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Review of the Governance Arrangements relating to the care of patients on
Tawel Fan ward prior to its closure on 19th December 2013 and current
governance arrangements in Older People’s Mental Health at Betsi Cadwaladr
University Health Board (BCUHB) from December 2013 to the current time.

1 Executive Summary

1.1 What will this Executive summary do?

This Executive summary will:

e Provide a definition of ‘governance’ and explain why ‘governance’ is
important in healthcare;

e Describe the Terms of Reference for the Ockenden ‘governance review’ at
BCUHB and explain how the Ockenden team have met those requirements;

e Explain what the remit of the Ockenden review of governance is and what
falls outside that remit;

e Describe Tawel Fan ward and the closure of Tawel Fan ward in 2013;

e Assess the effectiveness of the systems, structures and processes of
governance underpinning staffing, equipment and estates and a number of
other factors relating to Tawel Fan ward from 2009 to the current day;

e Describe the formation of BCUHB, its Clinical Programme Group, (or CPG)
structure and the way the CPGs related to the BCUHB Board from 2009
onwards;

e Discuss the range of external reviews undertaken at BCUHB from its
formation in 2009 until the current day and assess the actions undertaken
by the BCUHB Board as a result of these external reviews;

e Review any evidence of organisational learning at BCUHB from these
external reviews and other key national inquiries e.g. The Francis Inquiry
and Report (2013);

e Outline the importance of ‘Healthcare in North Wales is Changing’ to Older
Peoples Mental Health (OPMH) services from 2012 to the current day;

e Discuss what we know from a review of a range of HIW and other external
inspection visits to mental health facilities at BCUHB caring for older people
from 2009 to 2017;

e Describehowcurrentandrecentservice usersandservice userrepresentatives
experience the current systems, structures and processes of governance
underpinning older people’s mental health (OPMH) at BCUHB;

e Describe how former and current staff have described their experience of
the current systems, structures and processes of governance underpinning
older people’s mental health at BCUHB;
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e How useful is an understanding of the Hergest unit as a barometer of the
state of the systems, structures and processes of governance across OPMH
at BCUHB 2009 to 20177

1.2 What is ‘governance’ and why is governance important in
healthcare?

Healthcare governance is a general term for the overall framework through
which NHS organisations are accountable for continually improving clinical,
corporate, staff and financial performance. Governance therefore, is a word
used to describe the ways that NHS organisations ensure they run themselves
effectively and efficiently. Good governance in the NHS is about creating a
framework within which an NHS organisation:

e Provides patients with good quality and safe health care services;
e Istransparentin the way they are responsible and accountable for their work;

e Ensures it continually improves the way it works.

Good governance is maintained by the systems, structures and processes an
organisation puts in place to ensure appropriate management of its work. Good
governance is about how an organisation scrutinises its performance and deals
with poor practice and other problems. It is about how an organisation identifies
and manages risk, whether in terms of patient care, to its staff or to the
organisation as a whole.

Throughout the Ockenden review, the full report and this executive summary
report the definition of governance used is that adopted by the NHS in Wales.
For the NHS in Wales, governance is defined as:

“A system of accountability to citizens, service users, stakeholders and the
wider community, within which healthcare organisations work, take decisions
and lead their people to achieve their objectives.”

In simple terms, governance refers to the way in which NHS bodies ensure that
they are doing the right things, in the right way, for the right people, in a manner
that upholds the values set for the Welsh public sector. The effectiveness of
governance arrangements within an organisation such as BCUHB has a significant
impact on how well that organisation will meet their aims and objectives.

1.3 What are the Terms of Reference for the Ockenden
‘sovernance review’ at BCUHB and how have the
Ockenden team ensured they have met those
requirements?

The Terms of Reference for the Ockenden review of governance were presented
and discussed at the BCUHB Board on the 10th November 2015. The Terms of
Reference for the Ockenden governance review also outline in some detail the
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work of the HASCAS review, which was previously discussed at the BCUHB Board
on the 8th September 2015.

1.4 The Terms of Reference for the governance review led by
Donna Ockenden were required to:

e Review the systems, structures and processes in place prior to the closure of
Tawel Fan ward, in the Ablett unit at Ysbyty Glan Clwyd on 20th December
2013;

e |dentifyanyfailingsingovernance arrangements which may have contributed
to the failings of care on Tawel Fan ward;

e Review current governance arrangements in older peoples mental health
(OPMH) at BCUHB.

The Terms of Reference for the Ockenden review describe the need for an
‘independent review into the wider ‘ward to Board’ governance arrangements in
place at the time to identify any matters which may have had a bearing on events
in Tawel Fan ward. The Terms of Reference required the Ockenden team to
‘review the systems, structures and processes [of governance] in place prior to
the closure of Tawel Fan ward on 19th December 2013. The Ockenden team
were then required to identify any failings in systems, structures and processes
which contributed to the events/may have contributed to the failings of care on
Tawel Fan ward, and identify lessons for learning and actions to be taken within
a timely and specified timeframe (BCUHB 2015, page 2.) Lastly, the Ockenden
review of governance was also required to consider current governance
arrangements in place for mental health services for older people at BCUHB.

1.5 What is within the remit of the Ockenden review and
what falls outside its remit?

The Terms of Reference for the Ockenden review make explicit the areas of focus
for the Ockenden governance review and the areas of focus and anticipated
outputs from the HASCAS review. They state that the HASCAS review has the role
of focusing ‘on the concerns raised in respect of individual patients, and to their
care and treatment on Tawel Fan ward.’ It is not therefore the role or remit of the
Ockenden governance review to consider for example ‘the treatment of individual
patients and the actions of individual members of staff....

1.6 How has the Ockenden team ensured that the Ockenden
governance review was independent as required by the
terms of reference?

The Ockenden team visited North Wales as often as was required in order to
meet current and former BCUHB staff, current service user representatives and
attend as required meetings associated with the Ockenden governance review.
Other than this the Ockenden team have worked at a geographically distant
location to North Wales. In addition all administration of the governance review
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including transcription of interviews and written and telephone/email contact
with all interviewees including all staff and service user representatives has been
carried out by the Donna Ockenden team at our offices. All interviewees and
those participating in the governance review in any way have been able to make
direct contact with the Donna Ockenden team at our offices at any time
throughout the time the review has been underway.

1.7 What was Tawel Fan ward and how and why did Tawel
Fan ward close?

Tawel Fan ward was a seventeen bed ward in the Ablett Unit at Ysbyty Glan
Clwyd. The site is commonly known locally as YGC. The Ablett unit was made up
of four wards and is a separate building from the main hospital campus on the
Glan Clwyd Hospital site. The other wards found within the Ablett unit are Tegid
ward, (10 beds), Dinas ward, (twenty beds) and Cynnydd ward, (eight beds.)
Documentation provided to the Ockenden review describes Tawel Fan as a ward
that provided assessment and treatment for dementia patients.

1.8 Closure of Tawel Fan ward

Evidence has been provided to the Ockenden review team that Tawel Fan ward
closed in two stages, first being closed to admissions on the 13th December
2013. Secondly Tawel Fan ward was temporarily closed (and patients transferred
to either Bryn Hesketh unit in Colwyn Bay, approximately 10.5 miles away with a
fifteen minute car journey time or to Cefni Hospital on Anglesey if that was closer
to home) on Friday the 20th December 2013. The Ockenden review has been
advised by some participants in the governance review that some patients were
also admitted to EMI/care homes or discharged home but this ‘patient level’
detail has not been seen by the Ockenden review team, as consideration of
patient level detail was not part of the Ockenden governance review.

No evidence has been provided to the Ockenden review that the closure of Tawel
Fan ward was formally discussed at a BCUHB Board meeting prior to closure as
would be expected and usual practice. The Ockenden review team was provided
with five documents dated between the 13th December 2013 and the 14th
January 2015 that are relevant to an understanding of the events leading up to
and after the closure.

These comprise, in date order:

a) An SBAR (Situation, Background, Assessment, Recommendation) paper
for the Executive Director of Nursing and Midwifery, written by the then
ACOS Nursing (dated 13th December 2013);

b) An ‘In Committee’ Board paper described as ‘Briefing for the Health
Board’ dated 19th December 2013 and titled ‘Mental Health Services.
The majority of the paper is devoted to issues within the Hergest Unit
and Tawel Fan ward is mentioned only briefly on page 2. The section
around Tawel Fan ward refers to the completion of an SBAR document



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

and the escalation of this document to Executive level. The information
within this paragraph around Tawel Fan ward is presented as suggesting
that decisions to a) stop admissions to Tawel Fan ward and b) ‘planned
discharge/transfers of existing patients’ had already occurred prior to
this Board meeting;

c) A further briefing for the Executive Director of Nursing and Midwifery
with authorship as above and dated 21 January 2014;

d) A briefing paper for Healthcare Inspectorate Wales (HIW) from BCUHB,
(authorship unknown) in March 2014;

e) An informal briefing paper for the Chairman of BCUHB dated
14th January 2015 by the then Executive Director of Nursing and
Midwifery.

Of note within the SBAR paper is that five other services across Mental Health
are described as ‘in escalation’ in addition to Tawel Fan ward. The paper states
these are:

e Hergest unit (Ysbyty Gwynedd);

e North Powys;

e Cemlyn ward, Cefni Hospital,

e Hafan Day unit, Bryn Beryl Hospital;

e Heddfan unit, Older Persons Mental Health Unit, Wrexham.

The extent of the mental health services at BCUHB ‘in escalation’ as of December
2013 suggests a fragile mental health service approaching, if not already at crisis
point. In the documents seen by the Ockenden team Tawel Fan ward is described
as ‘undoubtedly a ward in difficulty’ and closure is recommended because of
significant staffing issues made up of a number of facets including:

e Short and long term sickness absence;
e Vacancies;

e A growing number of staff who have been redeployed to non-patient duties
with the potential of further redeployments.

In addition the Ockenden review team has seen evidence advising the BCUHB
Board that ‘The CPG is currently not assured that Tawel Fan is able to provide an
environment of care 24/7 which is consistent to safe standards of compassionate
care to the most vulnerable patients suffering from advanced dementia in the
present setting of Tawel Fan ward.

The rapidly approaching Christmas and New Year holidays were an important
part of the context at the time. (Tawel Fan ward closed on Friday the 20th
December 2013, Christmas Eve was the following Tuesday. It is likely that Monday,
the 23rd December 2013 would have been the last full ‘working’ or ‘office’ day
for many senior and Board level staff until the 2nd of January 2014, 10 days later.
In addition, Tuesday 24th December, (Christmas Eve) is likely to have been a
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‘half’ working day for administrative, senior and Board staff so the time of year
and timing was clearly a significant issue in the urgency of the ward closure.

1.9 Conclusion reached by the Ockenden team on the closure
of Tawel Fan ward

It is agreed by the Ockenden review team that it would be usual practice to have
briefed a full BCUHB Board prior to the decision to close a ward and the decision
to transfer patients to a neighbouring unit. This is especially the case as both
Bryn Hesketh and Cefni Hospital — which is where the Ockenden review team
have been told that patients were largely transferred to are 'standalone' units
without 24 hour medical cover. Therefore the patients from Tawel Fan ward were
transferring to very different kinds of care settings from one co-located on a
main hospital site. The timing and the context of the closure set out, as above so
close to Christmas 2013, with only one full working day remaining prior to the
Christmas break means that the Ockenden team is less critical of the BCUHB
Board at this time.

Usual practice would be that a formal ‘In Committee’ Board session should have
been called, which could have been called at the Board Development day. It is
also not clear to the Ockenden team if notice of the advice to close Tawel Fan
ward and the fact that this decision was being discussed was conveyed to
attendees prior to the Board Development session and whether this would have
led to potentially increased attendance. Had a formal Board session been called
atthe Board Development day, then a report could have been ‘tabled, (presented
at the meeting) minutes kept of the discussion and the recording of the discussion
of the decision to close the ward and what were (if any) risks to patients in
transfer to Bryn Hesketh and Cefni and the risk to patients in not transferring.
The Ockenden review has not seen details of such a Board discussion.

1.10 Assessment of the effectiveness of the governance
underpinning staffing, equipment and estates and a
number of other factors relating to Tawel Fan ward from
2009 to the current day

1.11 Staffing

Difficulties with staffing in Older Persons Mental Health (OPMH) from 2009 to
2013 were clearly not just associated with Tawel Fan ward. Evidence has been
seen by the Ockenden review team of wards needing to repeatedly merge
together in the Heddfan unit (due to poor staffing) and the BCUHB staffing bank,
(which was discussed as a concern by a number of interviewees throughout this
review) being unable to provide staff.

Due to shortage of beds, (caused by the merging or joining together of wards,
which had first been necessary as a result of poor staffing) evidence was also
seen by the Ockenden team of ward staff needing to consider admitting new
patients to beds already allocated to those patients on home leave. Ward staff
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were described as reluctant to do that as the patients on leave were on their first
weekend home and there was an increased risk of the patients needing to return
to the ward early if difficulties arose at home. Staffing on Tawel Fan ward at the
same time was described as ‘dire. In some wards staff describe patients
discharged ‘before they were ready’ and difficulties in admitting patients when
they required admission. As a result of poor staffing across OPMH extensive
evidence has been seen by the Ockenden team of poor rates of compliance with
annual appraisals and mandatory training. The Ockenden review has been
informed by multiple interviewees that staff were not able to leave clinical duties
to attend mandatory training over a prolonged period of time.

In 2014, after the closure of Tawel Fan ward management team minutes record
a lack of systems, structures and processes with the appointment of temporary
medical staff with minutes stating that an ‘agency locum staff grade doctor who
is not on our establishment’ was looking after patients at Bryn Hesketh. This
shows a lack of appropriate human resources processes for the recruitment of
temporary staff within OPMH after the closure of Tawel Fan ward.

Poor staffing appeared to be impacting on patient care on a number of fronts
including a stated lack of meaningful activity for inpatients described on the
wards. This had also been clearly described in the HIW visit to Tawel Fan ward in
July 2013 and the Dementia Care Mapping® exercise undertaken on Tawel Fan in
October 2013. These are both discussed in detail in the full report.

1.12 The management structure within the Mental Health and
Learning Disabilities, (MHLD) CPG from 2009 onwards

Many of the key leadership and management roles within the MHLD CPG were
part time. This includes the Chief of Staff who was responsible for the leadership
and management of the CPG from October 2009 onwards and the Associate
Chief of Staff (or ACOS Nursing) from August 2010 to the summer of 2012.
There was no one appointed to the role of ACOS Nursing from October 2009 to
August 2010.

