necessary strategies and information sharing 
• Risk assessments to be completed and actions in place where required 
Ligature policy - worked with Assistant Director for Health & Safety 
		1

																																																						[Siddell, Sarah Mrs 17/09/18 14:04:37] Reviewed by Sarah 17.09.2018

																																																						[Siddell, Sarah Mrs 07/02/19 11:21:48] Reviewed on 7th Feb by Cheryl & Sarah.

																																																						[Siddell, Sarah Mrs 10/02/20 12:48:29] Reviewed by Rita & Sarah 

																																																						[Chohan, Rita Ms 09/03/20 21:38:56] Reviewed by ECHO management team, decision to close Risk ID 951 as duplication of risk

																																																						[Hoskins , Shirley Ms 17/06/20 10:28:01] Reviewed by ECHO management 

																																																						[Chohan, Rita Ms 11/08/20 16:31:24] Reviewed by ECHO management team. Further incidents regarding this risk occurred this weekend and have been added .

																																																						[Doggett, Carol Mrs 21/07/21 11:57:44] Currently the ED are seeing a surge in V&A in the department.  Generally, the department rely on Site wide security and Police to respond.  
CD to liaise with Gareth Cottrell to look at opportunities to consider dedicated security within the department reflecting our neighbouring EDs in other HBs


																																																						[Chohan, Rita Ms 17/01/22 14:57:00] Additional support from SW police - full time.

		2954				Singleton Autoclave Issues Wet Loads - Risk to Service Provision/Patient Care		Accepted		Bissmire, MS Lori				W/C 17TH January it was identified that there were several Wet Loads over 3 Autoclaves, this was immediately escalated to the Estates AP(D) to investigate, Manufacturer and AE(D) also informed.
Issues are inconsistent, affecting cycles randomly throughout the day over all machines. 

Estates commenced investigations as advised by the AE(D);
Check all steam traps along the system, dirt-pockets, PRV supply and boiler operation.
Check pressure’s either side of the main PRV consistent with normal settings
Boiler No.4 isolated to identify if possible contributing factor

Isolation of boiler has not rectified issues with Wet loads, issues continue.
Shared Services attended site 31.01.2022 to carry out a Steam Dryness test, no obvious issues identified all running in accordance with regulatory requirements.
Escalated due to continued issues.
Autoclave No 3 placed out of action 01.02.2022

Rejected Wet Trays are having to be re-processed through the system resulting in turnaround delays and increased backlogs of work.
		2/2/22		10/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Singleton Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				15		6		Significant		3		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 11/05/22 10:21:55] trial drip trays -  on 2 0f carriages currently significant loading and unloading issues. raising during KPI meeting.  								All trained Autoclave staff made fully aware of recent issues, additional checks being undertaken on Trays following release from Autoclave.
Confirm no changes have been made to the packaging/wrap technique/staff training/load patterns. 		Investigations being prioritised by Estates team, Shared Services and Manufacturer.
Additional checks in place to monitor and identify failures 		0

																																																						[Chohan, Rita Ms 18/10/22 10:20:08] improvement but still issues door ceiling system, jacket design - still awaiting clarification from sweden. 

																																																						[Chohan, Rita Ms 07/03/23 15:38:17] New rails to be bought from sweden, this improvement will be delayed whilst vacting morriston as the software will need updating.

																																																						[Chohan, Rita Ms 21/08/23 11:06:19] Reoccuring faults, poor machine performance and customer support.  Exploring alternative manufactures approached for service contract SESTS.  

		3083				Sleep service - fragility over cover and backlog of patients risk of comprimised timely access 		Accepted		Victor, Ms Samantha		Hughes, Mrs Fiona		Long term vacancy in the service has generated a significant backlog of patients waiting to be seen. 
Lack of cover in times of absence.
Delays in DVLA documentation being completed. 		7/26/22		10/31/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Respiratory Medicine				16		12		High Risk		6		Significant		Moderate Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Taylor, Amy Mrs 27/07/22 16:40:36] Discussed in Med QS meeting and accepted.								Locum starting August 2022
Physiologists taking on some of the referral grading work

				0

																																																						[Taylor, Amy Mrs 22/11/22 17:11:47] Discussed in Medicine Risk Register Review meeting 18/11/2022. Risk raised to 16. Consultant now in post but issues with RTT backlog. Lack of physiology. 

