DUTY OF CANDOUR
Annual Report 2023/24
Swansea Bay University Health Board
As a Health Board, we are required to provide an annual report which describes how we are fulfilling our requirements under The Health and Social Care (Quality and Engagement) (Wales) Act 2020. 
This is the health board’s first report since the Duty of Candour was introduced in Wales on 1st April 2023 and it describes the work we have undertaken to implement and embed the requirements of the Duty. The report is a summary of the successes and challenges for the Health Board in 2023 / 2024 following the introduction of the Duty of Candour.
The health board recognise the importance of the Duty of Candour in enabling our aim of becoming a high-quality organisation. The principles of openness and transparency in engagement with service users underpinning it are akin with many of the core capabilities and capacities to which we have committed in our Annual Plan; namely being an efficient and effective, person-centred, safe organisation. 
This report is intended for our population, as well as our board, and describes what is in place to ensure the health board is able to meet its obligations under the Act in relation to the Duty of Candour, how often the Duty has been triggered and what the themes are. 
· Introduction

The Health and Social Care (Quality and Engagement) (Wales) Act became law on 1 June 2020 with its full implementation completed April 2023. Its intention is to:
· support an ongoing, system-wide approach to quality improvement within the NHS in Wales; 
· further embed a culture of openness and honesty; and
· help drive continual public engagement in the design and delivery of health and social care services.

The Act reframes and broadens the existing duty of quality on NHS bodies and places an overarching duty on Welsh Ministers in relation to their health functions. It aims are to improve and protect the health, care and well-being of both current and future populations of Wales by focusing on: 

· Securing improvements in Health Services; 
· Implementing a Duty of Candour requiring providers of NHS services to be open and honest with patients and service users when things go wrong; 
· Establishing a Citizen Voice Body (Llais) for health and social care; and 
· The appointment of Vice Chairs for NHS Trusts bringing them in line with Health Boards.

The key intention of the Duty of Candour is to promote a culture of openness, learning and improving that is owned at organisational level, whether a person receives care from the NHS, or from a regulated provider of health care services, and that person can be assured that they will be dealt with in an open and honest way by their care provider.  Separate work is being taken forward by Welsh Government to make Regulations to place a duty of candour on providers of independent health care in Wales, using powers under the Care Standards Act 2000. 

· Organisational Requirements

The Duty requires NHS bodies to follow a procedure when the duty is triggered. The Duty requires NHS providers to report annually about when the duty has come into effect, how often the duty has been triggered, a description of the circumstances leading to the event and the steps taken by the provider with view to preventing any further occurrence. Triggering the duty does not mean an NHS body accepts any fault or blame.  

· Triggering the Duty of Candour 

The Duty of Candour comes into effect in relation to an NHS body if it appears to the body that both of the following conditions are met: 

· The first condition is that a person (the ‘service user’) to whom health care is being, or has been, provided by the body has suffered an adverse outcome; 

· The second condition is that the provision of the health care was, or may have been, a factor in the service user suffering that outcome

For the purpose of the first condition, a service user is to be treated as having suffered an adverse outcome if the user experiences, or if the circumstances are such that the user could experience, any unexpected or unintended harm that is more than minimal.  

The Duty of Candour Statutory Guidance 2023 prescribe the actions that must be taken and supports the existing processes for ‘Putting Things Right’ (the NHS (Concerns, Complaints and Redress Arrangements) (Wales) Regulations 2011) with updates made to the PTR Regulations to include the Candour Guidance.