There was a significant stripping out of management posts following the merger
creating BCUHB which left the MHLD CPG with a wholly insufficient management
structure to deliver mental health services across the six counties of North Wales.
This was recognised by two interim Directors of Mental Health from 2014
onwards with one post-holder describing the gaps in the management structure
as a ‘chasm. The incoming substantive BCUHB Director of Mental Health in
summer 2016 introduced a new 'holding management structure’ which was
made substantive at the end of 2017. This now ensures a fit for purpose
management structure within the MHLD Division going forward. This had taken
BCUHB four years after the closure of Tawel Fan ward to achieve.

1 See glossary
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1.13 What was the ‘Vacancy Control Panel” and how did this
impact on staffing in OPMH?

The ‘Vacancy Control Panel/ has been described throughout this governance
review by many interviewees as a process when vacancies that were approved
as essential by the then CPG had to go through a process of further Executive
scrutiny prior to approval for recruitment. The Ockenden review team has been
told that each CPG had to have a vacancy control panel which scrutinised and
agreed every vacancy. There was then a further process where each CPG agreed
vacancy would then get agreed (or not) via the Executive team of the Health
Board. A number of staff have told the Ockenden governance review team that
every vacancy had to be scrutinised by the Executive team, even those the CPG
had the budget for. Many staff have explained to the Ockenden team that when
a post went through the Executive led vacancy control process it would often be
returned to the CPG as ‘more information needed’ or with an instruction to be
resubmitted three months or six months later. This included clinically essential
posts. The Executive led ‘vacancy control’ process frequently added a significant
delay in the recruitment of clinically essential posts.

1.14 What is the situation around staffing to the current day in
OPMH?

Medical and nurse staffing continues to be a concern within OPMH at BCUHB to the
current day. Clinically based nurses across OPMH in BCUHB described to the
Ockenden review staffing in 2017 as ‘very difficult’ and as ‘constantly firefighting.
Nurses also described staffing as ‘worse now’ and state the OPMH service is using
‘a lot of agency staff. This has also been noted in recent reports by the North Wales
Community Health Council (NWCHC) and Healthcare Inspectorate Wales (HIW)
and raised as a concern by service users and service user representatives in the
‘Listening and Engagement’ events across the six counties of North Wales in the
spring and summer of 2017. As an example NWCHC undertook three unannounced
visits to Bryn Hesketh in 2016-17 and on the last of these visits in May 2017 said:
‘the hospital staffing issues are now in a desperate state....” (NWCHC 2017, page 1.)

Medical staff raised concerns with the Ockenden review team regarding the
number of locum medical staff in post as of summer 2017. As of the summer of
2017 the Ockenden review was advised that BCUHB did not have in place an
induction programme for locum medical staff. Service users and their
representatives reported a loss of continuity of care and having to repeat case
histories and problems repeatedly over a number of appointments due to the high
number of medical locums particularly in the ‘West.” Service user representatives
described in the spring/summer of 2017 how care plans agreed with one locum
doctor were then not put in place when that doctor left BCUHB and having to
‘chase’ for follow up appointments. Staffing remains an area of considerable
challenge for the MHLD Division as of the end of 2017 and is impacting significantly
on quality of care for service users and their families and on BCUHB staff morale.

2 See glossary
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1.15 Experience of low staffing levels in an inpatient mental
health unit in BCUHB as of October 2017

A letter was sent to the Ockenden review team containing an article from the
Daily Post newspaper dated 10 October 2017. The letter was from a front-line
clinical nurse who has contributed to the governance review. The nurse said ‘|
am sending you a copy of an article that was in last weeks ‘Daily Post’. | don’t
know who the member of staff is, but | do know that the staff | work with (and
myself) would agree with every word. It just demonstrates that nothing has
changed for the better’

The Daily Post newspaper headline reads: ‘We feel more like prison guards than
nurses’... life on the front line at North Wales’ stretched mental health units’.

In summary, in the article a North Wales mental health nurse professional spoke
of how she and her colleagues felt ‘exhausted, depleted and unheard’ in what
she called a ‘dangerous environment’ because of the strain the BCUHB mental
health service was said to be under as of October 2017.

The nurse went on to say “how would | feel about being a nurse? Vulnerable,
unsafe, unsupported by senior management, as they are ignorant to the fact it
happens — despite all the incident reporting. Why? Because they don’t go onto
the wards anymore. They stay in their offices telling the heads of the trust we
don’t have any issues, when clearly if they talked to the staff on the floor we no
longer feel safe’

The nurse also describes patients as ‘not safe as there are not enough staff’ and
‘patients remaining without medication due to no doctors on wards’ She added
‘money comes before staff and patient safety. | feel | am no longer a nurse but a
prison guard trying to keep the wards and patients safe’

BCUHB were reported as saying that it couldn’t comment on the claims but said
patient and staff wellbeing was of ‘paramount importance’.

1.16 The Ockenden review findings on equipment and estates
and other factors relating to OPMH from 2009 to the
current day

There are a number of references to long term estates problems across older
people’s mental health at BCUHB that did not seem to be resolved. These
included ligature risks that were a concern expressed in multiple HIW inspections
over many years. Across Tawel Fan ward until closure and other wards caring for
older people over many years and until the current time the following have
been raised:

e Changes required to bathroom equipment to make bathroom facilities
accessible for older people;

e Carpets and beds that needing replacing;
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e C(Cluttered areas with old furniture that needed removal;
e Decoration that needed attention.

Current and former staff raised a chronic lack of basic equipment as an issue
continually from 2009 to 2015. It was not raised with the Ockenden team as an
issue in the current day. Dementia support workers however did describe coming
into role in the last year, being provided with no or minimal equipment to fulfil
that role and having to ‘fund raise’ in order to buy basic equipment — despite
having no previous experience of fundraising. Service user representatives in
summer 2017 described equipment used for speech and language therapy as
not being fit for purpose — with Americanised vocabulary cards being used such
as ‘popsicle’ (ice lolly), ‘trunk’ (car boot) and ‘candy’ (sweets.) One daughter told
the Ockenden governance team ‘How on earth was dad to be expected to
understand these? The tools to help speech therapy are not available in English
let alone in Welsh!”’

1.17 Are problems with Estates across Older Persons Mental
Health, (OPMH) still a significant governance risk as of the
end of 2017?

Yes

From the perspective of a review of current governance arrangements across
OPMH in BCUHB lack of beds and the poor quality of the estate has been (and
remains) a key governance concern. This is raised as a concern in a number of
HIW reports over a prolonged period of time until late 2017. There is a continuing
lack of action and very slow progress made by BCUHB to resolve estates concerns
when raised as a governance, quality and patient safety concern by HIW and
others over many years and to the current time.

Following a visit to the Ablett unit in November 2017 HIW said of two wards
Cynnydd and Dinas: ‘we found that the environment of the two wards we visited
were not fit for purpose. Cumulatively, we believe that a number of the issues
we identified during our inspection represent a risk to patient safety....” (HIW
2018, page 3.) Although Dinas was not a designated ward for care of the older
person with mental health problems service users and advocates told the
Ockenden team that it was often used to provide care and treatment for elderly
people when Tegid ward in the Ablett unit was full.

On a positive note there has been extensive refurbishment of Bryn Hesketh unit
in Colwyn Bay which was described positively by the NWCHC in their
unannounced visit of May 2017 and improvements to Ysbyty Cefni, also
described positively by NWCHC in June 2017.
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1.18 Was there sufficient Welsh Government policy and
guidance around the systems, structures and processes
of governance available to BCUHB leading up to and
following the merger creating BCUHB in 20097

In responding to the Terms of Reference the Ockenden review team considered:
e The rationale and preparation for merger and the creation of BCUHB in 2009;

e The historical position across the NHS in Wales prior to the creation of
BCUHB in October 2009.

To understand the creation of the systems, structures and processes of
governance across BCUHB, the Mental Health and Learning Disabilities CPG and
OPMH the Ockenden review team needed to understand the context in which
BCUHB and its systems, structures and processes of governance was formed in
2009. A range of documents were considered by the Ockenden team and these
are discussed in more detail in the main report. The Welsh Assembly document
‘One Wales’ — A progressive agenda for the Government of Wales' — 2007 had
identified that a redesign of NHS structures was required to deliver effective
health care in and across Wales.

As a result of this the NHS in Wales underwent a major reorganisation in 2009.
The outcome was that the existing 22 Local Health Boards (LHBs) and 7 NHS
Trusts being replaced with 7 integrated Local Health Boards, responsible for all
health care services across Wales.

There were a number of social, health and financial challenges facing Wales at
the time of the merger creating BCUHB including:

e Anincreasing ageing population;

e More people living with chronic conditions;

e Challenges regarding health provision in rural locations;

e Increasing obesity rates and low levels of physical activity.

—

.19 Outcome of the 2009 NHS Wales reorganisation:

The NHS reorganisation came into being across Wales on 1st October 2009
creating single health organisations that were responsible for the entirety of
health delivery across a designated geographical area. This replaced the NHS
Trusts and local health systems that previously existed.

7 integrated Local Health Boards replaced the existing 22 Local Health Boards
and 7 NHS Trusts:

e Aneurin Bevan Health Board;

e Abertawe Bro Morgannwg University Health Board;

e Cardiff and Vale University Health Board;
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e Hywel Dda Health Board;

e Cwm Taf Health Board;

e Betsi Cadwaladr University Health Board;
e Powys Teaching Health Board.

1.20 What is Betsi Cadwaladr University Health Board
(BCUHB)?

Betsi Cadwaladr University Health Board was the largest of the nominated Health
Boards at its establishment on the 1st of October 2009. It provided a full range
of primary, community, mental health and acute services across the six counties
of North Wales (Anglesey, Gwynedd, Conwy, Denbighshire, Flintshire and
Wrexham) as well as some parts of Mid Wales, Cheshire and Shropshire. The
Health Board came into being following the merger 9 months earlier of 2 former
Trusts and 6 Local Health Boards in 2009:

e North Wales NHS Trust (formed from the previous Conwy and Denbighshire
NHS Trust and North East Wales Trust;)

e North West Wales NHS Trust;
e Anglesey LHB;

e Conwy LHB;

e Denbighshire LHB;

e Flintshire LHB;

e Gwynedd LHB;

e Wrexham LHB.

BCUHB currently serves a population of circa 670,000 people across the six
counties of North Wales.

As one of 11 CPGs at the time of merger, it could be said that the MHLD CPG,
Mental Health and specifically Older Persons Mental Health was a relatively
small part of the BCUHB Board’s responsibilities. However older peoples mental
health is a very significant issue in that it is acknowledged that people aged over
sixty are the greatest users of the NHS and according to the Older Peoples
Commissioner for Wales account for around 47%**of acute inpatients; of these
around 60% are expected to have a degree of cognitive impairment. Within a
general hospital setting older persons mental health needs including depression
and dementia can go undetected which can lead to longer inpatient stays, loss of
independence and a reduction in the chances of the older person returning
home to a pre hospital environment. All this can significantly increase care costs.’
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3 http://www.olderpeoplewales.com/Libraries/OPCW_Publications/Dignified_Care_Full_Report.sflb.ashx

4 https://www.jcpmh.info/wp-content/uploads/jcpmh-olderpeople-guide.pdf
5 https://www.rcpsych.ac.uk/pdf/jcpmh-publicmentalhealth-guide[1].pdf
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1.21 Was there sufficient guidance available from Welsh
Government and other agencies in the setting up of Local
Health Boards and the setting up of BCUHB specifically?

Yes

The Ockenden review team has scrutinised a large amount of documentation
from across the NHS in the UK, (much of which is referred to in NHS Wales own
documents) and documents published by Welsh Government, HIW and WAO
and The Older Peoples Commissioner for Wales. It is very evident that there was
sufficient guidance containing sufficient clarity around the requirements and
expectations of Local Health Boards including BCUHB from 2009 onwards.

1.22 The merger creating BCUHB

Interviews with current and former Board members have described the
arrangements put in place for the creation of BCUHB. It has been explained to
the Ockenden review team that the merger was overseen by a project board
chaired by the Chief Executive elect, with Chief Executives of the various
contributing organisations leading on particular work-streams. Progress on the
restructuring that ultimately led to the creation of BCUHB was described as being
reported to the Boards of the organisations that would go on to form BCUHB and
to Welsh Government.

Despite the precise arrangements outlined above by Board members;
communication with staff working throughout the merger that formed BCUHB
was often experienced as poor. A number of members of staff who worked within
the Mental Health and Learning Disabilities CPG, (MHLD CPG) within the ‘new’
BCUHB from merger described the confusion for (and lack of communication
with) staff at that time. This is discussed in greater detail within the main report.
Other members of staff described the lack of effort made by the BCUHB Board to
‘merge cultures’ post the merger which created BCUHB and told the Ockenden
team this ‘was a disaster waiting to happen...” Multiple members of staff have
described taking on huge pan North Wales roles following the creation of BCUHB
with many interviewees saying of their individual role in the ‘new’ BCUHB ‘It was
three separate jobs.

1.23 The BCUHB Board structure from 2009 to the end of
2013 — what do we know?

It is widely acknowledged that BCUHB had significant churn and organisational
turmoil in Board membership from its inception in 2009 until late in 2016.
The churn and turmoil has been made up of four key issues:

e Change in Board members, (leavers, joiners, and interim positions);

e Significant periods where both Board members and interim Board members
suffered ill health and other long absences;

U \Members of
staff described
the lack of effort
made by the
BCUHB Board to
‘merge cultures’
post the merger
which created
BCUHB and told
the Ockenden
team this ‘was a
disaster waiting
to happen....””

13



Independent governance review relating to Tawel Fan ward, prior to closure and current governance
arrangements in older people’s mental health

e ‘Acting up arrangements’ to cover the leavers, joiners and those absent for
illness and other reasons;

e Insufficient management capacity and long standing recruitment issues.

1.24 How successful was the adoption of a ‘clinically led
organisation’ at BCUHB?

It could have been, but it was not.

In the ‘new’ BCUHB from October 2009 operational delivery was based around
clinically led ‘Clinical Programme Groups’ (CPGs) across North Wales. The
structure had created a number of challenges. The progress to address the
challenges was slow. Any review of the CPG structure needed to ensure clear
connectivity, line accountability and geographical site management was realised,
along with sufficient time and resource for clinical staff appointed to senior
leadership roles to be able to perform in their roles. Evidence seen by the
Ockenden review team suggests that this did not happen.