																																																						[Chohan, Rita Ms 21/09/23 12:29:42] 2nd locum consultant now in post - physiology aspect is on the day of clinic higher risk at the moment - ongoing discussions with surgical support services  

																																																						[Chohan, Rita Ms 25/09/23 13:36:28] Reduced from a 16 to a 12 

		2949				SMS Tray Wrap - Risk to provision of surgical equipment		Accepted		Bissmire, MS Lori				Historically a re-usable linen type material was used as packing for Medical devices -  Theatre trays within ABMU HB. Linen is an aged approach to Medical Device packaging and one that is seen as outdated across Wales.
HSDU Notified Body Auditors raised many concerns throughout the years in regards to the re-process validations undertaken by the manufacturer, and were not satisfied on the level of quality assurance provided, some of which did not meet regulatory guidelines.
Sterility compliance testing is carried out periodically as part of the HSDU QMS and has proved to be challenging over the years in comparison to SMS Wrap and other single use packaging products such as CFF. 
Linen wrap had an accepted level of repairs per sheet as outlined by the supplier, up to 55 patches per sheet could be observed and deemed fit for use. A meeting was held with the supplier to gain further information and give them the opportunity to satisfy concerns on the damage being identified to the individual wraps. The supplier could not offer any specific explanations or advise how and when damage was occurring within the wrap and agreed it was very difficult to identify damage within the linen wrap due to it being a fabric material and blue on blue in colour, and agreed it is possible Trays and equipment could be compromised before use without being easily identifiable. 
In 2020 a decision was made to progress fully onto SMS Wrap across the HB, to be carried out in stages working closely with individual specialities. This transition has proved challenging within some specialities e.g. Orthopaedics, Trauma, Spinal. Initially increased incidents were reported in relation to damage to tray wrap and resulted in patient being affected - both delays and cancellations, these incidents have been predominantly caused by;
Tray weights
Storage facilities
Multi stacking of Trays
Handling
Poor Container designs
These issues were not identifiable when linen wrap was in use and could not be overcome easily or managed until the introduction of the SMS wrap. We fully understood in preparation for the transition it would highlight many issues within our systems and would need a collaborative approach with Theatres in order to overcome and successfully transition. We also had the addition of the WAG Audit results to consider that had identified Storage issues and Tray weights outside H&S guidelines some up to 12kg over and above the specified guideline.
Working closely with Matrons and users we transitioned in stages at Morriston Theatres facing each challenge as we progressed and working together to overcome. Singleton Theatres transition was completed relatively smoothly with minimal disruption.
In April of 2021 we commenced processing of NPTH equipment at Singleton HSDU, previously supported by POW HSDU. This has been the most challenging mainly due to non compliant Tray bases being still in use on the vast majority of trays, insufficient storage facilities resulting in trays being multi stacked and with no onsite HSDU safe ongoing transportation of Trays had to be achieved. A planned approach was established at very early stages within the transition plans for NPTH Theatres to ensure everyone was aware of the initial  challenges ahead. We had already learned so much from the transitioning of Morriston & Singleton Theatres we felt we were well equipped to deal with the transition. 
We took the opportunity to visit another HB that was experiencing similar issues and had sourced products that had reduced the number of incidents and damage to trays, many of which have since been adopted and implemented across the HB. 
A number of initial issues and incidents occurred many of which were overcome easily others proved more challenging that required sourcing of new products etc. 
The transition had been completed in full across the HB as of May 2021, we use single use packaging for all equipment processed, some controls are still ongoing due to funding and progressing according to plan.




		1/25/22		10/1/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				16		12		High Risk		6		Significant		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Chohan, Rita Ms 11/05/22 10:10:20] Ongoing monitoring of situation, re review end of June 2022								Reduced Tray weights to 10kg and under in line with H&S guidelines
Transfer of equipment from containers to approved Din Baskets (ongoing)
Training for staff on handling and storage of Trays
Training for staff on SMS Wrap
Audit and redesign of Theatres storage facilities enabling single stack storage
Purchase of new storage systems (ongoing)
Introduction of Cement strength liners 
Introduction of protective transportation wrap

		Multi point checks being undertaken to confirm integrity of Tray Wrap;
HSDU IAP room - on packing to ensure no manufacturer damage
HSDU Autoclave release - part of QMS - to ensure packing in tact prior to approving dispatch
HSDU Dispatch point - checked and approved by senior staff prior to transfer to user.
Theatres - on delivery/receipt
Theatres - on set up and prior to use
Continued efforts to investigate each individual incident and trace back to identify how damage occurred, maintain records to allow for mapping trends or patterns.		0

																																																						[Chohan, Rita Ms 18/10/22 10:10:25] ongoing and monitoring the risk 

																																																						[Chohan, Rita Ms 07/03/23 15:39:25] ongoing

																																																						[Chohan, Rita Ms 21/08/23 10:50:23] no monitoring the tray journey from HSDU to Theatres - Quality check at theatres, on arrival, stored in theatres.  Storage shelving in theatres Morriston needs replacing.

																																																						[Chohan, Rita Ms 21/08/23 10:52:44] Investment into HSDU for storage as an overflow for theatres.  

