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	Ein cyf / Our ref: 388/21/FOI 


	Dyddiad / Date: 14th December 2021 


Further to your request for information dated 24th November 2021, I am pleased to provide the following response. 

Your request and our response:
1. The number of never events, near miss, patient harm and serious incidents by hospital and month in your Local Health Board area in the financial years 2019-20 and 2020-21, along with monthly figures up to 24 November 2021; 
	Never Event
	2019/20
	2020/21
	2021/22 (up to 24-11-2021)
	Total

	Total
	6
	5
	6
	17

	Near Miss (with & without intervention)
	2019/20
	2020/21
	2021/22 (up to 24-11-2021)
	Total

	Total
	5,418
	5,108
	3,762
	14,288

	Personal Injury Incidents by Detail (F/Y)
	2019/20
	2020/21
	2021/22 (up to 24-11-2021)
	Total

	Total
	6,461
	6,626
	5,220
	18,307

	Serious Incidents (DU Reportable) 
	2019/20
	2020/21
	2021/22 (up to 24-11-2021)
	Total

	Total
	461
	242
	64
	767


N.B During the initial Covid-19 outbreak, Welsh Government reduced their list of reportable serious incidents, including healthcare acquired pressure ulcers (avoidable) and falls with harm, consequently resulting in a sharp decrease in the number reported between March 2020 and July 2020. Reporting returned to the previous (pre-Covid-19) process as of August 2020 and a clear increase in reporting was seen in in the following months, As of 4th January 2021, in response to increased pressure to services as the number of patients admitted with and staff testing positive for Covid-19, the Welsh Government reintroduced their reduced list of reportable serious incidents, thus the subsequent fall  in numbers of incidents reported to DU remaining low. 

As of the 14th June 2021, NHS Wales’ responsible bodies were required to implement Phase 1 of the Welsh Governments National Incident Reporting Policy. The most obvious change in policy direction is a change in terminology with the removal of the word “serious” from the term serious incident. The intention here in removing the word “serious” is to support a more just and learning culture where reporting incidents does not feel punitive.

From 14th June 2021, the following definition of a nationally reportable patient safety incident applies

“A patient safety incident which caused or contributed to the unexpected or avoidable death, or severe harm, of one or more patients, staff or members of the public, during NHS funded Healthcare “

2. The number of inadvertent wrong-sided nerve blocks during regional anaesthesia by hospital and month in your Local Health Board area in the financial years 2019-20 and 2020-21 along with monthly figures up to 24 November 2021;  
There has been <5 inadvertent wrong sided nerve blocks during regional anaesthesia in the years you have specified.
 We have provided the data using ‘less than 5’ due to the low numbers involved.  If we were to release the exact figures for the criteria specified, they could be linked with other information available in the public domain, thus potentially risking identification of individuals.
3. A breakdown by category of these “never events, near miss, patient harm and serious incidents” in each year by listing the root causes; and
Please find embedded in the table below a breakdown of the “never events, near miss, patient harm and serious incidents” in each year by listing the root causes:
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4. The escalation process should never events, near miss, patient harm and serious incidents be incorrectly classified.
We have a robust process in place whereby governance and corporate Patient Safety team review all incidents on a daily basis to ensure the correct severity is allocated to an incident and also to query any incident that may fit the definition of a never event.

We have daily meetings with the Goverance teams/service to review all major and catastrophic incidents as well as to give an opportunity to discuss incidents where there are queries around classification. 
A daily quality alert email is sent to all senior managers and executives within the Health Board highlighting all incidents identified for further investigation over the previous day, or weekend in the case of Monday editions. The report also shows those incidents reported nationally (previously known as reportable serious incidents), and any Early Warning Notifications submitted to Welsh Government.  Attached to the email is a spreadsheet that contains all incidents reported on the Datix system within the previous 24 hours.

Rapid Learning Panels take place between the senior service team and clinical executives within 72 hours following a Never Event and/or when an adverse incident where significant harm or death of a patient has occurred. The role of these meetings is to update on immediate learning and actions being taken, identify key risks and provide support where required. 

At any point in time where an incident has been picked up that was previous incorrectly classified, the incident reporting system we use will be amended accordingly and if it meets the criteria of a nationally reported incident, it will then be reported. A proportionate investigation will then be commissioned.

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


Never Event (Root Cause)

		Never Event by Root Cause (Lessons Code) (F/Y)		2019/20		2020/21		2021/22 (up to 24-11-2021)		Total

		Audit/Review Process not undertaken or effective		0		1		0		1

		Break down or lack of effective communications		2		2		4		8

		Complex nature of the patient group		1		0		1		2

		Lack of formal procedure		2		0		1		3

		Lack of Specific Training		1		0		0		1

		Lessons Learned Applied (detail below)		4		4		1		9

		Low Perception of the Importance of Safety Issues		1		0		0		1

		Staff Not Engaged		0		0		1		1

		Written Control Documents not being followed		0		1		1		2

		No value (Field Empty)		0		0		3		3

		Total		11		8		12		31

		Never Events by Root Cause (Lessons Code) reported to DU by Approved Notification sent to DU date





Near Miss (Root Cause)

		Near Miss (with & without intervention) by Root Cause (Lessons Code) (F/Y)		2019		2020		2021		Total				Number of Near Miss Pt Safety Incidents (with & without intervention) Root Cause (Lessons Code) by Reported Date

		Complex nature of the patient group		1581		1668		1101		4350

		Lessons Learned Applied (detail below)		1299		1199		902		3400

		Break down or lack of effective communications		1092		1085		600		2777

		Incident reviewed - Lessons Learned not applicable in this case		1105		983		648		2736