1.25 Relationships between the CPGs, the Chiefs of Staff, the
Chief Executive and the Board of Directors

Multiple interviewees including Board members at the time and Chiefs of Staff
have commented on the very strong relationship, individually and collectively
between the Chiefs of Staff and the first Chief Executive of BCUHB. Former Chiefs
of Staff contributing to the Ockenden review have explained that they held
weekly meetings and on a more often than not basis the then CEO would join
them. These meetings were not joint with others, for example the Executive
Directors.

A number of current and former Executive Directors have reflected on the role of
Executive Directors in being given Executive responsibility for ‘oversight’ of a
number of CPGs. One Board member at the time explained that all the CPGs ‘fed
through’ an Executive Director. BCUHB had eleven CPGs and it was described
that four Executive Directors had circa 3 CPGs each. This appeared to be an
arrangement that again had not been thought through by the Board in how
effective it could be.

It has been explained to the Ockenden review team that to have the additional
responsibility of three or four CPGs to support, sponsor and oversee in a newly
merged organisation covering the breadth and depth of North Wales was clearly
not a workable solution and not one that an Executive Director could hope to
give more than cursory attention to.

1.26 Key points in understanding the relationship between
CPGs and the BCUHB Board:

e There was a strong relationship between BCUHBs first CEO and the Chiefs of
Staff which effectively disempowered the then Executive Directors;

14



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

e Long term concerns regarding the CPGs from the Independent members
were not acted upon;

e The role of Executive oversight of the CPGs, by some Directors (not all) has
been described by a number of Executive Directors as one that could be
given only nominal or cursory attention. It was ineffective as a method of
Board scrutiny. This was a ‘sticking plaster’ approach to the equivalent of a
major haemorrhage and did not contribute to the likelihood of success at
BCUHB going forward.

1.27 BCUHB and its development of its governance structure
post-merger in 2009

Many external reviews (and all of the staff interviews for the Ockenden governance
review) describe that the development of governance structures in the new
BCUHB ‘was left to them’ (the CPGs). This meant that each individual CPG had
autonomy and accountability for the implementation of governance and reporting
arrangements. This autonomy is described as having a significant impact on the
implementation of a number of governance processes across BCUHB 'including
those associated with safeguarding’, and management of the ‘concerns’ process.

Multiple interviewees participating in the Ockenden governance review have
noted that there was no specific governance framework or objectives for CPGs
to follow. There was also agreement from interviewees, (and the documentary
evidence seen) that CPGs and the CPG leadership teams were generally more
confident in the management of operational issues, performance and finance,
but generally had significantly less experience in governance including quality
and safety.

Evidence has been provided to the Ockenden review that the Mental Health and
Learning Disabilities CPG delivered their first report to the BCUHB Quality and
Safety Committee (or Q and S) in October 2010, a year after the formation of
BCUHB. The next appearance to the Q and S Committee was well over a year
later (not until March 2012.) From evidence seen it would appear that from 2009
until the closure of Tawel Fan ward the CPGs presented to the Q and S Committee,
as a committee of the BCUHB Board only annually. This was insufficient.

1.28 What were the reports and feedback around the systems
structures and processes of governance from the external
scrutiny, external reports and reviews into BCUHB from
2012 onwards?

The Ockenden review team have considered a range of external reviews into
BCUHB from 2012 onwards. These are considered in detail in the main report.
Also considered by the Ockenden review team is the Francis Report (2013) and
BCUHBs response and actions following publication of the Francis report.

The year 2012 saw the beginning of a long continuum of external reviews into
BCUHB that continue to the present day. Some of these external reviews are
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seen to commence very shortly after the completion of the preceding review.
There is little if any evidence of the BCUHB Board ‘learning’ from these external
reviews and in some cases the external reviews do little more than ‘commend’
the recommendations from previous reviews and go on to recommend that the
BCUHB Board implement previously known about recommendations. Despite an
extensive review of more than three thousand two hundred documents by the
Ockenden team there is little evidence of BCUHB wide organisational learning
from these multiple external reviews for a number of years after the closure of
Tawel Fan ward. The most recent joint review by HIW/WAO published in June
2017 describes progress in a number of arenas but concludes ‘several of the
most pressing challenges that we identified in 2013 continue to remain evident,
some four years after our original report..” (HIW 2017, page 4.)

With specific reference to the BCUHB Board many of the external reviews focused
on concerns around Board behaviours, effectiveness and relationships with again
a number of the external reviews repeating the recommendations and
requirements of previous reviews. Concerns were also expressed regarding the
way information was presented to the Board. There were significant concerns
around performance management and accountability arrangements over a
prolonged period of time. Many of the reviews gave the BCUHB Board the same
messages including that within BCUHB there were/was:

e |nconsistencies in incident reporting

® Inconsistencies in receiving information

e |nadequate systems, structures and processes of governance

e Inadequate Board scrutiny

e A failure to ensure an effective ‘line of sight’ from 'Board to Ward’

e Afailureto ensure the adoption of essential BCUHB wide systems, structures,
processes and policies with ‘legacy policies’ and ‘workarounds’ in use for
many years after the birth of BCUHB

e A failure to ensure adequate resourcing of key posts essential to keeping
patients safe

From 2009 until at least mid-2015 the BCUHB Board was not analysing or
scrutinising with sufficient rigour the gap between the Board and the ward(s)
across the six counties of North Wales. There were fundamental issues relating
to the inability of the Board in holding the CPG(s) to account and the mechanisms
for escalating concerns from the individual CPGs to the Quality and Safety
Committee to the BCUHB Board needed to be reviewed and strengthened. The
systems, structures and processes of governance underpinning clinical care
across BCUHB were clearly contributing to continuing and significant risks to
patient safety. The BCUHB Board from 2009 onwards were far too slow to
recognise this.

There was an urgent and ongoing need to ensure effective lines of communication
and accountability between the CPG(s) and the hospital management teams and
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then the Board in order that concerns which impacted on the quality and safety
of patient care were identified and addressed. A key component of these
concerns and found within many of the external reviews was a lack of Board
action on estates that were not fit for purpose over a prolonged period of time.
This was despite the creation of multiple action plans seen by the Ockenden
team describing how these matters were intending to be ‘put right.’

1.29 Findings on the complaints process within the CPG and
BCUHB at the time of the first Ockenden report and
progress made to date

Feedback from the relatives who spoke to Donna Ockenden in spring 2014 as a
part of the first Tawel Fan review were in line with the criticisms found of the
BCUHB ‘Concerns’ and ‘Putting Things Right’ process found within two external
reviews commissioned in 2013. The NHS Wales Shared Services Partnership
(NHSWSSP) review of 2013 focused on BCUHB’s management of complaints and
its ability to learn lessons from them, finding limited assurance overall. The NHS
Wales Delivery Unit’Review of Management of Concerns’ report dated December
2013 found that it was ‘not possible to obtain assurance that [BCUHB] has
adequate mechanisms in place for managing concerns and learning lessons.’

Concerns from Tawel Fan families interviewed for the first Ockenden review
included:

e The length of time taken to investigate concerns;

e The lack of an accurate written response or minutes of meetings when
requested.

These concerns have also been repeated in the extensive service user and service
representative engagement by Donna Ockenden across the six counties of North
Wales that took place in the spring/summer of 2017. Reluctance to use the
current ‘PTR’ and ‘concerns’ process and either fear of raising or reluctance to
raise concerns regarding poor care was also a repeated theme during the 2017
engagement events. This is discussed further in the main report and the reader
is recommended to consider in full the feedback from service users and service
user representatives found in the appendices of the main report.

Executive ‘ownership’ of the ‘concerns’ process at BCUHB is known to have
changed four times since 20009. It is recognised that extensive work has been
undertaken by a number of Executive leads since 2013 to reduce the backlog of
‘legacy’ (or out of date) complaint responses and information has been seen by
the Ockenden team who acknowledge that this work is continuing to the current
time with determination. However the experience of service users and service
user representatives when making a complaint remains poor, particularly when
dealing with a complaint of a ‘historic’ nature. A number of the case studies in
the main report deal with this matter specifically and the Ockenden team have
seen first-hand the distress caused to families at the ongoing failure of BCUHB to
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deal in an appropriately timely way with complaints perceived as very serious by
families.

1.30 What are the key points from consideration of the
evidence around the systems, structures and processes
of governance at BCUHB from 2009 to 20157

A comprehensive range of external reviews by a number of different organisations
until 2015, (with the imposition of 'Special Measures' in June 2015), shows that
the Board of BCUHB had completely failed in the first six years of the organisation
to put in place a system for effectively investigating serious incidents, ‘Never
Events’ and patient and family complaints. In the absence of investigating these
issues appropriately BCUHB was unable to learn from them. External reviews in
2013 found evidence of repeated ‘Never Events’ where BCUHB had failed to
investigate effectively and therefore failed to learn. There was also a significant
backlog of ‘open’ serious incidents and where serious incidents had been closed,
a significant number needed to be reopened and reinvestigated.

From a governance and patient safety perspective 2012 saw the start of a lengthy
series of external reviews telling the BCUHB Board very clearly that there were
significant flaws in their ability to understand the real nature of the risks facing
their organisation. The Clostridium Difficile outbreak in Ysbyty Glan Clwyd from
January to May 2013 culminating in 96 known and reported cases from January
to May 2013 was of the most catastrophic nature. This is discussed in greater
detail in the main report.

1.31 Summary

The Clostridium Difficile Outbreak at YGC in 2013 — What went wrong with the
systems, structures and processes of governance underpinning infection
prevention and control and to what extent, (if any) did these failures mirror
events leading to the closure of Tawel Fan ward and beyond?

The key failures of the systems, structures and processes of governance in the
management of the C. Difficile outbreak at YGC was that a higher than comparable
incidence of healthcare acquired infection was not recognised. The BCUHB Board
failed to recognise itself as an outlier. (Duerden 2013).

This resonated with the lack of action BCUHB took following the Healthcare
Inspectorate Wales (HIW) Mental Health Act visit to Tawel Fan ward in July 2013.
Those receiving the feedback from the visit on the day failed to realise the
seriousness of the issues raised. A member of the Board was not present for
feedback, there has been no evidence seen by the Ockenden review that the
feedback was shared with either the CPG Chief of Staff or the Executive team.
Finally, there was a significant failing in the systems, structures and processes
within HIW at the time in that communication from HIW to the then interim CEO
at BCUHB was also significantly delayed from July 2013 to October 2013. When
Dementia Care Mapping raised equally serious concerns on Tawel Fan ward
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three months after the HIW visit there was again little (if any) evidence of prompt
or effective action by BCUHB.

1.32 Key points: Where do concerns within the Duerden
Report (2013) resonate with concerns found within
OPMH?

e Aswith boththe Mental Health and Learning Disabilities CPG, and specifically
OPMH, safeguarding and Deprivation of Liberty Standards, (or DolS)
Duerden (2013) found a grossly insufficient infection prevention and control
(IP&C) management structure at BCUHB leading to a lack of leadership and
action on key issues over a prolonged period of time.

e As with OPMH there was a lack of adequate training provided for ward staff
in key areas of practice.

e As with OPMH there were considerable estates issues (and a failure to
respond to concerns around estates provision) for both IP&C and OPMH for
many years until the current time- the end of 2017.

e As with OPMH the way in which healthcare acquired infection issues were
reported to (or understood by) the Board led to false assurance and
complacency. For OPMH this can be seen in the two Board presentations by
the OPMH team around ‘Healthcare in North Wales is Changing’ (July 2012
and January 2013) and the two visits by the MHLD CPG team to the BCUHB
Quality and Safety Committee in October 2010 and then not until March
2012. All four of these meetings on critical issues affecting Older Persons
Mental Health care provided the Board and its Quality and Safety Committee
with untested and unchallenged assurances.

e As advised by multiple staff members representative of nursing, consultant
medical colleagues and ‘support functions’ to OPMH mental health in general
and most specifically safeguarding adults and older persons mental health at
the time appeared to have had a low priority at Executive level and in
the clinical management system through the CPGs. This was the same
situation faced by infection prevention and control at the time according to
Duerden (2013).

1.33 What did the first joint HIW/WAO review of governance
tell the BCUHB Board in 20137

The first joint HIW/WAO review of governance arrangements at BCUHB took
place in June 2013. This again highlighted very significant failings in the way the
Board operated at BCUHB and can be seen as a continuum in the very serious
nature of failings already highlighted to the Board by HIW, Public Health Wales
and Professor Duerden. In the midst of this came further external reviews
regarding the management of ‘concerns’ at BCUHB throughout 2013 from the
NHS Wales Shared Services Partnership, Audit and Assurance service and the
NHS Delivery Unit. These external reviews and their subsequent reports, (all of
which are discussed in greater detail within the main report), highlighted a lack
of assurance around the recording, investigating and learning from complaints

There were
considerable
estates issues
(and a failure to
respond to
concerns around
estates provision
for both IP&C
and OPMH for
many years until
the current time)
— the end of
2017.7”

‘U Mental health
in general and
most specifically
safeguarding
adults and older
persons mental
health at the
time appeared
to have had a
low priority at
Executive level
and in the
clinical
management
system through
the CPGs.”?

19



Independent governance review relating to Tawel Fan ward, prior to closure and current governance
arrangements in older people’s mental health

and serious incidents in BCUHB with significant concerns around BCUHBs
timeliness and systems, structures and processes in investigating and ‘closing’
complaints and serious incident reviews.

1.34 The Francis Report® (2013)

The Ockenden review team considered and discussed twelve papers presented
at the BCUHB Board and various BCUHB committees and meetings throughout
2013 concerning the Francis Report published in February 2013. For further
details on the report of the Francis Inquiry see the link below.

The purpose of the Ockenden review team considering the papers arising from
multiple BCUHB discussions regarding the Francis report was to assess the action
taken by BCUHB following the publication of the Francis report in 2013.

1.35 What was the significance of the Francis report to care of
older people with mental health problems in BCUHB in 20137

It was hugely significant.

The publication of the Francis Report (2013) was some ten months before the
closure of Tawel Fan ward in December 2013 and thrust the care of vulnerable
elderly people into a national (UK wide and Wales wide) spotlight. It would have
been reasonably expected that:

e All NHS bodies would have undergone a thorough review of their systems,
structures and processes of governance to ensure that the systems they had
in place, specifically around the care of vulnerable older people were robust
enough to have accurately captured concerns from staff, patients and
families in a timely manner.

e Secondly, and with reference to the Francis Report (2013), that all NHS
bodies were able to provide evidence of organisation wide learning.