																																																						[Chohan, Rita Ms 21/08/23 10:53:34] Training with manufacturers for theatres/HSDU across all sites staff handling and storage 

		3390				Storz gastroscope and colonoscopes out of service from Dec 2025,risk to services undertaking certain operative procedures		Accepted		Gates, Mr Jonathan				Storz gastroscope and colonoscopes are out of service agreement on 31st Dec 2025.  Access to warm fluids essential to certain operative procedures such as trans urethral procedures and for any patients requiring abdominal washout/irrigation. 
These will need to be in place  by 31st December 2025 to reduce risk of unavailability to support elective procedures and emergency OGD bleeds. Purchase of Olympus equipment would align with endoscopy equipment and support flexibility with equipment use.		5/31/23		11/30/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate												Cost of purchasing endoscopes and air/water electrical units/ screens from alternative company to be available for capital bid in the run up to 2026 when we lose the ability to repair the equipment.				0

		3253				Sustainability and performance of Pulmonary Arterial Hypertension Service		Accepted		Packman, Mr Dean		Denning,  Brett (Inactive User)		Single handed unfunded service failing to meet national bench marked standards of care for a complex and morbid population.		1/25/23		8/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Cardiology				16		12		High Risk		4		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Mathias, Louise Mrs 07/02/23 14:34:20] Reviewed in Governance Meeting with Dr Barry, Dean Packman and Gwennan Hall on 7.2.23.  Risk approved.  Working with TCOG to discuss commissiong with WHSCC.  Meeting planned for today.										RTT Monitoring		0

																																																						[Mathias, Louise Mrs 17/05/23 10:32:50] Reviewed BD,DP,LJ,GH.  Downgrade 12 - re-word.  Current service is London based.

		1964				Temperature and Humidity of Stored Items in HSDU - Risk to Product		Accepted		Bissmire, MS Lori				Consumable items used by HSDU and / subsequently for Theatres are stored within the HSDU Store Room.  Environmental storage requirements are a temperature (T) between 16 – 24 degC and a Relative Humidity (RH) between 30 – 50 %.
The T and RH in this area are monitored by a tiny tag data logger.
It has been identified that RH requirement is routinely not met e.g. w/c 02/06/19 the RH was out of range for 6 out of 7 days, and for the w/c 10/06/19 the RH was out of range for 6 out of 7 days.  This was first raised in 2018, and a dehumidifier was purchased to bring the RH levels to within the acceptable range however the RH is still not reaching the desired level. 
There is a potential risk to the quality of the stored items within this area.
		6/21/19		10/1/23		Environment, Estates and Infrastructure		Environment		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				8		8		Moderate Risk		2		Moderate Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Nix, Rebecca  23/07/19 10:07:54] 23/07/19 - Included on Head of Service (RR) handover list to ensure timely progression. 								1)	Monitoring of environmental conditions
2)	Dehumidifer in place
		Review requirements (with Estates) to bring the humidity level in line with requirements.		0

																																																						[Bissmire, Lori MS 17/05/21 15:55:22] Store Rooms on both sites frequently fall outside recommended storage conditions for consumables incl. Trays Wrap, testing consumables etc.

We have now built a portfolio of statements from all manufacturers of products held in HSDU with the exception of Bowie & Dick test packs to confirm safe to store outside recommended for short periods.

New procedure introduced outlining warning and action levels within store areas.

Estates previously reviewed both areas advised no improvement can be made, recently revisited with newly appointed AP(D)'s awaiting feedback



																																																						[Chohan, Rita Ms 09/06/21 15:43:50] No further updates

																																																						[Bissmire, Lori MS 12/10/21 11:17:02] AP(D) at Morriston investigating for any possible routes of improvement

																																																						[Bissmire, Lori MS 27/10/21 14:51:50] No further update, to be added to next AP(D) meeting agenda

																																																						[Bissmire, Lori MS 17/01/22 10:33:18] No further updates

																																																						[Chohan, Rita Ms 11/05/22 10:38:00] Investigations to be undertaken on both sites by Estates
Morriston AHU project highlighted
Singleton - to investigate and update

																																																						[Chohan, Rita Ms 18/10/22 10:29:43] Morriston - improvement to be made through AHU project 

																																																						[Chohan, Rita Ms 07/03/23 15:41:18] no further improvement 

																																																						[Chohan, Rita Ms 21/08/23 11:17:53] Morriston - once HSDU back - this will be tested.

		1213		CSS Acute pain 2017		The absence of Acute Pain Service IT software and funding to develop software to collate patient activity and patient outcome		Accepted		Collins,  Lee				RCoA [2016] Provision of Anaesthesia for Acute Pain Services recommends adequate IT support and ongoing audit of the effectiveness and safety of local pain management interventions.

Currently APS collate patient outcomes, safety issues and side effects via paper proforma’s. Key performance indicators and clinical audits are collated manually on paper by Band 6 & Band 7 CNS’s. Previous trial of Community & Therapies system required further development and now in the process of being replaced. 