		Lack of formal procedure		289		274		163		726

		No value (Field Empty)		16		65		429		510

		Staffing Levels must be adequate for activity		158		126		91		375

		Staff Not Engaged		87		91		71		249

		Conflicting organisational priority		110		81		43		234

		Written Control Documents not being followed		105		73		49		227

		No Trainng Needs Analysis		120		79		23		222

		Lack of Specific Training		78		93		49		220

		Low Perception of the Importance of Safety Issues		80		70		40		190

		Lack of or Inadequate Appropriate / Necessary Information		66		64		49		179

		Suitable Resource Requirements for Activity were not in place		68		37		33		138

		Lack of or Inadequate Supervision		36		34		31		101

		Audit/Review Process not undertaken or effective		22		39		23		84

		Lack or Inadequate Stakeholder Involvement		27		25		22		74

		Written Control Documentation Review Proces lacking/Ineffective		21		17		15		53

		Lack of or Inadequate Partnership Arrangements		15		20		7		42

		Organisational Structure Inadequate / Not Defined		22		12		4		38

		Effective Leadership Not Available		13		18		6		37

		Risk Assessment Not Reviewed		9		10		18		37

		Staff Have Not Been Made Aware of Written Control Documents		11		9		17		37

		Organisational Culture Hindering Change / Improvement		14		7		14		35

		Risk Assessment Not Carried Out		8		12		8		28

		No Formal Skill Mix Assessment Process		5		1		0		6

		Concerns Team Use Only WG Reportable		4		1		0		5

		undefined		1		3		1		5

		Radiology Contrast extravasation – no equipment factors		1		1		0		2

		Total		6463		6197		4457		17117





Personal Injury (Root Cause)

		Personal Injury Incidents by Root Cause (Lessons Code) (F/Y)		2019/20		2020/21		2021/22 (up to 24-11-2021)		Total				Pt Personal Injury Incidents by Reported Date

		Complex nature of the patient group		3285		3326		2646		9257

		Incident reviewed - Lessons Learned not applicable in this case		1798		1965		1336		5099

		Lessons Learned Applied (detail below)		912		1030		840		2782

		Break down or lack of effective communications		444		470		324		1238

		No value (Field Empty)		47		46		359		452

		Staffing Levels must be adequate for activity		122		127		121		370

		No Trainng Needs Analysis		156		109		52		317

		Lack of formal procedure		92		99		71		262

		Lack of Specific Training		51		74		55		180

		Low Perception of the Importance of Safety Issues		49		62		33		144

		Lack of or Inadequate Supervision		55		44		29		128

		Lack of or Inadequate Appropriate / Necessary Information		44		47		29		120

		Staff Not Engaged		28		35		42		105

		Risk Assessment Not Carried Out		38		32		26		96

		Conflicting organisational priority		24		29		27		80

		Risk Assessment Not Reviewed		17		31		30		78

		Written Control Documents not being followed		24		20		30		74

		Suitable Resource Requirements for Activity were not in place		31		27		15		73

		Radiology Contrast extravasation – no equipment factors		18		23		16		57

		Audit/Review Process not undertaken or effective		24		18		9		51

		Written Control Documentation Review Proces lacking/Ineffective		14		20		14		48

		Lack or Inadequate Stakeholder Involvement		9		13		8		30

		Staff Have Not Been Made Aware of Written Control Documents		7		10		9		26

		Lack of or Inadequate Partnership Arrangements		8		12		5		25

		Organisational Culture Hindering Change / Improvement		10		3		6		19

		Concerns Team Use Only WG Reportable		14		0		4		18

		Effective Leadership Not Available		6		3		8		17

		Organisational Structure Inadequate / Not Defined		11		1		4		16

		No Formal Skill Mix Assessment Process		2		2		1		5

		undefined		0		1		0		1

		Total		7340		7679		6149		21168





Serious Incidents (Root Cause)

		Serious Incidents (DU Reportable) by Root Cause (Lesson Code) (F/Y)		2019/20		2020/21		2021/22 (up to 24-11-2021)		Total

		Complex nature of the patient group		187		89		19		295

		Lessons Learned Applied (detail below)		120		64		15		199

		Incident reviewed - Lessons Learned not applicable in this case		98		60		4		162

		Break down or lack of effective communications		72		28		11		111

		Concerns Team Use Only WG Reportable		33		23		2		58

		Lack of formal procedure		20		5		3		28

		Written Control Documents not being followed		13		10		1		24

		No value (Field Empty)		0		6		18		24

		Low Perception of the Importance of Safety Issues		13		9		0		22

		Staffing Levels must be adequate for activity		15		6		1		22

		Lack of Specific Training		10		6		5		21

		Staff Not Engaged		10		7		3		20

		Audit/Review Process not undertaken or effective		10		2		0		12

		Lack of or Inadequate Supervision		6		3		2		11

		Lack of or Inadequate Appropriate / Necessary Information		6		2		1		9

		Risk Assessment Not Carried Out		5		3		1		9

		No Trainng Needs Analysis		3		3		1		7

		Risk Assessment Not Reviewed		2		3		2		7

		Conflicting organisational priority		3		1		2		6

		Effective Leadership Not Available		4		0		2		6

		Suitable Resource Requirements for Activity were not in place		3		3		0		6

		Lack of or Inadequate Partnership Arrangements		2		1		1		4

		Organisational Structure Inadequate / Not Defined		3		1		0		4

		Written Control Documentation Review Proces lacking/Ineffective		2		1		0		3

		Lack or Inadequate Stakeholder Involvement		0		1		1		2

		No Formal Skill Mix Assessment Process		0		0		1		1

		Total		640		337		96		1073

		Serious Incidents (DU Reportable) Root Caue (Lesson Code) reported to DU by Approved Notification sent to DU 