1.36 Key point: How much progress had the BCUHB Board
made with responding to Francis by November 20137

Very limited, the Quality and Safety Committee paper of the 7th November 2013
refers and is discussed in greater detail in the main report. The paper provided
an almost identical overview of information previously discussed on multiple
occasions in various forums. At this point in November 2013, eight months have
passed since the publication of the Francis Report. The language still focuses on
‘analysis’ in the future tense i.e. the Director ‘will need’ rather than a plan focused
on current action and measurement of progress. This is against a history of two
previous reports to the Quality and Safety Committee and many months following
the publication of the Francis Inquiry.

5 http://www.wales.nhs.uk/sitesplus/documents/861/13_046.4%20francis%20report_findings%200f%20public%20
enquiry%20mid%20staffs%20nhs%20foundation%20trust%20final.pdf (accessed on 28th January 2018)
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The previous reports were consistent with the presentation of this one with a
complete absence of robust and measureable data.

1.37 What conclusion does the Ockenden team draw from
the way in which BCUHB responded to the 2013
Francis report?

In its response to the Francis report BCUHB showed itself to have an overall lack
of systems, structures and processes of governance with which to drive forward,
in a timely manner the Francis recommendations. This was further evidenced
within the three reviews into maternity services in YGC in 2012 and 2013, the
Public Health Wales Report, (2013) the Duerden report, (2013), the external
reviews of the ‘concerns’ process throughout 2013, the Good Governance
Institute review (2014), the Ann Lloyd Report’ (2014) and both the first (2013)
and second Joint HIW/WAQO review (2014). All of these reports had significant
relevance to the delivery of Mental Health care and specifically Older Peoples
Mental Health care as provided by BCUHB.

1.38 What do we know from a review of a range of HIW and
other visits to mental health facilities at BCUHB caring for
older people from 2009 to 20177

HIW reviews and inspections happen in a large number of BCUHB services
associated with the care of vulnerable elderly people over a period of time in
excess of seven years. There are some clear examples of good practice over the
period of these reviews. BCUHB staff are frequently commented on in a positive
way. The good practice seen is often despite (rather than because of) any specific
interventions by either the CPG management team or the BCUHB Board over the
timescale, particularly from 2009 to 2016. Throughout these reports and over
this prolonged period of time there are a long catalogue of issues that are similar
across many of the HIW inspection reports. These are repeated across multiple
units with very little assurance that the situation is improving. These include:

e Estatesthat are neither fit for purpose, maintained adequately or addressing
risks to patients — e.g. ligature risks left in place for several years following
on from HIW raising concerns about them in multiple visits.

e ‘Too many patients with too few beds’ and a lack of availability of alternative
models of care to inpatient care.

e Inadequate numbers of staff and staff not engaged in the appropriate work
for their skillset.

e Long term concerns over medical staff numbers and ways of working.

e Lack of staff training (both mandatory and developmental.)

7 http://www.wales.nhs.uk/sitesplus/documents/861/Ann%20Lloyd%20Report.pdf
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e Concerns regarding record keeping and formats — These concerns are found
at all levels from Mental Health Act documentation to risk assessment, care
planning and documentation of physical care provision.

e lack of psychology, occupational therapy interventions and meaningful
activities for patients.

e Poor standards of cleanliness.

e Staff who demonstrate a lack of understanding of concepts of consent and
capacity.

Action plans following on from HIW visits over the period of seven years have
varied from the perfunctory to the more recent detailed action plans from 2017
that start to link to the wider governance systems within the Division and BCUHB.

There is frequently no description of how the interventions are to be monitored
nor do the local management systems within the CPG or the Division give any
convincing evidence that the reports are given much time, consideration or
review. Response to HIW visits, reports and action plans appear to be largely
thought of and treated as a necessary task to be completed after one visit. Action
plans from 2009 to 2016 seem to be developed in isolation. There is no evidence
to the current time that lessons learnt from an HIW inspection visit in one unit
are transferred to other units or care settings although many problems found by
HIW are repeated across many units e.g. training, documentation, estates, lack
of patient activities and medical and nursing staffing.

Opportunities were lost to highlight problems with the HIW Mental Health Act
visit to Tawel Fan ward on the 17th July 2013 and the subsequent delay by HIW
in writing to BCUHB, following that visit on the 10th October 2013. However,
even on receipt of the letter the very basic action plan developed by the then
CPG team showed a lack of understanding of the very serious issues identified by
the July 2013 visit. In addition, verbal feedback had been given on the day to
relatively senior members of the CPG team and the review has not found any
evidence that this was fed up through any CPG governance structures to the
Chief of Staff and onwards to the Executive team/Board. HIW (2017) noted that
significant changes have been made to HIW processes that will mitigate this
issue in the future. (Letter HIW to Ockenden D, February 2017)

In conclusion, all of the wards visited by HIW across BCUHB providing care to
vulnerable elderly people have experienced very significant problems in the
period of time reviewed (from 2009 to the current day.) There was little evidence
found by the Ockenden team of any significant ‘lessons learned’ from events on
Tawel Fan ward. Had lessons been learnt across the provision of elderly mental
health care in the CPG as these visits and their subsequent action plans occurred
many of the ongoing and recurring problems seen are likely to have been
preventable. The role of HIW in ensuring that basic processes are in place to
keep vulnerable elderly people safe has been strengthened to a degree over
time but the resource implications and level of attention still required of HIW in
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monitoring the older persons mental health services at BCUHB at the level which
still appears to be necessary in late 2017 are significant.

1.39 Summary and conclusions of the Ockenden team around
the systems, structures and processes of governance in
the Hergest Unit to the current day:

The reports of Healthcare Inspectorate Wales (HIW) from 2009 to 2017 and other
independent reviews including the Royal College of Psychiatrists (2013), the
Holden review (2014) and a partially complete external review at the end of 2012
reveal a unit with significant problems over the period from late 2009 to 2016
when it appears that improvements are starting to be made. A number of
continuing themes and concerns run throughout this period including staffing
issues, both medical and nursing, poor compliance with training, significant
problems with estates, clinical records, Mental Health Act administration, bed
usage, lack of support services such as occupational therapy, and poor relationships
with the senior management team. Many of these issues start being noted by
HIW in September 2009. Not surprisingly there are long term problems noted
with staff morale with staff being described as under significant pressure and the
wards within the Hergest unit running on ‘staff goodwill’ for many of those years.
Throughout these years, many of the recommendations made by HIW were
repeated over and again, with limited success by BCUHB in resolving the issues.
Multiple action plans, often repetitive have been considered by the Ockenden
review team covering the period of time 2010 to the current time.

There were attempts throughout 2013 using the Hergest Improvement Plan,
(also known as the HIP,) to make improvements in the Hergest unit for the
benefit of patient care and staff wellbeing. This initiative is noted positively by
the Holden investigation. However, the delivery of the multiple work streams,
concurrently, at pace and with limited ward staff engagement proved ineffective
according to Holden.

Some information regarding the Hergest unit and its long term issues is fed
upwards through the then Health Board governance structures. This does not
appears to have had a positive impact upon the process to support the Hergest
unit. The reports presented to the Health Board governance structure, both
Committees and the Board outline the work done in a very bland way but do not
accurately represent any of the significant difficulties experienced in making the
changes required over many years. One BCUHB Board member told the Ockenden
review team at interview ‘I think to caricature it, you know, that actually we were
doing alright in the West until we became part of this organisation...” Whilst this
was not entirely true, in that some issues of concern were identified at the
Hergest unit by HIW as early as September 2009 it is correct that review of
extensive HIW and other external reports showed the failure of the BCUHB Board
tosupportthe Hergest unitin meeting multiple (and repeating) recommendations,
as was clearly required over many years from 2009 to 2016.
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The multiple HIW reports also appear to have little impact within the Clinical
Programme Group to judge by the minimal details around the Hergest unit found
within minutes of the senior management team meetings, the Operational
Group or the later Senior Leadership Group, from 2010 to 2016. Comments on
the repeated HIW visits are minimal sometimes just acknowledging the reports,
and that responses had been made. Whilst many of the recommendations are of
central importance to themes that run throughout these meetings including
training, staffing levels, estates, clinical notes, psychology and activities, the
recommendations and action plans do not appear to have been scrutinised in
any detail by these groups and there is no structured follow up to ensure that
actions have been completed. The shortcomingsin progress are clearly recognised
in the Quality, Safety & Experience Sub Committee by February 2015 but there is
little evidence over the coming yearthat this has anyimpact onlocal management.
In discussing whether a response would be received to concerns raised within
the CPG staff members have confirmed these were escalated to the then senior
leadership team in the CPG. In responding to whether a response would be
received one member of staff told the Ockenden team ‘Occasionally, sometimes
the response was a bit unclear, you'd get a response but it wasn’t always clear
what it meant...”

Itis of concern that HIW continually raised these issues with the Health Board often
in a timely manner and always in a very clear manner. HIW subsequently received
multiple action plans from BCUHB but changes did not happen. The period of time
covered by these reports was one in which the HIW was under scrutiny from the
Welsh Government which recognised some of these concerns and significant
changes to the organisation have been made (see National Assembly for Wales
Health and Social Services Committee Inquiry into the work of HIW (2013) and
Marks (2014) An Independent review of the work of Healthcare Inspectorate Wales;
The way ahead to become an Inspection and Improvement Body?.

1.40 A Summary of Progress — Joint review® undertaken by
Healthcare Inspectorate Wales and the Wales Audit
Office’ with recommendations that had significant
relevance to a review of the current systems, structures
and processes of governance at BCUHB. (June 2017)

1.41 What progress had the BCUHB Board made in developing
effective governance arrangements by the summer of 20177

This was the third joint report into governance arrangements at BCUHB by HIW
and WAQO, and was published in June 2017 (previous reports were in 2013 and
2014 and are covered in greater depth in the main report.) The 2013 and then
2014 report followed the original concerns raised regarding BCUHB in 2012. The
2014 joint review by HIW/WAO considering progress made by BCUHB since the

8 http://www.powysthb.wales.nhs.uk/sitesplus/documents/1145/Board_Iltem_5.1a_Independent%20Review%20
of%20HIW_Appendix%201_EXECUTIVE%20SUMMARY.pdf

° https://www.wao.gov.uk/system/files/publications/An%200verview%200f%20Governance%20Arrangements%20
-%20Eng.pdf
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original 2013 report acknowledged that there had been significant improvements
made by the BCUHB Board between 2013 and 2014.

However in considering progress made since the 2014 joint HIW/WAO review
many of the proposals identified as necessary in 2014 had not been implemented
and the pace of change had not been maintained. HIW said ‘Several of the most
pressing challenges that we identified in 2013 continue to remain evident, some
four years after our original report.” (HIW/WAO 2017, page 4.)

The financial challenges faced by BCUHB combined with the lack of strategic
plans for the development of clinical services across North Wales, (HIW 2017
page 4.) and the continuing concerns regarding leadership, governance and
progress in BCUHB resulted in the Minister for Health and Social Services placing
the Health Board in ‘Special Measures’ in June 2015. This is covered in greater
detail in the main report.

As part of the special measures programme announced in June 2015 five key
improvement areas were required of BCUHB:

1. Governance leadership and oversight,

2. Mental health Services,

3. Maternity services at Ysbyty Glan Clwyd,

4. GP and primary care services including 'out of hours' services,

5. Reconnecting with the public and regaining public confidence.

(HIW/WAO 2017, page 5.)

The report was clearly stated not to be a review or assessment against Welsh
Government’s special measures assessment framework. The report followed the

previous format of consideration of the 4 original themes from the 2013 and
2014 joint HIW/WAO reviews:

1. Effectiveness of the Board and its committees,

2. Strategic planning and development of sustainable services,
3. Management and organisational structures,
4

. Quality and safety arrangements.

1.42 Effectiveness of the BCUHB Board and its Committees —
what was the position as of summer 20177

HIW and WAO recognised the ‘visible improvements’ in the effectiveness of the
Board and its Committees that had taken place since the 2014 review. (HIW/
WAO 2017, page 8.) The concerns relating to Board behaviour and Board cohesion
were no longer apparent. The Executive were providing a stronger collective lead
that was assisting BCUHB to progress a resolution of ongoing concerns:

e Communication with the whole Board had improved with the addition of
the daily briefing circulated to the Independent Members;
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e Board development sessions were described as well attended and they had
been used constructively as part of individual development;

e Both Board administration and discipline had improved in line with
timeliness, Board behaviour and etiquette and the content of Board papers;

e There were positive improvements with regard to Committee working
however further work was still required to ensure that sufficient detail was
provided without stepping into operational management function.

In interview one Board member told the Ockenden governance review team
‘It now feels like a much more active team of Independent Members, it’s a much
more balanced skillset.......we have very open transparent conversations....and
there’s much more sharing of information and peer mentoring....so it is a lot
healthier state than when | first came in...” In interview (April 2017), another
Board member, noted the improvement in Board papers ‘they are a lot better,
because the message has got through about what we want.. The Board member
continued and discussed the current discipline around Board papers that still
requires improvement ‘You'll find that some people are saying oh, it’s not ready
today, we’ll have to take it,......so it’s still getting people.... into that discipline..

1.43 What was the situation around performance
management at BCUHB in summer 20177

Performance management was found to be improving. (HIW 2017, page 8.)
As BCUHB further developed its strategy this would need to be an area requiring
ongoing review and development. A Board member said of the progress made to
date ‘I think there is a discernible difference. | think it is still work in progress and
it’'s something the Board needs to be very mindful of over the next couple of
years in terms of moving things forward, but | think there are some positive
things there...” Asked at interview where BCUHB would score out of a possible
ten the Board member replied ‘Where would | put the organisation? Probably in
the six or seven domain....”

Reflecting on the progress made at BCUHB as of April 2017 another Board
member stated at interview with the Ockenden review team that ‘on every
indicator we’re in a better place but we’re nowhere near where we should be
but there’s been no deterioration in some of the performances, the staff survey
results were all improved in terms of scores on the staff survey, across the board,
but again not where they should be......a Board that had in the past got used to
mediocrity and its baseline was a bad baseline.....this (April 2017) is where we
should have been then and it’s not where we should be, but at least we’re not
getting worse....the Board has got itself now where it is a bit more confident, a
bit more prepared for real change...the firefighting isn’t as prevalent now....so
we’ve got the platform...now is the era of real progress and change...’