Risks:
•	Missed quality and safety issues
•	Lack of space and lockable storage in Acute Pain Service offices for historical proforma’s, potential loss of confidential patient information 
•	Loss of clinical nursing and service development hours on administrative tasks such as photocopying, filing, monthly collation of KPI’s
•	Missed communication in relation to high risk complex acute-on-chronic pain clients with frequent hospital readmissions
•	Time consuming retrospective audit and potential data entry error manually
•	Potential missed communication within the Acute Pain Service relating to the effective use of clinical time
•	 Missed communication to GPs relating to the discharge of patients and including summaries of in-patient acute pain management 
		4/15/17		12/31/21		Information Governanace and Communication		Records Keeping		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Acute Pain				6		6		Moderate Risk				Moderate Risk				Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Kennedy, Wendy Mrs 18/04/17 14:53:26] Matron WK to take risk assessment form to Anaesthetic CG meeting April to agree actions								External software options sourced at the cost of £27,000 for 4-hospital sites, currently no funding available.
IT currently discussing internal options – proposed work stream to commence April 2017 
Acute Pain Service, when feasible, at Princess of Wales adds information for GP’s onto ETOC
				1		Cottrell, Mr Gareth		1/6/20		Review working practices		1.	Internally IT to develop internal software to collate patient reviews, follow up’s, PROMs, KPIs, templates for monthly reports and patient experience data. Software to interface with TOMS, clinical portal and ability to generate GP letters
2.	CSS’s to support with the purchase of electronic tablets to facilitate data collection on wards
3.	APS management time to develop project with Informatics project team
		Waiting for IT to meet to plan further options.
Swansea Acute pain service have secured funding for the tablets and software however restructuring in IT has resulted in the project being put on hold. WK raised with GC at Dec CSS Directorate Board. GC to contact IT re IMTP.

GC has emailed IT on several occasions and no confirmation that this project will proceed to date

																																																						[Kennedy, Wendy Mrs 15/12/17 10:58:50] IT had offered support and started the development however due to changes in IT likelihood they will no longer be able to complete project. Still under negotiation,

Funding from MH endowment for 5 x ipads secured but not actioned due to above uncertainty

																																																						[Craven, Geraldine Mrs 24/04/18 10:26:09] Will contact IT for an update.

																																																						[Jones, Cheryl Mrs 15/11/18 15:19:16] Discussed at Informatics meeting on 15.11.2018.
GC informed the risk will be taken forward December 2018/January 2019.

																																																						[Craven, Geraldine Mrs 20/09/19 14:10:06] Informatics continue to work on the Acute Pain Electroninc reporting system

																																																						[Chohan, Rita Ms 06/07/21 13:52:48] update received in May from Wayne kennedy that the system is still in progress but indicated that it was imminent 

		3453				The Use of Vernagel in Endoscopy		New risk		John-Cox, mrs Sandra				 The risk highlighted in the field notice is that Superabsorbent polymer gel granules can cause risk of death and severe harm when ingested.		7/11/23		9/1/23		Patient Safety		Decontamination/Sterilisation		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Gastroenterology		Endoscopy Unit		5		5		Moderate Risk		5		Moderate Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												Vernagel is never used in vomit bowls or urine bottles and is not readily available in areas used by patients.  
It is kept in the store cupboard which is a lockable room that is always locked overnight.
Vernagel is only used in suction canisters which patient's do not have access to and they are disposed of after each case into our clinical waste bags.
		Keep Vernagel out of patient areas.
Keep Vernagel in a locked cupboard.
To continue being vigilant and not leave Vernagel in any patient areas.  Keep locked away overnight.		0

		3461				Theatre staff inability to use HSDU Track and Trace system due to S/W update required by company, risk to HSDU ability to TT		Accepted		Gates, Mr Jonathan				Lack of full traceability and scanning of equipment across all sites irrespective of owner site post covid, impacting on HSDU ability to track and trace surgical items which are being reported lost but may be in the system.  		7/24/23		10/1/23		Sustainable Services		Business Continuity		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Sterilising and Disinfecting Services				15		15		Significant		3		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Inadequate				[Chohan, Rita Ms 21/08/23 11:04:15] 2 PCS in morriston and 1 NPT with track and trace software.  However health edge are working with NPT, 2PCS in Morriston, windows 7 - not working IT to replace and will then enable the software. 								Extra administration activity required to try and maintain full traceability				0

		3421				Unable to carry out surgery with Stryker Orthopaedic Stack as obsolete		New risk		Le Brocq, Mrs Charlotte		Denning,  Brett (Inactive User)		The stack is becoming obsolete and not suitable for surgery.

Arthroscopic surgery has to have a clear screen to operate safely and facilitate clear vision of the surgical field.

