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	25 June 2024	Agenda Item
	4.1
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	Overview Report relating to the Regulation 28 Response and Serious Incident Learning Action Plan 

	Report Author
	Shelley Horwood, Quality and Safety Manager 
Marie Williams, Head of Nursing – Quality, Governance and Improvement 

	Report Sponsor
	Stephen Jones, MHLD Service Group Nurse Director
Janet Williams, MHLD Service Group Director 

	Presented by
	Janet Williams, MHLD Service Group Director

	Freedom of Information 
	Open 

	Purpose of the Report
	The Health Board is deeply sorry for the failings in this case and recognise the enduring impact they have had on the family. This reports sets out for the Committee the concerns the Coroner highlighted in a Regulation 28 Report, report to prevent future deaths and the Health Boards response.

We are focused on learning from our failings and committed to implementing the recommendations set out within the Regulation 28 report issued.


	Key Issues



	The report highlights the actions undertaken and planned to improve the services to patients and their families following the outcome of the inquest into the homicide committed by a patient known to mental health services. 



	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· Receive and note the content of this report  







1. INTRODUCTION
This report outlines the findings of the Coroner following the inquest into the death of the father of an inpatient who absconded from Ward F on 12 March 2022. The patient’s father sadly died on the 9th April at University Hospital of Wales, Cardiff.  

2. BACKGROUND
The inquest concluded with a narrative outcome which is attached outlining the evidence received and the conclusions of the Coroner. 

3. GOVERNANCE AND RISK ISSUES
In addition to the narrative outcome the Coroner also issued a Regulation 28 Prevention of Future Deaths Notice which highlights the areas in which the Coroner requires the Health Board to show improvement. The full notice is in appendix 1. 

In summary, here are the concerns identified and brief overview of the actions/improvements outlined within the response: 


Concern 1. The Approved Mental Health Professional (AMHP) and the Section 12 Approved Doctor did not undertake a sufficient review of the medical records and so did not have sufficient understanding of the medical history and other collateral information to make a safe decision on the implementation of the Mental Health Act

Concern 1 Response: 
· Both SBUHB and CCOS are collaborating and working to improve safety.
· Letter sent to all clinical staff highlighting responsibilities 
· Same letter shared with the Mental Health Act Managers in each Health Board to share 
· Training incorporates details relating to the learning from this case


Concern 2. The record keeping systems and in particular the digital solutions to recording, storing and sharing medical records does not allow for records to be made and shared in a manner which facilitates safe care.  
The Section 12 Approved Doctor undertaking the Mental Health Act assessment did not have opportunity to record their assessment so that it could be included in the medical records

Concern 2 Response:
· An all Wales digital solution has been escalated via the West Glamorgan Regional Connecting Care Programme Board with Digital Health Care Wales. 
· All S12 Approved Dr will be given access to WCCIS
· [bookmark: _GoBack]CCOS have agreed to amend the AMHP recording sheet template to include details of the assessment and outcome from the S12 Dr. 


Concern 3. The staff on Ward F, which is the admission ward for Adult Mental Health Services are insufficiently trained in the production of effective risk management plans 

Concern 3 Response:
· WARRN training for registered nursing staff on Ward F currently stands at 94%
· WARRN training for all clinical staff (nursing and other Allied health professionals) stands at 96%


Concern 4. The Health Board was involved in both a complaints investigation and a serious incident review, however the Coroner did not feel that either of these processes met the requirement for timely and robust identification of learning to improve service and prevent further incidents occurring 

Concern 4 Response: 
 
See attached SOP which explains the alignment between Complaints and Incidents investigations.
 

Concern 5. The process for access the Assertive Outreach Services do not meet the needs of patients who are struggling with their mental illness 

Concern 5 Response: 
· Outline of the AOT operational policy provided and that consent from patient is not required 
· AOT Operational Policy recirculated to all referring clinicians and wider teams

In addition, prior to the inquest the MH & LD Service Group had prepared and implemented an action plan based on the findings of both the complaint and the serious incident review. The detail from this was included in the statement and the information shared at the hearing by Stephen Jones (MHLD Service Group Nurse Director) therefore the action plan was not shared at inquest. The action plan is included here to give an overview of the extensive consideration, actions and improvements already undertaken by the Adult Mental Health Directorate and the Service Group as a Whole. 
However, some of the additional actions undertaken include: 
1) Improvements to the management of medication when service users are refusing medication 
2) Improvements to the recording of collateral information from families and cares on the ward and in community teams 
3) Improvements to the security on Ward F especially the front door 
4) Improved access to records and record sharing using WCCIS 
5) Improved Clinical Risk assessments including improved training compliance with WARRN training
6) Improved support to patients and their families by the production of a clear Operating Policy for Adult Mental Health Inpatient Wards – Ward F and Tawe Clinic.  
7) Improved access to MDT developed treatment plans 
8) Improved engagement with families and carers 

4. FINANCIAL IMPLICATIONS

At this stage, from a financial perspective it is unclear what the position will be and who will be responsible, as there is a national ask around the digitalisation of records, which may require a local solution (currently uncosted).

The training costs are subsumed within the Service Delivery Group’s funded resource.


5. RECOMMENDATION
Members are asked to:
· Receive and note the content of this report  







	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☒
	
	Co-Production and Health Literacy
	☐
	
	Digitally Enabled Health and Wellbeing
	☒
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☒
	
	Excellent Staff
	☒
	
	Digitally Enabled Care
	☒
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☒
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☒
	Quality, Safety and Patient Experience

	The findings for a serious incident review and feedback form the coroner has improved the quality of the management of complex mental health patients in the community. The feedback for the coroner has highlighted the need to ensure effective record keeping, systems to make medical records available to all staff and the need to ensure that those making assessment are fully informed of the patient’s history.  

	Financial Implications

	As detailed above, the current cost impact is not clear and will need to be reviewed as the matters progress.

	Legal Implications (including equality and diversity assessment)

	There is the potential for a legal claim on the Health Board by the family.

	Staffing Implications

	None.

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	Not clear at this stage – digital plan may impact.


	Report History
	No previous report.


	Appendices
	1. Directions from HM Coroner
2. Response from the Health Board (Regulation 28)
3. Standing Operating Procedure – Complaints 
4.  Letter to clinical staff 
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