In summarising the position within BCUHB in June 2017 a member of staff
working at Board level was asked if the views of some colleagues describing
BCUHB's progress as ‘green shoots’ was accurate. The staff member responded
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to the Ockenden team ‘I think it would be naive and arrogant to think there is not
significant further work to be done despite early ‘green shoots.” We still have
major challenges in relation to our financial position and do not yet have an
approved 3 year plan. There is much to be done to rebuild the confidence of the
public and our partners and all of that has an impact on the quality, safety and
experience of care provided...”

A further current Board member reflected on the composition of the Board in
April 2017 and their ability to be able to move BCUHB forwards at appropriate
pace and with appropriate rigour. ‘The same people were around the table when
| came into my role as had been there, certainly in the previous year and it creates
an amount of difficulty. | think it’s ... just not around governance, there’s an issue
of capacity and capability in other key roles around the Board table, even today...’

1.44 What did HIW/WAO (2017) find on strategic planning
and the development of sustainable services at BCUHB
inJune 20177

The Health Board was required as part of the NHS Wales Finance Act to prepare
an Integrated Medium Term Plan. (IMTP) This was a statutory requirement.
However, for a range of reasons (which are described in more detail in the main
report) BCUHB had not been able to approve an IMTP. In line with the special
measures improvement framework, the Board had agreement from the Welsh
Government that it could continue to operate on the Annual Operating Plan
arrangements.

The 2017 joint HIW/WAO review found that positive steps had been taken as
regards improving risk management at BCUHB. However there remained a
requirement for continued focus on the balance of detail and content and
ensuring the correct risks are identified, described, acted upon and escalated.

The WAO had noted that the Board in the absence of the IMTP have developed
a Corporate Risk and Assurance Framework (CRAF). Whilst this was a pragmatic,
‘workaround’ solution, the lack of clarity around BCUHB’s objectives could be a
barrier to the development of a robust Board Assurance Framework. The review
found that strategic development had not progressed in the short term. This
needed to be an area for continuing future development.

One Board member told the Ockenden review at interview ‘it’s a frustration that
the organisation can’t move forward more quickly.....because it doesn’t have a
plan...” This Board member continued at interview: ‘The organisation’s come
from a place where it never had a clear strategic direction. It had ‘Healthcare in
North Wales is Changing’ but that was almost like a picking bits of services rather
than taking that overview’

The Board’s overarching strategic approach had been set out in ‘Living Healthier,
Staying Well'",
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There had been opportunities for the local population to become involved in the
future direction of BCUHB via this initiative. The 2017 joint HIW/WAO review
cited a positive change in BCUHB’s level of public engagement process and the
current progress was found by the joint review!! to be both comprehensive and
continuing to develop.

HIW/WAO (2017) stated that they did not have clarity that BCUHB had ‘the
capacity and capability to deliver the complex change agenda that is needed’
(HIW/WAO 2017, page 20.) The original 2013 joint HIW/WAO joint review cited
medical recruitment and financial sustainability of current services as an issue of
considerable concern. There was little evidence of long term solutions identified
inthese two critical areas and without clear direction potential financial instability
would impact on the ability of BCUHB to deliver the requirement of an IMTP.

The delivery of this was critical to allow BCUHB to return to sustainable financial
balance. A Board member told the Ockenden review team in interview in April
2017: ‘On every indicator we’re in a better place but we’re nowhere near where
we should be.....

Overall the financial position in BCUHB in 2017 was found to be unacceptable
and untenable. The Board had led a pan BCUHB benchmarking exercise to
identify examples of inefficiency. Whilst the understanding of the issues were
becoming clearer, how this would be translated into the IMTP still lacked clarity.
However the 2017 joint HIW/WAO review found the Board was beginning to
address some key longstanding clinical issues. A Board member agreed with the
findings of the joint HIW/WAO review and stated at interview with the Ockenden
team in April 2017 ‘We're overspending and underperforming, so that’s not
good....And the frustration, what keeps me awake is the fact that we’ve got
enough money, we just don’t spend it terribly well, we’re inefficient, we’ve got
variations in outcomes clinically still..

1.45 What did HIW and WAO (2017) say on BCUHBs
management and organisational structures as of
June 20177

HIW/WAQO acknowledged that there had been significant work undertaken
regarding the new BCUHB organisational structure which had been reviewed
positively. The structure provided clear lines of accountability and allowed for
increased capacity. The previous Clinical Programme Group (CPG) structure had
been replaced with a new ‘Divisional structure’.

1.46 What did HIW and WAO (2017) say on Mental Health
services at BCUHB as of June 20177

HIW noted that there were concerns regarding failure to escalate concerns about
Community Mental Health teams. When progress was not achieved escalation
did not happen (HIW 2017, page 23) but strengthened arrangements between

11 See example in link https://www.bcugetinvolved.wales/lhsw
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BCUHB and the Local Authority had since been put in place. HIW noted that
‘issues relating to quality and safety are now identified and reacted to more
quickly than might have been the case previously.” HIW stated that ‘the mental
health service is at the start of a long journey and a sustained effort will be
required to ensure that a culture exists which encourages issues to be acted
upon quickly and effectively...’

It is stated by the 2017 joint HIW/WAQO review that mental health services at
BCUHB were beginning to emerge from a period of concern but the need for
wider cultural change would not be rectified in the short term. There needed to
be a continued emphasis on the early escalation of issues to ensure they were
acted upon quickly and effectively. There would also be the need for BCUHB to
respond effectively to the HASCAS and Ockenden reviews into mental health
services once published.

HIW (2017) notes that ‘There has been a concerted effort by the Health Board
over the past 12 months to strengthen quality assurance arrangements in regards
to mental health services. It is clear that some of the key appointments within
this Division have had a positive impact.” (HIW 2017, page 23.) One staff member
described the governance structure within the MHLD Division at interview with
the Ockenden team in the spring of 2017 ‘It’s still very nascent and it’s still quite
new, some of the meetings are quite new, so some things will need to shake
down...some things are being a bit overlapped.....

1.47 What did HIW and WAO (2017) say on quality and safety
arrangements at BCUHB as of June 20177

HIW/WAO noted that since 2014 significant revisions of quality and safety
arrangements had taken place across BCUHB. In 2017 the Executive Director of
Nursing and Midwifery became the chair of the Quality and Safety Group (QSG)
with the Executive Medical Director as the vice chair. The purpose of the QSG
was to oversee the quality improvement strategy and to monitor clinical risks
and seek assurance from its sub groups.

The HIW/WAO 2017 review observed that whilst the QSG was in its infancy it had
a well-structured agenda with appropriate attendance and was focused on the
correct issues. Areas for ongoing improvement included a stronger integration of
risk management which would allow greater focus on clinical governance across
BCUHB. Each Division now had its own QSG group. However the 2017 HIW/WAO
review found that the introduction of the Quality Assurance Groups across the
Divisions had been slow and there was variability in the effectiveness of the
groups. The effectiveness of the QSG would be highly dependent upon the
quality of information it received. Therefore there was limited assurance that
correct issues were always being discussed and escalated appropriately. The
review noted the BCUHB Board could still do more to engage with the medical
workforce. A number of consultant colleagues interviewed by the Ockenden
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team agreed with the HIW/WAOQO view on medical staff engagement. These
consultant colleagues fed back on a range of issues around the Board saying:

e They did not know the name of key post holders, (for example the BCUHB
Executive Medical Director)

e They did not know the names of any of the Independent Members (IMs)

e They did not see any members of the Board coming into their workplace, all
of the consultants acknowledged there were emails, but most emails went
unread because of pressure of work

e Communication between clinical staff and the Board was still often poor
with the BBC and the local newspapers acknowledged as the place most
clinical staff found out about what was happening at BCUHB

e Some of the consultants were unsure about the names of the members of
the MHLD Divisional senior team, with the exception of the Divisional
Medical Director who was known by all of the consultants interviewed. One
consultant, who worked in a full time role described seeing the Director for
Mental Health at BCUHB once from June 2016 to January 2017

1.48 What did the 2017 joint HIW/WAO review find on
complaints in June 20177

Both the 2013 and 2014 HIW/WAO joint reviews identified concerns regarding
the reporting, escalation, resolution and BCUHB organisational learning from
complaints, concerns and incidents. This 2017 review noted an improvement in
response time however there remained inconsistencies across the Divisions in
complaint, concern and incident responses. There was still varied clinical input
and a lack of co-ordination regarding organisational learning. This was said to
have been exacerbated by staff shortages across the Divisions. Overall the 2017
joint HIW/WAO review found that there remained concerns that BCUHB did not
have consistent processes to ensure an effective response to complainant claims
and incidents and found the lack of a process to ensure robust organisational
learning across BCUHB.

One Board member reflected on the management of complaints in BCUHB in
early 2017 and said at interview with the Ockenden team ‘I’'m still unhappy about
many of the things | see and read in concerns raised by people, what people
want is a solution not a .....long drawn out twenty page response.......

In order to address the fragmented management of complaints, concerns and
incidents, highlighted in the 2017 joint HIW/WAO review the Board responsibility
for ‘concerns’ would be managed by the Executive Director of Nursing and
Midwifery. This would be the fourth change in Executive leadership since the
creation of BCUHB in 2009. Asked about the frequency with which the complaints
and concerns portfolio at BCUHB had changed Executive leadership since 2009
one senior member of BCUHB staff stated at interview ‘That is a risk but it’s a
greater risk to have left them where they were at those individual times....
Different Chief Execs have different views on how organisations should be
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run........... it’s clear that the preferred portfolio holder is the Executive Director of
Nursing and Midwifery, at an All Wales level.’

BCUHB subsequently described to Donna Ockenden in 2018 a 'root and branch'
review of the whole complaints process that commenced in September 2017
under the leadership of the Executive Director of Nursing and Midwifery. As part
of this BCUHB have reported a significant reduction in the number of open
complaints between August 2017 (when there were 450 complaints open) and
April 2018 when there were 250 complaints open.

The concerns in the 2013 joint HIW/WAO review regarding quality, safety and
governance arrangements at BCUHB were central to the report. The 2014 joint
review had identified that more work was required. The 2017 joint HIW/WAO
report indicated that the processes at BCUHB were evolving and still maturing.
The main challenge remaining for BCUHB was to sustain the improvement to
further strengthen accountability and authority. It was key that vacant posts
were recruited to swiftly and that Area Directors were supported with appropriate
management capacity. The quality and safety governance arrangements
demonstrated effectiveness and evolving improvements. There needed to be a
sustained focus to ensure consistency across BCUHB.

1.49 What did service users and service user representatives
tell the Ockenden governance review about the BCUHB
management of compliments, concerns and complaints,
in spring and summer 20177?

‘Listening and Engagement’ events took place at Llanrwst, Llandudno, Llangefni,
Bangor, Tywyn, Pwllheli, Rhyl, Wrexham, Holywell and Prestatyn. (See map below)
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In addition a number of individual follow up conversations and interviews took
place after the ‘Listening and Engagement’ events where this was requested by
service users or their representatives. Overall there was deep dissatisfaction and
unhappiness amongst those attending the events about the ‘concerns’ and
complaints system at BCUHB both overall and specific to older person’s mental
health care. Individual staff members were frequently singled out for positive
comments within older person’s mental health. However there was recognition
of insufficient clinical staff numbers — (both nursing and medical) in hospital and
community and it was said by service user representatives that they frequently
felt that BCUHB staff and the services they provided across mental health were
at ‘breaking point’ in the spring and summer of 2017. BCUHB staff in older
people’s mental health were often described as ‘trying their best, often in very
difficult circumstances’ by carers and service user representatives.

Delays on the part of BCUHB in responding to complaints was discussed as a
concern as was the poor quality of responses once received. Others felt that the
complaints process at BCUHB was not clear and transparent and that BCUHB had
an air of ‘arrogance’ when dealing with any complaints. Many service user
representatives talked about the reluctance to complain, because of the fear of
‘reprisals’ as a result of making a complaint and a complaint affecting negatively
the subsequent care provided to an elderly relative. This ‘fear’ was discussed at
Bangor, Tywyn, Prestatyn, Holywell and Llangefni. In Wrexham in July 2017 some
service user representatives described BCUHB as having a culture of ‘bullying’
where complaints were concerned.

Some service user representatives said that they didn’t know how to go making
a complaint using the BCUHB complaints process and that they didn’t know how
to contact personnel at BCUHB within the complaints system, (Bangor, Holywell).
They described constant reorganisation and a high workload within the
complaints team as an excuse for a poor service. The complaints service provided
by BCUHB was described as ‘shambolic’ (Holywell, Prestatyn and Pwllheli)
Complainants said they were made to feel like a ‘nuisance’ for complaining in
Pwllheli and Wrexham and that elderly patients were turning to BCUHB for help
at crisis point because there was no help until a crisis was reached, (Wrexham
and Prestatyn). Service users across the six counties described complaint
responses from BCUHB and being given assurances in those complaint responses
that actions would be taken, but with no follow up.

Throughout 2017 service users were still requiring considerable support from
their Assembly Members (AM’s) and North Wales Community Health Council
(NWCHC) to resolve complaints with BCUHB and the Ockenden team has seen
extensive evidence of the support provided by NWCHC and AMs respectively.
(For reasons of confidentiality these documents have either been provided
directly from the service user/service user representative or with the consent of
the service user/service user representative for information to be shared.)
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1.50 What did service users and service user representatives
tell the Ockenden governance review about the systems,
structures and processes of governance underpinning care
planning, care delivery, communication and engagement
at BCUHB in the spring and summer of 20177

1.51 Care Planning:

There was considerable concern expressed by service users and their
representatives about the delays in diagnosing dementia across North Wales.
Once dementia was diagnosed service users and their representatives described
an absence of advice and information for carers and families. There was particular
concern around lack of support for those with younger onset dementia. Further
concerns were expressed around care plans with care plans described as
standardised with no room for individuality and with little or nothing perceived
as being done to ensure that the individual was at the heart of any care planned
or delivered.

1.52 Care Provision/Care Delivery:

Carers described to the Ockenden team a lack of carer assessments and lack of
carer support (as of autumn 2017.) Discussion also took place about staff
shortages across both nursing and medical staff in the care of older people with
mental health problems across the BCUHB catchment area. Carers described
long waiting lists and how these then caused delays in the care process. Lack of
any therapies and activities for older persons for dementia was described.
In particular, attendees questioned when such activities when provided, whether
they are tailored around the patients’ needs. Many families and patients
themselves described BCUHB as frequently resorting to providing ‘colouring in
pictures’ as the only available activity on a repeated basis. Many families
described that their relatives would refuse to attend activities sessions as they
found this unsuitable, uninteresting and did not want to participate. There was a
lack of consistency of activities provision described to the Ockenden team with
some very sad stories told of planned activities stopped with no notice due to a
shortage of community staff. One family in Dolgellau told the Ockenden team
‘the support workers didn’t turn up for 2 weeks and Dad was standing there at
the window with his coat on waiting for them and he said to me ‘have | been a
naughty boy because they don’t want me anymore?’. There’s been no thought,
no planning, no what are we going to do with X if we don’t take him out on a
Monday’.