The surgeons are complaining about the stack constantly.
		6/21/23		7/21/23		Medical Devices, Equipment &Supplies		Equipment in use past manufacturers recommended use date		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Orthopaedics				16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												We are using the stack with the screen un suitable , there is only 1 stack in the system				0

		1832		HBR 80		Unable to discharge cliniclally optimised patients potentail risk of hospital acquired infection and delayed recovery 		Accepted		Matthews,  Ceri		Cottrell, Mr Gareth		There are high numbers of clinically optimised patients who are unable to be discharged from a medicine bed due to various issues/delays.  The number is now returning to pre-COVID level of +50.		2/14/19		8/31/21		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)								20		20		High Risk		8		High Risk		Moderate Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate		3/31/23		[Llewellyn-Jones, Paula Mrs 14/02/19 10:33:39] Flow of patients must be maintained with timely transfer/discharge arrangements in place.  This requires a Health Board, Local Authority and 3rd sector co-ordinated response.		Lewis,  Deb						•	•	Clinically optimised numbers are monitored and reviewed weekly by the MDU. Delays are reported and escalated to try to ensure timely progress along a patient's pathway.
•	Review on a patient by patient basis – with explicit action agreed in order to progress transfer to appropriate clinical setting.
•	Critical constricts in relation to access/time delays for social workers and assessment for package of care and social placement – lead times in excess of 5 weeks.
•	Patient COVID-19 status has added an additional level of complexity to decision making. 
•	The health board has procured 63 additional care home beds to provide additional discharge capacity.
		•	Patient level dashboard allows breakdown by delay type
•	Close management of utilization of additional care home beds
		1

																																																						[Woodrow, Elaine Ms 02/11/21 13:15:20] Rationale for current score:
•	Sustained levels of clinically optimised patients leading to overcrowding within ED, use of inappropriate or overuse of decant capacity in ED and delays in accessing medical bed capacity, clearly emerged as themes.
•	Constraints in relation to all patient flows out of Morriston to a more appropriate clinical setting, identified and included in an expanded risk.


																																																						[Woodrow, Elaine Ms 21/03/22 10:53:35] Update 18.03.22 – The health board has procured 63 additional care home beds to provide additional discharge capacity 
Phase 1 – Original bids received: 55 (Beds not utilised:31 St. Martin’s Court-10; Plas Cwm Carw-12; Peniel Green-4; Hollins-5)
Phase 2 – Original bids received: 4
Phase 3 – Original bids received: 7.  Undertake another procurement round with the aim of increasing additional care home beds to 100- Procurement aim to publish another expression of interest to join the framework by end of March.  E-mail update in documents.


																																																						[Woodrow, Elaine Ms 24/08/22 15:41:05] Update 22.08.22: As per risk HBR88 - Due to unforeseen need for leave of Project Director, the previously identified action (A dedicated task & finish group to be established to develop plans to close 90 contingency beds, as per AMSR plan. A plan will be presented to Management Board in September.) has been closed and alternative arrangements put in place: The PCT Service group Nurse Director has put in place a governance structure – Two groups will be established – the PCT Nurse Director will chair one focusing on patients with longest stays; the PCT Head of Nursing will chair the group reviewing patients who are experiencing delays in discharge processes (eg waits for therapies).
E-mail update in documents.

																																																						[Woodrow, Elaine Ms 18/01/23 10:07:59] 21/09/22: Detailed presentation on the length of stay reductions and admissions avoidance schemes was received by Management Board 21/09/2022. Progress against delivery will be monitored by Management Board on a bi-weekly basis.  2 Actions completed - A dedicated task & finish group to be established to develop plans to close 90 contingency beds, as per AMSR plan. A plan will be presented to Management Board in September.  Two focused groups established to look at different categories of COPs and provide senior oversight. To commence in August.
24/10/2022: Actions completed: Deputy COO identified as lead for length of stay reduction and admission avoidance and has put in place a weekly oversight framework; CEO met with clinical leads to explore further opportunities for changing pathways with the aim of reducing length of stay.
22/11/2022: COP escalation rounds now complete and Integrated Discharge Hub implemented to coincide with MADE week.  Analysis being reviewed w/c 28/11/22.
06/01/2023: Action complete - COO and Medical Director to meet with WAST MD to review current pathways into ED with aim to identify opportunities for admission avoidance.  HB has receive WG letter from CMO&CNO with regarding to discharge arrangements and it has  been circulated to all clinicians to aid decision-making.  Action - Primary care group are looking at FNOF pathway and use of virtual wards to reduce length of stay – Started on a limited basis.
E-mail in documents