· Concerns Management 
High quality, safe and compassionate care is at the heart of health care being delivered by our staff.  Despite these intentions, inevitably from time to time our patients may suffer harm due to challenging and / or complex situations.  When harm does occur, being open and honest should feel like the right thing to do.  
How we deal with these situations at the time is of great importance and can make a difference to a patient’s ongoing relationship with the health board.  
As referenced in the Groundhog Day 2 report (annex one) published by the Public Services Ombudsman for Wales, complaints and incident handling can go wrong.  Patients and service users have the right to have a thorough investigation carried out which takes account of all relevant facts, and to have a clear evidence-based explanation of the conclusion reached.  They are also entitled to expect their concern to be concluded in a timely manner, albeit taking into consideration the complexity of the concern.  
Concerns management can go wrong in many ways, and on many different levels.  Some of the faults were found to be recurring, showing that organisations do not always learn from theirs, and others’, previous mistakes.  Lessons learned from the Groundhog Day 2 report are an important way of ensuring we do not keep repeating the same mistakes.  
We would like to take this opportunity to thank our staff who strive for improvements to the quality of care provided to our patients, who continue to be open and honest and learn from concerns when things do not go as well as we would wish. Staff have embraced the Duty of Candour and are aware of the processes to comply with the requirements of the Act. There is further work to do to support staff to comply more timely with the reviews and responses to concerns, and we are committed to make improvements in this area.  
· Candour Preparedness
Prior to the introduction of the Duty of Candour, the health board were tasked by Welsh Government (hosted by NHS Wales Shared Services Partnership) to prepare for the roll out of the Duty.  This included attendance at the Candour Implementation Group hosted by NWSSP to plan and feedback progress on training and education, communication and engagement, and reporting and monitoring.  
Each service group within the health board were asked to complete a training needs analysis.  This allowed key individuals to be identified and training materials directed to these staff in the first instance.  A local working group was set up to engage with representatives from each service group to discuss and plan the operationalisation of the Duty.  
Incident functionality within Datix Cymru was revised to ensure the Duty was included in patient safety incidents reported.  
Under the duty the health board, including primary care contractors, are required to capture and report on occasions where the Duty of Candour is triggered. Primary Care providers must notify the Health Board of occurrences where the Duty of Candour is triggered in respect of the health care they provide under contract.  The platform for capturing and recording instances where Duty of Candour is triggered is Datix Cymru however contracted services are not mandated to use the Datix Cymru system.
Currently there is a dedicated website that already provides access to the Primary Care Wales Incident Reporting page and the Primary Care National Incident Reporting form.  There is now one National website for all contractors within Primary Care to use which provides a consistent mechanism for all contractors to report incidents.  To support our Primary Care providers to comply with their duty to report, the OfWCMS Programme Team provide virtual drop in clinics. 
An internal communication plan was implemented to highlight awareness of the duty and a training was delivered face to face or via Teams. A dedicated SharePoint site was made available for all staff with helpful information and advice along with weekly drop in sessions hosted centrally to answer any questions staff may have.  Information leaflets for staff and patients are available to download.  
· Training, Governance and Risks
Funding for additional resource to comply with the Duty of Candour has not been made available by Welsh Government. There is a known staffing requirement for administration / co-ordination / support to comply with the Duty of Candour and in turn provide the board with assurance.   Across NHS Wales the issue of resources was raised and reported back to Welsh Government.  The Health Board recognises this risk and continues to look at alternative ways of working to support the implementation Duty and how work can be streamlined.  

Local training has been delivered and continues, Welsh Government have also developed an e-learning training package for staff which is available via the ESR platform / Digital Learning Wales (annex two).  Local ESR data has shown that 1052 have logged onto the ESR system and requested the Duty of Candour training.  Going forward in 2024/25 staff will be encouraged to access the Candour training via the ESR platform.

The health board recognises the critical role that learning and development plays in fostering growth, progress and also the delivery of high-quality services to patients.  We are at our best when we learn from others and share skills and knowledge through continuous learning and development and, through continuous learning and development, we can achieve personal and organisational growth whilst ensuring safe and effective practices.  We continue to ensure our workforce are equipped to address current and future demands and continue to develop a culture within the health board to align with the Duty of Candour

The Duty of Candour does have some implications for the ‘National Health Service (Concerns, Complaints and Redress Arrangements) (Wales) Regulations 2011.  A full review of the ‘Putting Things Right’ process has been committed to by the Minister for Health and Social Services and is currently under a consultation process.  
· Operationalisation
Each service group have a process to monitor a patient safety incident which, following an initial management review of harm, is recorded as moderate or above.  If a patient safety incident is categorised as moderate or above, the Duty of Candour is triggered and the procedure must be followed.  The Datix Cymru system should be used to record all activity relating to the patient safety incident including key dates relating to the Duty of Candour. 
Dashboards are available within the Datix Cymru system for each Service Group to ensure the Candour procedure is followed and performance indicators are met.  
Candour performance for each service group is overseen by the Patient Safety and Compliance Group.  Each service group is able to discuss concerns relating to compliance with the Duty which can then be escalated to the Quality and Safety Group and if necessary Management Board.  
[image: ]
· Health Board Performance
During 2023/2024, 2,815 patient safety incidents were graded by the reporter of the incident as moderate or above.  Following Manager’s Interim Harm Assessment, 2,492 patient safety incidents were downgraded to low harm, no harm or the incident occurred prior to the introduction of the Duty. This shows an 88.5% downgrade rate across the health board.  
**Patient safety incidents reported 01.04.23-31.03.24 as moderate or above
	Reporters View of Harm / Manager's Interim Harm Assessment 
	Catastrophic / Death
	Severe
	Moderate
	Low
	None
	Total 

	Catastrophic / Death
	14
	1
	3
	 
	 
	18

	Severe
	 
	14
	18
	2
	 
	34

	Moderate
	3
	5
	73
	15
	 
	96

	Low
	2
	5
	30
	4
	 
	41

	None
	2
	1
	6
	 
	1
	10

	Total 
	21
	26
	130
	21
	1
	199



During the reporting period, Datix Cymru is reporting as showing 37 patient safety incidents graded by the reporter as no or low harm which, following ‘Manager’s Interim Harm Assessment’, were re-graded as moderate harm or above.  
This data suggests further work is required to ensure staff are aware of the classification of harm to be record when reporting an incident.    
· Duty of Candour Triggered
Since 1st April 2023, the Duty of Candour has been triggered in 199 patient safety incidents.  A total of 20,805 patient safety incidents were reported in the reporting period, ie, almost 1% of patient safety incidents reported did trigger the Duty of Candour.  
Of the 199 patient safety incidents which triggered the Duty, 72 incidents have been closed.  Post investigation harm assessment shows that 31 (15.5%) of patient safety incidents reported did not cause moderate harm or above as a result of healthcare.
**Patient safety incidents triggering the Duty of Candour and closed 01.04.23-31.03.24
	Post Investigation Harm Assessment 
	Total