Attendees raised concerns regarding lack of care provision for patients with
learning difficulties or younger people with dementia were catered for. The
experience described by attendees was that both these groups of people were
‘forgotten’ by the BCUHB system. The issue of travelling times across North
Wales in order to access care led to concerns about whether there were enough
staff employed by BCUHB to deliver the care required. Delayed transfers of care,
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out of area transfers to geographically distant areas and the lack of BCUHB
inpatient beds and EMI residential homes were also discussed as concerns.

1.53 What did current service users tell the Ockenden team
about communication with OPMH at BCUHB?

An increase in independent mental health advocacy support was said to be
urgently needed by attendees at the Listening and Engagement events across all
six counties. The language barrier for elderly Welsh speaking patients was also
seen as being problematic in accessing care provided by many BCUHB staff.

Some questioned why BCUHB was still not appearing to be visibly involved in
speaking with and listening to service users and service user representatives.
Discussion took place about the BCUHB system for engagement and its current
and long term lack of visibility across many parts of Gwynedd and Anglesey. The
role of Independent Members of the Health Board in engagement with service
users and their representatives was queried. Attendees felt that there were too
many organisations in North Wales dealing with the same issues — and as such
there were too many structures and job titles which were difficult to understand
and navigate. Some described difficulties in communicating with the Health
Board and others talked about a lack of understanding about the services that
are delivered in the many hospitals across the region. Poor communication
between the BCUHB and the third sector®? overall was described.

A current Board member at interview with the Ockenden team in April 2017
stated ‘Governance is about behaviours, it's not just about systems and
structures.....I feel this organisation and the health service and people in North
Wales deserve this to work properly.

1.54 What did the Ockenden review team find about BCUHB
staff morale generally throughout the governance
review?

The Ockenden team found a recurring theme of lack of staff support and poor
staff morale in BCUHB for those staff working within and outside mental health
services at BCUHB from 2009 to the present day.

Whilst this was not a specific part of the Ockenden review Terms of Reference a
large number of former and current BCUHB staff interviewees from outside and
inside mental health have explained to the Ockenden team that at critical times
BCUHB was not felt to be a supportive employer. Staff described that situations
were often handled very badly by senior managers and Executives. A phrase
repeatedly used was that BCUHB as an employer acted with a ‘knee jerk’ reaction
at a time when staff most needed considered and carefully thought through
support. The numbers of staff relaying these concerns to the Ockenden review
team throughout 2016 and 2017 were significant and therefore it is important
that these findings are informed to BCUHB.

12 See glossary, main report

34

{U\Many families
and patients
themselves
described BCUHB
as frequently
resorting to
providing
‘colouring in
pictures’ as the
only available
activity on a
repeated basis.”?

{One family in
Dolgellau told
the Ockenden
team ‘the
support workers
didn’t turn up for
2 weeks and Dad
was standing
there at the
window with his
coat on waiting
for them and he
said to me ‘have
| been a naughty
boy because they
don’t want me
anymore?’



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

It is important to note that this feedback was separate to and different to the
actions taken around the closure of Tawel Fan ward, which have not been
considered in this review of governance. This perceived lack of support from
BCUHB as an organisation, (not specifically referring to the former Mental Health
and Learning Disabilities CPG or current MHLD Division) was not associated with
any particular legacy area, e.g. East, West or Central but was felt across the
organisation and at all levels of the organisation and was described by staff as
being present over a very long period of time — since the formation of BCUHB
and existing to the current day.

One staff member described to the Ockenden review team at interview their last
day in employment in the NHS which was in BCUHB and told the Ockenden
review team ‘The most hurtful thing of all was | spent 30 years in the NHS..... and
my last ever day was in Wrexham in North Wales, my last day ever and not a
single Director or senior manager came and said goodbye to me!

Many staff in their interviews discussed that the use of the grievance process
was utilised widely across BCUHB with the example of a staff member making a
complaint or taking out a grievance against another staff member. Both the
person complained about and the complainant (both examples were found in
staff contacting the Ockenden review team) described that frequently
investigations that should have occurred did not occur at all and that in some
situations an investigation would be started, then halted or passed to several
different ‘investigation managers.” This meant that a ‘complainant’ and the
person complained about would need to recount events to a number of different
people, sometimes over a prolonged period of time. Some staff told the Ockenden
review team that such processes were frequently left open and unresolved,
sometimes for many years. This made working relationships across many services
very difficult to navigate over a prolonged period of time.

One staff member summarised the situation as BCUHB needing a whole new
mind set around staff support and told the Ockenden team that BCUHB should
be making the organisation a positive place to work so that staff members didn’t
need to be resilient, and that there had been a ‘man up’ and ‘ooh, still off with
stress.. attitude expressed by some senior managers towards clinically based
colleagues. BCUHB employees outside and inside mental health referred to
feeling ashamed of the ‘tatty’ buildings they worked in, the lack of equipment
they were given to do their job, insufficient staffing levels and poor mandatory
and developmental training opportunities.

With specific reference to the Mental Health and Learning Disabilities Division
the last eighteen months since the formation of the Division had started to be
seen more positively by some staff. One colleague told the Ockenden review
team ‘I do feel that there is some movement and there’s some action and some
things have changed that needed changing...” Acknowledging the significant
length of the journey ahead for Mental Health as of April 2017 this staff member
said ‘I'd say we’re probably about a third of the way there, we're not even halfway
yet. ... Communication within and outside mental health and the wider
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organisation of BCUHB and between the BCUHB Board and ‘front line’ staff
continued to be problematic with many interviewees not knowing the name of
Executive Directors as of mid-2017 and many clinical staff interviewees not able
to name any independent members of the Board, other than the Chairman.

1.55 In conclusion:

BCUHB is now approaching its ninth birthday and those years has seen significant
intervention and external input, review and advice from a number of bodies and
external consultancies. These bodies have included Welsh Government, HIW
and WAOQ, the NHS Delivery Unit and a number of Royal Colleges. These include
three joint reviews of governance by HIW/WAOQ in 2013, 2014 and 2017; support
around the development of systems and structures of governance from the
Good Governance Institute in 2014, targeted intervention in 2014/15 and the
imposition of special measures in 2015. Many of the external reviews have
followed one another and have commended and repeated the recommendations
from one review to another. There has often seemed to be some progress as in
between the joint HIW/WAO reviews of 2013 and 2014 but follow up reports,
sometimes after a number of years as with the 2017 joint HIW/WAO review
showed significant work still to be done.

The Ockenden team had the privilege of engaging with 105 service users, their
carers and service user representatives over the six counties of North Wales
from April to December 2017. In addition the Ockenden team has had contact
with 135 members of current and former BCUHB staff, working at all levels within
BCUHB from ‘ward to Board.” Those staff working clinically were more likely to
share the viewpoints of service users and their representatives currently receiving
care. Both service users and frontline Clinical staff described an older people’s
mental health services that was stretched beyond capacity and unable to respond
to the needs of service users and carers.

Senior managers and service leaders were able to describe clearly the systems,
structures and processes of governance and strategies either being put in place
or already in place in the ‘new’ BCUHB post implementation of special measures.
However, BCUHB service user representatives and carers were yet to feel the
benefit of receiving care within this new system. As an example carers and service
user representatives described a BCUHB concerns system that was still described
as ‘shambolic’ and ‘broken,” care planning that lacked any individuality and a lack
of support for carers of older people with mental health difficulties.

Itis clear that as BCUHB approaches its ninth birthday that it is still ‘on a journey’
but for the majority of service users, service user representatives and many
clinically based staff the destination as of late 2017 remained uncertain and
unclear. Communication between the ‘ward’ (i.e. clinically based staff and the
service users and their representatives and carers) and the ‘Board’ (the Executive
team, Independent members and senior managers) remained critically weak
and many staff and service users lacked confidence in the ability of the BCUHB
Board to navigate the long and difficult road ahead. Whilst some progress has
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undoubtedly been made (asis set outin a number of external reviews, particularly
those carried out jointly by HIW/WAO in 2014 and 2017 and Healthcare
Inspectorate Wales in late 2017) much more remains to be done.

In conclusion, progress to date has been too slow, change where it has occurred
is embryonic with little evidence seen by the Ockenden team that any positive
changes made are yet on a sustainable footing. In summary from 2009 to the
present day the Ockenden review has seen significant evidence that on many
occasions since 2009 the BCUHB Board have demonstrated a lack of strategic
planning and a lack of integration of corporate, clinical and financial governance.
This focus on integrated governance accompanied by a visible commitment to
partnership and multi-agency working and effective and meaningful staff and
service user engagement needs to be the each and every day modus operandi
of the BCUHB Board moving forward.
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2 The Main Report —Part 1
2.1 Acknowledgements and thanks:

2.2 Service users, service user representatives and carers

The Ockenden review team wishes to extend its sincere thanks to the 105 service
users, service user representatives and carers who have participated in this
governance review. It is recognised that for many attendees participation in the
Ockenden governance review took place against many competing priorities
including employment and caring responsibilities. The fact that many service
user representatives chose to prioritise engagement with the Ockenden review
against a backdrop of often complex and very full lives is very gratefully noted by
the Ockenden review team.

The ‘Listening and Engagement' events with service users, carers and service
user representatives occurred across the six counties of North Wales. Many
participants followed up attendance at the events by sharing of documentation
with the Ockenden governance review. All of this has been extremely helpful to
the Ockenden review team in providing BCUHB with extensive feedback from
current and recent service users, service user representatives and carers.

One servicer user wrote to Donna Ockenden after attending an event and said:
‘The quieter voices remain seldom heard. That is why your work is so important
and why | am sure that many are very appreciative that you have listened and
enabled their voices and stories to be heard.... (Service user representative 51,
October 2017.)

2.3 Former and current BCUHB staff members

The Ockenden review team has engaged with 135 former and current BCUHB
staff members throughout this governance review. Our sincere thanks are
extended to all those who have participated in this governance review. Thanks
should also be extended to those professional colleagues who attended with
staff throughout interviews. A number of staff agreed to attend two interviews
where this was necessary, (because of the larger volume of material to be
considered.) Many staff prepared large amounts of documentation before and
after interview. A number of BCUHB staff also participated in the factual accuracy
checking of the final Ockenden report, ensuring that the final report was indeed
accurate. It is recognised that for the many BCUHB staff participating in the
Ockenden governance review a great deal of time was taken. All of this is greatly
appreciated.
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2.4 How many interviews were undertaken as part of the
Ockenden governance review?

In total 200 interviews and conversations were conducted as part of the
Ockenden governance review, the majority were face to face and held locally in
North Wales.

2.5 Betsi Cadwaladr University Health Board

The Ockenden team would like to express their gratitude to the many staff
working for BCUHB who helped with the conduct of the Ockenden ‘governance
review.” These include the external investigations team, based at BCUHB who
helped source and send securely over 3200 individual documents to the
Ockenden team and made practical arrangements over an extended period of
time for meetings and other arrangements associated with meetings to be held
in North Wales.

2.6 The North Wales Community Health Council (NWCHC)

The significant work undertaken by the NWCHC throughout the spring and
summer of 2017 cannot be underestimated and the efforts made by NWCHC to
facilitate the successful user events across the six counties of North Wales is
hugely appreciated. Although Donna Ockenden was herself responsible for the
conduct of each of the ‘Listening and Engagement’ events the facilitation and
organisation ‘behind the scenes’ was all carried out by NWCHC. This included the
sourcing and booking of suitable community venues across North Wales, the
advertising and promotion of the events and the presence of NWCHC staff ‘on
the day’ at all the events to ensure the smooth running of ‘housekeeping’
arrangements at the events. The extensive support from NWCHC all allowed
Donna Ockenden to concentrate solely on interaction with attendees which
played a large part in the success of the events.

In conclusion, the success of the ‘Listening and Engagement’ events is due in a
large part to the support and facilitation of the NWCHC for which the Ockenden
team would like to express its heartfelt thanks. Individual thanks are due to Chief
Officer Mr Geoff Ryall Harvey and Deputy Chief Officer Mrs Carol Williams and
her team.

2.7 Healthcare Inspectorate Wales, (HIW)

Healthcare Inspectorate Wales provided very significant assistance to the
Ockenden governance review team by providing copies of information and
communication arising from every HIW visit to both mental health and older
people’s inpatient care from 2009 to the current day. This has been a very
significant amount of material for HIW staff to source and provide and has
contributed greatly to the Ockenden team’s understanding of the systems,
structures and processes of governance underpinning mental health care and
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older people’s care at BCUHB. My sincere thanks to Dr Kate Chamberlain and her
team for their assistance which is very much appreciated.

2.8 The Independent Oversight Panel (or IOP)

The Ockenden team would wish to convey it’s sincere thanks to the three
Independent Oversight Panel members who have supported the Ockenden
governance review team since coming into role in January 2017 following
appointment by the Cabinet Secretary. Over the last eighteen months of the
review the Ockenden team has very much appreciated the important role played
by the IOP, with particular thanks to the chair of the IOP, Mr Jack Straw.
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3 Members of the governance review team

3.1 Team Structure

The Ockenden governance review team and review itself was led personally by
Donna Ockenden, an experienced independent reviewer who worked with a
small expert team specifically selected for this governance review.

The Ockenden governance review team members had extensive experience
including Board and Divisional level leadership and extensive experience of
psychiatry and specifically Older Person’s Mental Health (OPMH) including
dementia. Confidential office, administration and transcription support was also
an important part of the independent governance review. Contact details were
provided for Donna Ockenden to all participants of the Ockenden governance
review, (both staff and service users.)

3.2 Team members

Ms Donna Ockenden — MA (ed), BA Hons, RN, RM (Donna Ockenden Limited)

Report author and independent reviewer, lead for the governance review and
first point of contact for BCUHB and all participants regarding all aspects of the
review.