		3245				Unfunded Motor Neurone Disease service		Accepted		West, Mr David		Hughes, Mrs Fiona		A risk has been identified with the Neurology Motor Neurone Disease (MND) service – this is an extremely fragile service as there are currently no secure funding streams, however the service is hosted by Swansea Bay UHB, therefore we are at risk of losing these care coordinators who provide care to the Regional patch of Neurology patients diagnosed with MND (64 patients as at 2021)		1/12/23		6/30/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Neurology				12		12		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate		11/30/23		[Taylor, Amy Mrs 22/03/23 15:18:04] DW and NB reviewed 22/03/2023. No change. 								To date the MND Assocation have funded this service, however this agreement is due to expire on the 1st December 2023 and the proposal has been for the five Local Health Boards (ABUHB, CVUHB, CTMUHB, SBUHB & HDUHB) to fund the South Wales Motor Neurone Disease Care and Research Network for a further 4-year period.		A total of £120,929 from each LHB over the course of the four-year period (starting on the 1st December-2023) has been proposed		0

																																																						[Taylor, Amy Mrs 10/05/23 15:24:57] Discussed in RR meeting 10/05/2023, no change. 

																																																						[Taylor, Amy Mrs 22/06/23 14:38:52] discussed and accepted in medicine board 22/06/2023.

		3542				Unnecessary radioactive tracer\delay to cancer surgery as Gamma Probe for use in Sentinel Node Biopsies is broken		New risk		Williams, Mrs Sara		Owen,  Tracy		Sentinel node biopsy is a surgical procedure used to determine whether cancer has spread beyond a primary tumour into the lymphatic system.  It’s used most commonly in evaluating breast cancer and melanoma.  Sentinel node biopsy involves injecting a tracer material that helps the surgeon locate the sentinel nodes during surgery.  The sentinel nodes are removed and analysed in a laboratory.  

The department’s probe at NPTH has broken and is unrepairable.  The department currently have use to a CTM Breast Service probe, however, the Breast service are leaving NPT long-term, and there are sessions whereby the probe is currently being used by the Breast service at the same time.  The service is at risk of cessation of service provision.  Patients are at risk of having radio-activity and anaesthetic and being cancelled
		9/28/23		10/27/23		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Burns & Plastic Surgery				20		20		High Risk		12		High Risk		Significant		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate												With only a single probe in the department, there is no back up if the machine does not work on the day or it is being used by Breast.  If this happens, then the procedure would need to be cancelled.  Patients have a radioactive tracer injected into them the day before sot his would be a significant issue.  Operating would also need to cease until a replacement probe was in situ, putting patients at further risk.  The number of SNB referrals is increasing, and as such a probe is required to manage increasing demand.				0

		2296				Unsafe medical staffing levels to meet the demand for vascular service		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		Insufficient medical staff to meet the needs of the South West Wales Vascular Network.  Surgical junior doctors from Hywel Dda have not been transferred to the vascular hub in line with the consultants as part of the network agreement.  Due to inclusion of the foundation and core trainees on the general surgical rota at SBU, there is a reduction in the vascular team during daytimes with limited staff covering the unit.  No replacement for the Physician’s Associate has been identified		2/26/20		7/1/21		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		Vascular 				20		20		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate				[Anthony, Nicola Miss 20/10/20 08:59:10] Update from JD - Needs to stay on, we have one additional consultant since this was put on the register, but there is a requirement for one more additional consultant and some middle grade cover in Hywel Dda								Vascular nurse specialists and surgical care practitioner are supporting elements of the service, but two are planning retirement within the next two years.  There is a requirement to re-establish safe staffing levels, by the increase of one

********  Linked to incidents 801, 5726 (New Datix) ***********		Funding to be agreed as a network to resource the requirement for additional one consultant, two SpRs, three non-training grades, one CT, two FY1, one surgical care practitioner, one nurse specialist and one physicians associate. PA post gone out to advert.  Additional Consultant has been appointed and commenced Sept 2021.

Update 03/05/22 - Paper in progress for uplift of 2 StRs and 1 CT from August 2023. Supported by SDMU CT when required to mitigate risk. 


		0

																																																						[Anthony, Nicola Miss 15/02/21 16:31:15] D/w Jo Davies - risk remains - no change


																																																						[Anthony, Nicola Miss 16/02/21 10:54:04] D/w Hannah Rix - score to be reviewed.  Funding provided by the network, out to advert to fill post 

																																																						[Anthony, Nicola Miss 19/04/21 07:54:17] Update from Jo Davies, Asst Service Group Manager - currently out to advert for a Physician Associate.  JD has meeting with Caroline Lewis this week (Service Manager Hywel Dda) to discuss the additional staffing in Hywel Dda to support the service – this is supported by Andrew Carruthers (Director of Operations Hywel Dda).