	Catastrophic / Death
	1

	Severe
	6

	Moderate
	34

	Low
	24

	None
	7

	Total 
	72



To date, under 1% of patient safety incidents reported within the health board triggered the Duty of Candour during 2023/24. 
Top themes triggering the Duty of Candour include: 
· In-patient slips / trips / falls
· Pressure Damage developed whilst under health
· Treatment / Procedural issues
· Failure / Delay in assessment or diagnosis
Of the patient safety incidents closed at the time of writing this report, whereby patients are recorded on Datix Cymru as having sustained more than minimal harm as a result of healthcare provided, themes as a learning outcome include:   
· Change in practice / Development or review of processes and policies 
· Personal reflection / consideration of impact of not completing checks in line with SOPs/LocSSIPs
· Improvement needed in communication 
· Improvement needed in completion / adherence to documentation
· Improvement needed in undertaking timely assessments / review of investigations / monitoring
· Additional / focused training required 
· Improvements in clinical / nursing care required 
· Lack of / inappropriate use of equipment 

· Contracted Services – Primary Care  
Contractors within the Primary Care setting, which includes Community Pharmacists, General Medical Practitioners, General Dental Practitioners and Optometrists, are required to submit data to the health board relating to the Duty of Candour in September 2024.   


· People’s Experience 
We aim to ensure all patients, their families, carers and visitors, have a positive experience in our care, ensuring their physical and emotional needs and expectations are met or exceeded.  Over 5,000 patient experiences are obtained each month and our goal is to provide quality feedback to staff and departments so we can improve the services provided.  The health board is committed to learn from experiences which are not positive.  
The health board’s Civica feedback system captures feedback in many ways.  Experience includes complaints and compliments (see annex 4) and is a central pillar for quality improvement, as well as providing organisational assurance.  
Experience is a key component of organisational reports.  Relevant reports include information about people’s experience and how the organisation has listened and responded to peoples and communities feedback, along with examples of improvement made to services.
Summary
In conclusion, being open and honest is everyone’s responsibility.  The health board is pleased with how staff have welcomed and embraced the introduction of the Duty of Candour.  Staff are able to access resources to support their understanding of the duty in a number of ways.  Work will continue to ensure awareness and understanding across our staff body in order that the duty and related values underpin every aspect of our work.  
Our priorities for 2024/25 are to train a further 1,000 staff via the National e-learning training platform accessed via ESR and in support of wider leadership, cultural and behavioural changes needed for its implementation. 
Quality and Safety teams within each Service Group are positioned to support staff through the candour process when triggered, along with a corporate candour lead.  Bi-weekly virtual Duty of Candour Clinics will continue. The Patient Experience Risk & Legal Services (PERLS) staff hub site includes an area dedicated to the Duty where staff can access information on the Duty itself, as well as guidance and training on what it means in terms of their day-to-day work. Proportionate investigator training will continue for staff with responsibility for the investigation of clinical incidents.
Furthermore, targeted training on delivering the in-person notification associated with the Candour Procedure, delivered by a PERLS trainer.  The training is designed to support managers or appointed persons in preparing for the apology and provides an understanding of the context of the word ‘sorry’. 
Patient Safety Congress events have been developed as a mechanism to highlight quality and safety issues, and to enable shared learning across the organisation. These events enable staff to listen and learn from patient safety events and quality improvement work, to reflect on the quality and safety issues within their services and consider what we need to do to improve them. 

The Patient Safety Congress events consist of quarterly programmes pivotal in engaging and spreading learning across the organisation.

The health board have established an Improvement Community of Practice (QI Cop).  This provides a forum for sharing and learning. The CoP is designed to bring people together, to build confidence and share expertise and experience in Quality Improvement practice.  A structured programme has been developed to facilitate face to face meetings and web based collaborative environments. 
[bookmark: _GoBack]
We continue to develop a higher level of Quality Improvement (QI) understanding in our workforce through Scottish Improvement Leadership qualification, supported by mentors within our organisation to develop our QI culture. Team based QI training is due to launch in 2024. 

Finally, it is important for us to make sure that staff can give people the high quality care they expect. Our vision for quality is to reignite our intrinsic commitment to delivery of excellent high quality care that exceeds patient and carer expectations. To deliver this vision we recognise the importance of engaged and empowered patients and staff, who work together to improve the care we provide.  We remain determined to improve and this commitment is embedded in our values of caring for each other, working together and always improving.  
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