Donna Ockenden was assisted and supported by the following team members
(in alphabetical order):
Dr Christopher Ball — MB MS MRC Psych, (Governance review team member
August 2015 onwards)

Professor Sube Banerjee: MBE, MB BS, MSc, MBA, MD, FRC Psych. (Governance
review team member from August 2015 until June 2016)

Ms Gillian Gould — RN MSc, (Governance review team member spring/summer
2017)

Dr Elzbieta Sawicka: MA, MDD, MB BChir, FRCP, (Governance review team member
from August 2015 until June 2016)

Mr Graeme Zaki — BDS, MBDS, FDS (Eng,) FRCS (Ed), FRCS (Eng), MD Healthcare
Management. (Governance review team member from August 2015 onwards)

Ms Zoe Bolt — Administration lead for the governance review and office manager
at Donna Ockenden Limited.

Legal advice was provided by Nicholas Cunningham of Gowling WLG.
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4 Independent Oversight and Quality
Assurance of the ‘Ockenden’ governance
review

4.1 The ‘original’ oversight panel

The original ‘Oversight’ panel met the Ockenden governance review team for
the first time in March 2016. The purpose of the ‘Oversight’ panel was set out in
the original ‘Terms of Reference’ for the Ockenden governance review and can
be summarised as follows:

e Toreport to and assure the BCUHB Board on all aspects of progress, process
and costs;

e To work with the Ockenden team to ensure all governance matters
underpinning and supporting the governance review were discussed and
resolved;

e To advise on any necessary changes to the original Terms of Reference,
(none were required.)

e To discuss the setting of recommendations at the end of the governance
review, with the governance review team holding editorial control of the
final report and recommendations.

The original Oversight Panel members were:

Mr Martin Jones, (Chair) Executive Director of Workforce and Organisational
Development, BCUHB.

Mr Trevor Jones, Health Board Committee Advisor, (Lay member)

A Director of External Investigations was appointed by BCUHB in July 2016,
Ms Tina Long.

4.2 The Independent Oversight Panel

As the governance review progressed it was evident that the size and scope of
the Ockenden governance review had grown significantly. Along with the Chair
of the HASCAS investigation, Donna Ockenden expressed concerns to the Chair
and CEO of BCUHB regarding the need to strengthen the ‘oversight’ function.
This was necessary to ensure a robust framework moving forward to completion
of the governance review, (and HASCAS investigation.)

The first meeting of the Independent Oversight Panel was held in February 2017
in North Wales. The purpose was stated as ‘To provide oversight and governance
to ensure the process for the completion and publication of the reports resulting
from the HASCAS investigation and Ockenden review are concluded in a timely
way and protected from any inappropriate influence from those currently and
previously employed by the LHB and other stakeholders.

42



Independent governance review relating to Tawel Fan ward, prior to closure and current governance
arrangements in older people’s mental health

4.3 Membership of the Independent Oversight Panel
Mr Jack Straw, (Chair)

Ms Helen Bennett

Mr Philip Hodgson

Meetings were held in North Wales, usually at Llandudno Junction at Welsh
Government offices.
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5 Introduction to the ‘Ockenden governance
review’

5.1 What definition of governance will the Ockenden
review use?

Healthcare governance is a general term for the overall framework through
which NHS organisations are accountable for continually improving clinical,
corporate, staff and financial performance. Governance therefore is a word used
to describe the ways that NHS organisations ensure they run themselves
effectively and efficiently. Good governance in the NHS is about creating a
framework within which an NHS organisation:

e Provides patients with good quality and safe health care services;

e |Is transparent in the way they are responsible and accountable for their
work;

e Ensures it continually improves the way it works.

Good governance is maintained by the systems, structures and processes an
organisation puts in place to ensure appropriate management of its work. Good
governance is about how an organisation scrutinises its performance and deals
with poor practice and other problems. It is about how an organisation identifies
and manages risk, whether in terms of patient care, to its staff or to the
organisation as a whole.

Throughout the Ockenden governance review and this report the definition of
governance used is that adopted by the NHS in Wales. For the NHS in Wales,
governance is defined as:

“A system of accountability to citizens, service users, stakeholders and the wider
community, within which healthcare organisations work, take decisions and lead
their people to achieve their objectives.” In simple terms, governance refers to
the way in which NHS bodies ensure that they are doing the right things, in the
right way, for the right people, in a manner that upholds the values set for the
Welsh public sector. The effectiveness of governance arrangements within an
organisation such as BCUHB has a significantimpact on how well that organisation
will meet their aims and objectives. More information on governance in the NHS
in Wales can be found using the link** below.

The definition of governance for the NHS in Wales above was agreed to be the
definition of governance that would underpin this review and the subsequent
report at the outset of this review.

1B http://www.wales.nhs.uk/governance-emanual/what-is-governance.
(Link accessed March 2nd 2018).
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5.2 Why does the NHS need governance?

The NHS across the four countries of the UK, including Wales have used definitions
of governance for more than twenty years. The Audit Commission in 2002 in one
of the earlier definitions of governance defined governance within the NHS as:
“The systems and processes by which health bodies lead, direct and control their
functions, in order to achieve organisational objectives and by which they relate
to their partners and wider community.”

The Department of Health (2006) defined integrated governance as: “Systems,
processes and behaviours by which trusts lead, direct and control their functions
in order to achieve organizational objectives, safety and quality of service and in
which they relate to patients and carers, the wider community and partner
organisations.”

Governance therefore is at the heart of everything that an NHS organisation
does. NHS bodies should have a number of systems, structures and processes for
ensuring good governance. These include:

e Standing Orders'4, Standing Financial Instructions'®, Reservation of Powers
to the Board and Scheme of Delegation.'® (Explanations are provided in the
footnotes below.)

e Requirement for a statutory Board, and requirements on the committees
that support the Board

e Business planning

e Procedural guidance for staff

e Arrisk register'” and assurance framework?!®
e Effective internal audit

e Scrutiny by a range of external assessors

5.3 What were the Terms of Reference for the Ockenden
review?

The Terms of Reference for this review (described as Appendix A) were presented
and discussed at the BCUHB Board on the 10th November 2015.

{{Governance
therefore is at
the heart of
everything that
an NHS
organisation
does.”

% http://www.wales.nhs.uk/sitesplus/documents/1064/LHB%20Model%20Standing%200rders%20Reservation%20

and%20Delegation%200f%20Powers%20%28March%202014%29.

15 http://www.wales.nhs.uk/sitesplus/documents/1064/LHB%20Model%20Standing%20Financial%20Instructions%20

%28March%202014%29.pdf
16 See Glossary
17 See Glossary
8 http://www.wales.nhs.uk/sitesplus/documents/861/15%5f225%20hascas.pdf.
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The Terms of Reference for the Ockenden Governance review'® outline in some
detail the work of the HASCAS® review, which were previously discussed at the
BCUHB Board on the 8th September 2015.

The Terms of Reference for the Governance review led by Donna Ockenden were
required to:

e Review the systems, structures and processes in place prior to the closure of
Tawel Fan ward on 19th December 2013;

e |dentifyanyfailingsin governance arrangements which may have contributed
to the failings of care on Tawel Fan ward;

e Review current governance arrangements in Older Peoples Mental Health
at BCUHB.

(BCUHB Board paper 10th November 2015 item 15/285.)

5.4 How will this report address the two key issues as set out
in the Terms of Reference?

e Review of the governance arrangements relating to the care of patients on
Tawel Fan ward prior to its closure on 19th December 2013 and:

e Current governance arrangements in Older Peoples Mental Health at BCUHB

The Terms of Reference for the Ockenden review titled ‘Review of the governance
arrangements relating to the care of patients on Tawel Fan ward prior to its
closure on 19th December 2013 and current governance arrangements in Older
People’s Mental Health at BCUHB’ describe/are broken down into the following
elements, all of which will be considered in this report:

Firstly, the Terms of Reference state the need for ‘an independent review
into the wider ‘Ward to Board’ governance arrangements in place at the
time to identify any matters which may have had a bearing on events in
Tawel Fan ward.” (BCUHB 2015, page 2).

Secondly, the Terms of Reference are required to ‘review the systems,
structures and processes (of governance) in place prior to the closure of
Tawel Fan ward on 19th December 2013. (BCUHB, 2015, page 2)

Thirdly, the Terms of Reference then identify ‘the broad purpose of the
Governance review is to identify any failings in systems, structures and
processes which contributed to the events/may have contributed to the
failings of care on Tawel Fan ward, and identify lessons for learning and
actions to be taken within a timely and specified timeframe (BCUHB 2015,

page 2.)

¥ http://www.wales.nhs.uk/sitesplus/documents/861/15%5f285%20tawel%20fan%5freview%200f%20governance%20
arrangements.pdf (Link accessed 12 March 2018).
2 See glossary
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Lastly, the review of governance will also consider current governance
arrangements in place for mental health services for older people.” (BCUHB
2015, page 2, ref 15/285)

The Terms of Reference set out the conduct of oversight of the Ockenden review,
as it was envisaged at the time of the commencement of the review and the
establishment of the Oversight Panel as was envisaged at the time. The
responsibilities of the Oversight Panel are outlined within the Terms of Reference.
(BCUHB 2015, page 4.) Oversight arrangements were amended significantly in
February 2017 with the appointment of the Independent Oversight Panel
reporting to Welsh Government.

As per the Terms of Reference what will the Ockenden governance review and its
subsequent report consider leading up to the closure of Tawel Fan ward? In
understanding the governance arrangements in place from ‘Ward to Board’
leading up to the closure of Tawel Fan in December 2013 the review will consider
three things. It will:

Consider the systems, structures and processes of governance put in place at
the creation of BCUHB some four years earlier in October 2009.

Consider any requirements or advice around the development of the systems,
structures and processes of governance provided to BCUHB by Welsh
Government in 2009 and beyond. This is an important consideration because
until it is understood what was available for BCUHB (both as a source of
advice and a requirement to act upon) it is not possible to ascertain whether
there are ‘any matters’ (or not), having a bearing (or not) on events in Tawel
Fan ward.

Consider the progress made by the BCUHB Board in establishing ‘Ward to
Board’ systems, structures and processes of governance from the creation
of BCUHB in October 2009 until the closure of Tawel Fan ward in
December 2013.

The consideration of governance from ‘Ward to Board’ will be examined through
a wide range of documentary sources, both internal to BCUHB, (for example
BCUHB policies and guidance, minutes of relevant meetings at Board, Board
Committee and CPG/Divisional level) and those external to BCUHB, (for example
Welsh Government policy and guidance and external reviews at key points in the
time from 2009 to the end of 2013.)

The Ockenden review will include the experience of current and former BCUHB
staff working within those ‘Ward to Board’ systems, structures and processes of
governance at BCUHB from 2009 to December 2013 as described at interview
and in documentation submitted to the review. The current and former staff
contributing to the review have worked at all levels of BCUHB as an organisation
—from ‘Ward’ to ‘Board.

47



Independent governance review relating to Tawel Fan ward, prior to closure and current governance
arrangements in older people’s mental health

The Terms of Reference for the Ockenden review, (BCUHB 2015) make explicit
the areas of focus for the Ockenden review and the areas of focus and anticipated
outputs from the HASCAS investigation. They state that the HASCAS investigation
has the role of focusing ‘on the concerns raised in respect of individual patients,
and to their care and treatment on Tawel Fan ward.’ It will not therefore be the
role or remit of the Ockenden governance review to consider for example ‘the
treatment of individual patients and the actions of individual members of staff....
(BCUHB 2015, page 2)

In understanding the governance arrangements in place from ‘Ward to Board’
the Ockenden review will explore and consider the external scrutiny:

First of BCUHB as an organisation;

Second any available scrutiny of the Mental Health and Learning Disabilities
Clinical Programme Group, (or MHLD CPG);

Thirdly any available scrutiny of the Older People’s Mental Health service
within that CPG.

External scrutiny has occurred by a range of organisations from 2009 onwards
including but not limited to Healthcare Inspectorate Wales, (HIW), and the Welsh
Audit Office, (WAO), the NHS Delivery Unit, and others. The review will consider:

e \What these external reviews told the Board at BCUHB about the systems,
structures and processes of governance in place at BCUHB from ‘Board to
Ward’ from October 2009 to December 2013;

e \What the BCUHB Board did in response to these external reviews;

e What was the impact of the scrutiny, the recommendations and the BCUHB
response;

e \Whether there is any evidence of organisational learning across BCUHB as a
result of the external scrutiny that occurred.

In understanding the governance arrangements in place from ‘Ward to Board’
the Ockenden review will consider:

Firstly, the setting up of the management and clinical leadership structures
within BCUHB via the CPGs and how the CPG structure related to and reported
to the Board;

Secondly, how effective the clinical leadership structures were in ensuring
that there was appropriate oversight at BCUHB of the systems, structures
and processes of governance from Board to Ward;

Thirdly, the Ockenden review will consider the management and clinical
leadership structures across BCUHB the Mental Health and Learning
Disabilities (MHLD) CPG and finally the Older People’s Mental Health service
within the CPG all from October 2009 to December 2013.
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In understanding the effectiveness of ‘Ward to Board’ governance arrangements
and systems, structures and processes of governance in place prior to the closure
of Tawel Fan ward the Ockenden review team will examine the resourcing of
the clinical leadership structures within BCUHB from October 2009 to December
2013.

Resourcing, (both in terms of capability and capacity) will influence the
effectiveness of the leadership and management structures put in place. The
Ockenden review will also consider the context that these leadership and
management structures worked within from the ‘Board to the Ward’ from
October 2009 to December 2013. (This will include consideration of key issues
such as the consultation into and implementation of ‘Healthcare in North Wales
is Changing?? from 2012 onwards, the Clostridium Difficile?? outbreak in Ysbyty
Glan Clwyd in 2013 and events within a number of mental health services across
North Wales including the Hergest unit)

Multiple external reviews clearly articulated concerns regarding the systems,
structures and processes of governance at BCUHB and these concerns were
clearly informed to the Board. The Ockenden review will consider to what extent
(if any) these concerns mirrored concerns in the systems, structures and
processes of governance underpinning the Mental Health and Learning
Disabilities (MHLD) CPG and the systems, structures and processes of governance
operating in the Older People’s Mental Health service from 2009 to 2013.

2 See Glossary http://www.wales.nhs.uk/sitesplus/861/news/25624
22 See Glossary http://www.wales.nhs.uk/sitesplus/documents/861/BCUHB%20Prof%20Duerden%20Report%20
Final%20version%2011th%20August%202013.pdf
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6 Introduction to Part 2: How will the
Ockenden review ‘consider current
governance arrangements in place for
mental health services for older people?’