																																																						[Westmoreland, Amanda Mrs 27/06/22 12:44:06] Issues ongoing - Linked to incidents on New Datix

																																																						[Westmoreland, Amanda Mrs 17/08/22 15:24:23] Update from MK - Agreement to mitigate risk by reallocating 1 CT from General Surgery from August 2022 and recruitment of 1 12 month CT – plan to uplift 2 StR and 1 CT from August 2023 – agreement required from HB and HEIW

																																																						[Westmoreland, Amanda Mrs 20/12/22 09:39:13] Linked to junior staffing update. Request to increase by 1 StR and 1 CT from August 2023. Awaiting confirmation of WG funding


																																																						[Westmoreland, Amanda Mrs 07/02/23 11:50:14] Discussions taking place with Hywel Dda to joint fund an uplift in vascular workforce at all levels 


		3524				Unsuitable Washing Facilities, Ward E		New risk		Mitchell,  Emma		Hughes, Mrs Fiona		The shower is not appropriate for a Care of the Elderly ward. 
There is only one cubicle shower. The shower has a step in order to access which is a trip hazard and potentially could cause harm to a patient. Particularly the patient population that is on the ward. 
		9/5/23		9/30/23		Health Promotion & Protection		Health Promotion and Protection		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Elderly Medicine		Ward E(Morriston)		9		9		Significant		3		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												If a patient requires a shower they must be ambulant. If a patient has mobility issues, a member of staff must remain with the patient.		Estates/Capital to be contacted to install a wet room		0

		3122				Vascular Instruments		Accepted		Petty, Ms Michelle		Kearns, Miss Mollie		AV sets required for cross site working 		9/26/22		9/26/22		Medical Devices, Equipment &Supplies		Availability		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Surgery		General Surgery				12		12		Significant		2		Significant		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Adequate												vascular sets required for NPT and Singleton 				0

		3086				Vascular lab workforce shortages causing risk to imaging capacity for TIA, Renal and Vascular pathways		Accepted		Wells, Dr Toby				Risk to maintaining services within the vascular lab due to limited workforce numbers and recent resignation. Over the last 18 months the workforce has reduced from its commissioned 2.0 WTE staff to 0.6 WTE, as a result historic reduction in hours and recent resignation (1.0 WTE in July 22). Remaining workforce to be impacted later in FY by maternity leave.
Clinical risk to patients in terms of limited imaging capacity, particularly those presenting via TIA Clinic; Renal & Vascular Surgery pathways.
The roles present an extreme shortage in terms of available skill-set and recruitment options are limited nationally.
		7/28/22		7/31/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Radiology				20		20		High Risk		20		High Risk		High Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 13/01/23 12:14:05] Locums have been brought in to assist the service.								-	Some support available for limited carotid examinations via Radiology Sonographers with extended practice.
-	Further training underway to extend skilled staff numbers available for  Carotid scanning within Radiology Sonography workforce.
		-	Health board financial support and approval to be secured in terms of additional funding for sourcing premium labour via a range of options locum/ bank/ insourcing.
-	Approval of VCF to source substantive candidate
-	Sourcing of suitable skill set & number to support service sustainability.
		0

																																																						[Chohan, Rita Ms 05/06/23 15:01:54] out to advert x5 still not able to recruit, AS reviewing different pathways with DOTH.  This has been esclated at the vascular steering group.

		3063				VAT unable to respond to demand and provide timely expert professional support with potential risk to patient care and treatment		Accepted		Matthews,  Ceri				VAT = vascular access team.

Patients miss essential intravenous medicines whilst waiting for team to insert appropriate venous access device.  Risk patient harm due to multiple attempts by less experienced practitioners.  Delayed discharge whilst waiting for suitable line for home intravenous therapy.  		7/12/22		8/1/23		Sustainable Services		Access		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Intensive Care		Vascular Access, Morriston Hospital		20		20		High Risk		4		High Risk		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Chohan, Rita Ms 16/01/23 12:10:55]  Huma and Jonathan review of the new risks on the risk register.  Huma advised the service is about to lose another member of staff which will again impact the service fragility.  Therefore Huma and Jonathan's advice is the following risk should be raised from a RR of 12 to a 20:

								Anaesthetist attend patients on the ward to assist.  Patients are placed on CEPOD list to undertake difficult lines.  Training to CC outreach nurses to insert ultra sound guided catheters. 				0

		708		T708		Vulnerability of the provision of Anaesthetic Assistant support to emergency event outside of Theatres		Accepted		Gates, Mr Jonathan		Staple, Dr Gordon		Current theatre staffing establishment does not provide for a dedicated anaesthetic assistant to be released from theatre services to provide support to the anaesthetic medical team for emergency events outside of theatre. Emergency events requiring the release of an anaesthetic assistant would also include inter-hospital emergency patient transfers. 
		11/2/15		9/1/23		Workforce & OD		Staff Shortages		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		CSS		Theatres				12		12		Significant		4		Significant		Low Risk		Tolerate - the level of risk is tolerated where there are no safe alternatives and any action(s) considered would increase the level of risk		Adequate				[Jones, Cheryl Mrs 03/05/18 10:51:01] Risk discussed on 03.05.2018 with JG/SD/DE.								Requests for assistance assessed on a case by case basis taking into account the requirements of the whole theatre services department.				0

																																																						[Gates, Jonathan Mr 29/06/18 13:22:50] Factored into the detailed workforce theatre  plan submitted by theatres team June 2018.

