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	Ein cyf / Our ref: 215/20/FOI


	Dyddiad / Date: 7th October 2020 



Further to your request for information dated 11th September 2020, I am pleased to provide the following response. 
Your request and our response: 
1. How many a) above the knee and b) below the knee (primary) amputations have taken place in Betsi Cadwaladr University Health Board (BCUHB) over the last 12 months and in the 12 months previously?
	Number of amputations

	
	1st July 2018 to 30th June 2019
	1st July 2019 to 20th June 2020 *

	Above Knee 
	15
	28

	Below Knee 
	19
	31

	Total 
	34
	59


* Please note that the clinical coding, in accordance with Welsh Government standards, has only been completed up to the 30th June 2020, therefore this is the most recent data we are able to offer.
2. Of the patients who underwent amputation in BCUHB, how many died within 30 days of the procedure or whilst they were an in-patient, regardless of the final speciality/consultant at the time of death a) in the last 12 months and b) in the 12 months previously? 
Please find below the number of deaths of patients who underwent an amputation and died while they were an inpatient within Vascular Services.

	Number of In-patient deaths 

	1st July 2018 to 30th June 2019
	1st July 2019 to 20th June 2020 *

	5
	4


The Health Board are unable to confirm whether the death of any vascular patients was as a direct result of their amputation. The cause of death can only be determined by the Coroner and this information is not always shared with the Health Board or retained within the health record.  

Due to the way that the Health Board records information we are unable to provide the number of deaths once discharged from hospital. Therefore, In accordance with the Freedom of Information Act 2000, this letter acts as a Refusal Notice under section 17 of the Act.

The Health Board does not hold the data in a format that would enable us to fully respond to your request to the level of detail required.  The only way we could identify the total number of deaths 30 days after the patient underwent an amputation and if were discharged home would be to carry out a specific exercise to collate this data. From our preliminary assessment, we estimate that to comply with your particular request would exceed the appropriate costs limit under section 12 of the Freedom of Information Act 2000.  This is currently £450.  In reaching this decision we estimate that it would take staff in excess of 21 hours to review patient notes. This figure is based on a timescale of 15 minutes per record, there being 84 records to review. Therefore, to obtain the data would work out at approximately 21 hours @ £25.00 per hour (cost permitted under the Act) = £483
3. How many Datix incidents were reported in BCUHB a) in the last 15 months and b) in the 15 months previously, before the re-organisation? 
Please find below the total number of all incidents reported across BCUHB during the time period specified:
	Time Period
	Total Number of Datix Incident’s Reported

	09/01/2018 to 09/04/2019
	40,810

	10/04/2019 to 10/07/2020
	42,887


The Health Board strongly encourages and supports all incidents and near-miss incidents to be reported on its reporting system, allowing immediate review and investigation to improve safety. Good incident reporting is a sign of a positive safety culture. The above figure includes all types and categories of incident and near-miss incident across the Health Board ranging from patient safety, to estates, to infrastructure, etc. 
4. How many incidents and serious complaints were received/recorded in connection with vascular services in BCUHB a) in the past 15 months and b) in the previous 15 months, before the re-organisation? 
Please find below the number of incidents and serious complaints that were received in connection with vascular services within BCUHB:

	Time Period
	Incidents
	Serious Complaints

	09/01/2018 to 09/04/2019
	392
	0

	10/04/2019 to 10/07/2020
	543
	2


Please note that our definition of serious complaints have either been graded as either 4 or 5 on our complaint reporting tool within Datix. As above, the incident figure includes all types and categories of incident and near-miss incident in vascular services. 
5. How many incidents and serious complaints received and recorded in connection with vascular services in BCUHB were referred to the coroner in the last five months, compared to 15 months before the re-organisation?
During the period 1st January 2018 to 31st March 2019 there were 2 inquests recorded on Datix as having ‘Vascular’ input where we referred to a Coroner. In the period 1st April 2020 to 31st August 2020, there was 1 inquest recorded as having vascular services involvement. As above, the involvement of vascular services in an inquest does not indicate that this service contributed to the death. 

We welcome correspondence through the medium of Welsh
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