																																																						[Gates, Jonathan Mr 02/10/18 13:40:50] Action plan now mitigating risk.  Risk reflected in workforce plan completed by theatre team (2018. Increase in anaesthetic establishment to support this work.

																																																						[Chohan, Rita Ms 27/02/20 14:17:09] no further update reviewed by RC/JG 27/02/2020

																																																						[Chohan, Rita Ms 06/07/21 10:59:54] still a risk due training and staffing levels.

																																																						[Chohan, Rita Ms 01/11/21 14:21:55] ongoing 

																																																						[Chohan, Rita Ms 22/02/22 11:28:34] ongoing 

																																																						[Chohan, Rita Ms 22/11/22 16:57:04] Ongoing 

																																																						[Chohan, Rita Ms 04/04/23 16:44:18] no additional workforce built into workforce plan to support outside emergencies.

																																																						[Chohan, Rita Ms 15/09/23 14:20:18] still not in a place to supporting outside activity 

		3525				Ward F environmental/infrastrucure issues may be increasing IPC issues.		Accepted		West, Mr David		Hughes, Mrs Fiona		There has been cases of Infection on Ward F and in a recent CDIFF closure meeting there were issues raised in relation to the bathroom being used as a storage area also.

The bath was removed but this bathroom is the only room with a toilet that can accommodate a steady of the patient requires this for mobility issues.

There is currently a stock of card board boxes kept in there which is not ideal as there may be risk of contamination.

Also in relation to Infection Control – 
There are ongoing issues with the drainage system for Ward F.
The drains often become blocked and there is a offensve small at times and drainage flies occur at times. 

Storage is an issue and we would require a partition to be put in place for the bathroom in order for this to be made into 2 rooms instead of the one room which is at present.
		9/5/23		10/31/23		Health Promotion & Protection		Health Promotion and Protection		Acute Hospitals		Morriston Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		Medicine 		Stroke		Ward F(Morriston)		20		20		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[Chohan, Rita Ms 21/09/23 12:32:32] investigating work undertaken on 24th Sept.  								In place at present is that estates attend twice weekly and ensure the drain is clear by unblocking with rods.
		Ward F has been reviewed today by Mark Jarrett and Mark Parsons, this work that needs to be undertaking canot by undertaken by Estates.
There is a plan in place now for surverys to be completed for the drainage and the wells as this occurs from the entrance to ward F from the main corridor, then the next point is at the just inside the entrance on to Ward F then further in on the ward outside the bathroom. The surverys will then provide reassurance of the state of the pipes.
		0

		1894		NPTH/SC/WASTEscalation		WAST Escalation		Accepted		Jones, Mrs Susan		Worthing,  Jan (Inactive User)		There is a risk to patient outcomes through failure by WAST to transport them to an acute site when required due to clinical condition.		4/24/19		3/1/22		Environment, Estates and Infrastructure		Transport		Acute Hospitals		Neath Port Talbot Hospital		Morriston Hospital Service Delivery Unit (Inc Theatres/Anaes/Radiology/Cardiac/HSDU for Morriston and Singleton)		ECHO (A&E, Site and Hospital Management and Admin)		Accident & Emergency		Minor Injury Unit - NPTH		16		16		High Risk		4		High Risk		Low Risk		Treat - actions agreed to reduce the level of risk which will be implemented		Inadequate				[NPT Quality and Safety, SBU Mrs 02/05/19 09:02:11] Records linked from 1.1.19 onwards only, due to volume. AH		White,  Chris						Medical director level discussions have been held
bi-monthly QSI reports.
Referral of incidents to WAST for investigation
HB escalation processes used to escalate concerns
Individual incidents referred to WAST for investigation.				1

																																																						[NPT Quality and Safety, SBU Mrs 08/05/19 13:04:51] Disccssed in MDB and approved. Action for SJ/BO to raise ib unscheduled care board. AH

																																																						[NPT Quality and Safety, SBU Mrs 27/09/19 09:42:26] Discussed in Q and S Forum as HB wide actions required AH

																																																						[Jones, Susan Mrs 23/12/19 08:50:00] 23/12/19 - ongoing

																																																						[NPT Quality and Safety, SBU Mrs 15/05/20 10:03:10] Serious Incident in Feb 2020 referred to WAST for investigation AH

																																																						[Williams, Susan Mrs 10/08/20 12:35:35] Risk reviewed by PSD/MB & SW today.  Recent incident position improved.  However no formal process still no further forward.

																																																						[Jones, Susan Mrs 12/10/21 09:28:11] 12/10/21 - risk reviewed. No changes. Delays continue to be experienced and are escalated on a case by case basis. In context, the whole health system is under significant pressure.