The Ockenden review will consider the period of time for the consideration of
the ‘current’ governance arrangements in older people’s mental health to have
commenced after the closure of Tawel Fan ward in December 2013 and will
consider ‘current’ governance arrangements in place for mental health services
for older people until December 2017. (A period of four years)

The Ockenden review will:

Consider the systems, structures and processes of governance in place in
BCUHB at the beginning of 2014 and review any developments in
those systems, structures and processes of governance from then to
December 2017;

Consider any relevant requirements, scrutiny or advice around the
development of the systems, structures and processes of governance
provided to BCUHB, the MHLD and Older Peoples Mental Health (OPMH)
by Welsh Government and other bodies in between January 2014 and
December 2017;

Consider to what extent BCUHB the MHLD and OPMH utilised and followed
any advice/requirements from Welsh Government and other bodies between
January 2014 and December 2017;

Consider the progress made by the BCUHB Board, the MHLD and Older
Peoples Mental Health (OPMH) in ensuring effective and robust ‘Ward to
Board’ systems, structures and processes of governance from 2014 to 2017;

Consider the management and clinical leadership structures and processes
of governance across BCUHB and then specifically the Mental Health and
Learning Disabilities (MHLD) Division, and Older People’s Mental Health
service within the Division from January 2014 to December 2017;

Consider how the management and clinical leadership structures within the
Mental Health and Learning Disabilities (MHLD) Division and in the Older
People’s Mental Health service related to and reported to the Board from
2014 to 2017.

The consideration of ‘current governance arrangements in place for mental
health services for older people’ will be examined through:
e Documentary sources;

e Theexperience of the 135 currentand former BCUHB staff who the Ockenden
review team have engaged with;
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e The experience and views of the 105 service users and service user
representatives who have engaged with the Ockenden governance review
team.

The methodology used to gather service user and service user experience of
the systems, structures and processes of governance is described more fully
later in the report. Donna Ockenden travelled across the six counties® of North
Wales from April to July 2017 meeting 104 recent and current service users,
carers and current service user representatives. In addition Donna Ockenden
undertook a number of supplementary follow up conversations as requested
and received supplementary documentation from service users, carers and their
representatives throughout the autumn of 2017.

1. Stakeholder engagement and listening events have been formalised in
response to the terms of reference of the Ockenden review.

2. The North Wales Community Health Council (NWCHC facilitated all
stakeholder engagement ensuring that events took place in suitable
community venues across the six counties of North Wales.

3. The broad principles of good practice underpinning stakeholder and
engagement were utilised making provision for a range of listening
events, written feedback and individual interviews as required.

4. Stakeholders were able to submit any relevant documentation for the
review, before and after interview or the engagement event they
attended.

5. Information gained from stakeholder engagement was compared/
evidenced and triangulated against all other sources of information
presented as part of the documentation review and staff interviews.

6. Preparation was made to provide support to individuals if the sharing
of information caused distress. This was not required but was available
if required.

7. NWCHC made available trained advocates at all of the stakeholder
engagement and listening events to ensure that any concerns that
required direct feedback to BCUHB could be facilitated.

8. Eachstakeholder engagement and listening event across the six counties
of North Wales was delivered according to the same methodology
inviting participants to provide feedback on the 7C’s?. (See below)

9. Atthe end of each event every participant was given contact details for
Donna Ockenden Limited so that they were able to submit further
information to the governance review if they wished to.

The key question to be asked was how assured could the BCUHB Board be that
its organisation was engaging effectively with service users and service user

3 Anglesey (Ynys Mon), Gwynedd, Conwy, Denbighshire, Flintshire, Wrexham,

{How assured
could the BCUHB
Board be that its
organisation was
engaging
effectively with
service users and
service user
representatives.””

24 The ‘7 C’s’ used to underpin discussion at the engagement and listening events and listening events for the review were
Compliments, Comments, Concerns, Complaints, Communication and Engagement, Care Planning and Care Delivery.
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representatives. As part of the governance review, the Ockenden review team
also visited a number of clinical sites and community venues across the six
counties of North Wales in 2016 and 2017 to understand fully the implications
for care delivery at the time of the concerns. This included gaining an
understanding of the journey times to access care across North Wales and the
journey times required for the staff, managers and leaders working within the
mental health services provided by BCUHB.

6.1 Commissioning of the ‘second’ Ockenden review into
Older Persons Mental Health in BCUHB

The first Ockenden report was presented to the BCUHB Board on the 9th June
2015, after external publication by BCUHB had already occurred in May 2015. At
the meeting held on the 9th June 2015 the Chairman advised that ‘Mrs Ockenden
would be commencing a Board to Ward review with immediate effect. (See
minute?® 15/148.5 for further information).

There followed extensive discussion between Donna Ockenden Limited and
BCUHB throughout the summer of 2015 and until the end of November 2015.
The Ockenden team was in place from August 2015. Whilst preparatory work for
the Ockenden governance review was underway in November 2015 work on the
governance review properly commenced in January 2016.

Updates to the BCUHB Board regarding the commissioning of the Ockenden
governance review were provided in July 2015%, (Board minute 15/165.2) and
September 2015%, (Board minute 15/225.4). The Terms of Reference for the
Ockenden review of governance was approved on the 10th November 2015 (see
Board minute 15/285.1).

Both the HASCAS and Donna Ockenden Terms of reference? are discussed in this
document with HASCAS commissioned to ‘undertake a full investigation into the
concerns raised by the families of patients on Tawel Fan ward. (See Board minutes
item 15/285, in the link below for the full discussion.)

The original Terms of Reference for the Ockenden review stressed that ‘it is
essential that a clear distinction is maintained between both the HASCAS
investigation and the Governance review. Subsequently that decision was
reviewed by BCUHB leading to a discussion at the March 2016 BCUHB led
Oversight meeting around potential ‘convergence’ between the Ockenden
review team and the HASCAS investigation. Agreement was reached at that
Oversight panel, (the first Oversight panel for the Ockenden governance review)
that the same methodology around staff interview preparation and information
should be adopted across both the Ockenden governance review and the HASCAS
investigation. This would allow the HASCAS and the Ockenden teams to share

% http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20Board%209.6.15%20Public%20v1.0%20Approved.pdf.
% http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20Board%208.9.15%20Public%20v1.0%20Approved.pdf
7 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20Board%208.9.15%20Public%20v1.0%20Approved.pdf
28 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20Board%2010.11.15%20Public%20v1.0%20approved.pdf
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information where appropriate, to minimise duplication and to rely upon each
other’s information where appropriate and if required.

In practice, whilst there was a short delay during April 2016 whilst the Ockenden
review team adapted their processes to ‘shadow’ the HASCAS processes separate
interview schedules for the Ockenden review and the HASCAS investigation went
ahead and information sharing across the review and the investigation was minimal.
Throughout the spring and summer of 2016 once the Ockenden review of
governance adopted the same principles for undertaking staff interviews as the
HASCAS investigation there were some temporary issues with staff uncertainty
regarding the Ockenden interview process. This meant that staff interviews, took
much longer than anticipated to complete. As a consequence, although it was
planned to arrange to interview the ‘Ward’ to the ‘Board’ in a set and orderly
fashion from Ward to Board in reality interviews have been completed as and when
they could be. This has not, in the end affected the overall number of staff interviews.
Staff interviews and engagement with the Ockenden governance review continued
positively throughout Summer 2016 and 2017 with a number of staff being
interviewed twice and some staff interviewees preparing extensive statements and
collections of supplementary documentation for the governance review.

By the end of December 2017 there remained some gaps in the staff interviewed
meaning that some essential information and context is not available to the
Ockenden review team. Of note is that two former BCUHB Executive Directors
have declined to participate in the governance review and the staff drop in
sessions were poorly attended, other than BCUHB staff who contacted the
Ockenden review team via the North Wales Community Health Council®
(NWCHC) Aside from that, every effort has been made by the Ockenden team to
engage with as wide a range of colleagues in post from the ‘Board to Ward’ from
2009 onwards. The purpose of staff interviews the drop in sessions offered was
to capture as much information as possible around the merger creating BCUHB
and the actual experience of staff working within the systems, structures and
processes of governance within BCUHB from 2009 until the current time.

In order to ensure independence of the processes underpinning the governance
review all necessary communication, (written, email and telephone) between
current and former BCUHB staff and service users and their representatives
occurred from the Donna Ockenden Limited offices. All appointments made for
staff, service users and their representatives were similarly arranged directly
between the Donna Ockenden team and staff/service users directly.

The overarching principle underpinning staff interviews has been to determine
staff experience and knowledge of working within the existing governance
structures leading up to the closure of Tawel Fan ward and those currently in
place across Older Persons Mental Health (OPMH) within BCUHB. Staff interviews
have operated in line with Scott*® and Salmon methodology?! principles:

2 See glossary

30 See glossary for references 31, 32, 33
31
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Each interviewee received a letter of invite to interview in advance of attending
for interview from Donna Ockenden Limited informing the current/former
staff member:

1. Of the Terms of Reference and the procedures adopted by the
governance review, and:

2. Of the broad areas and matters to be covered with them;

3. That when they are interviewed they may raise any matter they wish
and which they feel may be relevant to the governance review, and;

4. That they may bring with them a work colleague, member of a trade
union, lawyer or member of a defence organisation to accompany them;

5. That their interview will be digitally recorded, a confidential transcript
prepared outside of BCUHB and a copy sent to them afterwards to sign;
and that they will have the opportunity to make minor amendments or
additions to the transcript;

6. Person specific roles which can be directly attributed to one individual
will be anonymised in the final report to maintain the confidentiality of
the individual concerned;

7. Staff will be identified by number only, with the number only known to
staff/their staff side representative and Donna Ockenden Limited;

8. That interviewees have a named contact within the office of Donna
Ockenden Limited throughout the entirety of the governance review;

9. Staff were contacted by the offices at Donna Ockenden Limited a
minimum of six weeks prior to interview and were provided with a staff
briefing document alongside their introductory letter.

6.2 Factual accuracy processes and maintaining anonymity of
contributors to the Ockenden governance review

Eachinterviewee was given the opportunity to review and amend where required
their transcript of interview. Staff were given the opportunity to submit further
evidence to the review and to correct any potential misunderstandings that may
have occurred between final approval of the interview transcripts and writing of
the draft report.

A full draft report (or excerpts from the draft report, as appropriate) were
submitted to key individuals as part of the factual accuracy checking process.
These were sent by individualised and named paper copies in secure packaging
and staff were permitted to make amendments of fact only to ensure the
accuracy of the content of the final report. Job titles were used when this was
already a matter of public record.

All contributors to the Ockenden governance review were provided with a
number known only to the Ockenden governance review team and the individual.
Names were not used throughout the report.
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Oversight arrangements for the Ockenden review of governance:

Oversight arrangements for both the HASCAS investigation and the Ockenden
governance review were originally led by BCUHB, first by the then Director of
Workforce and Organisational Development at BCUHB and subsequently, from
the summer of 2016 an external appointment to BCUHB as Director of External
investigations.

The first Oversight Panel for the Ockenden review was held at the end of March
2016. From 31st January 2017 following an announcement by the Cabinet
Secretary for Health, Well-Being and Sport an external Oversight panel was
introduced. Subsequently the then Executive Director of Workforce and
Organisational Development represented BCUHB at all Independent Oversight
Panel meetings until the role Executive Director and Organisational Development
was undertaken on aninterim basis and the former Executive Director of Workforce
and Organisational Development became the Director of External investigations.

Oversight meetings generally occurred monthly in North Wales with
communication on an as required basis between Donna Ockenden, the
Independent Oversight Panel, (usually the Chair) and BCUHB as required.

Updates to the BCUHB Board

The BCUHB Board was updated on a number of occasions throughout 2016 and
2017 and a Board paper by the Director of External investigations dated 16th
November 2017 provides details of those Board updates. The link of the Board
minutes is provided below?? and the discussion is found at 17.256.1. (BCUHB
2017, pages 9 and 10.)

A further update was discussed at the BCUHB Board® in February 2017 as
‘Progress Report in Relation to Concerns about the Care and Treatment of
Patients on Tawel Fan Ward.” The Board minutes say that ‘The Chief Executive
introduced this agenda item, highlighting the importance of ensuring that the
ongoing review and review processes were robust and sufficiently detailed. *

At the Board meeting discussion ensued and members raised a range of issues. In
response to a comment within the paper that completion of interviews was
dependent on individuals making themselves available. The Director of External
Investigations indicated a range of support services that were available to staff.
The Chairman also noted that access to separate support sessions had been made
available to the families. It was emphasised that it was important to conclude the
reviews within the published timeframe and it was agreed to review the timetable
for the publication of their reports with HASCAS and Donna Ockenden.

Reference was made in the paper to a delay in accessing and retrieving
information, and it was acknowledged that this could be misinterpreted as an

32 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20Health%20Board%2016.11.17%20Public%20
V1.0.pdf.
3 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20Board%2016.2.17%20Public%20V1.0.pdf
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unwillingness by individuals to provide information or refer to information not
being available, rather than reasons to do with logistics. It was also felt that the
conclusions and next steps section could be strengthened in the next Board
paper to incorporate any high level themes and learning from quality and safety
issues, whilst recognising that the paper’s purpose was to provide an update on
progress of the reviews not the findings.

6.3 Liaison with BCUHB throughout the time span of the
Ockenden governance review

During the course of the Ockenden review a wide range of very senior current
and former BCUHB staff participated in interviews and in the governance review
process overall. Once the Independent Oversight Panel was in place all quality
and monitoring processes were undertaken by that Panel.

The Ockenden governance review team is satisfied that all the work underpinning
the governance review has been completed appropriately and at ‘arm’s length’
from BCUHB. All participants in the Ockenden governance review have been
able to correspond freely and in private with the Ockenden review team at all
times.

6.4 Methodology underpinning the Ockenden governance
review

The review focused on the following key methodologies:
1. Documentation review — both internal to BCUHB and external sources;
2. Former and current staff interviews from Ward to Board;

3. Stakeholder engagement and listening exercises across the six counties
of North Wales;

4. Review of past governance arrangements from October 2009 to identify
any failings in systems, structures and processes that contributed to the
events on Tawel Fan ward;

5. Review of current governance arrangements, (from January 2014 to
December 2017) to provide assurance that the organisation is working
effectively to improve patient care.

6.5 Information governance and security throughout the
Ockenden review

An arrangement has been in place since November 2015 to provide all required
information safely to Donna Ockenden Limited via a secure portal mechanism.
A data sharing arrangement has also been in use since that time so that all
requests for information from Donna Ockenden Limited come to a single pointin
BCUHB. A communication logging system and document request system is
maintained by the administration team working within Donna Ockenden Limited.
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Throughout the Ockenden review of governance BCUHB have provided to the
Ockenden team over 3200 individual documents for review via a secure portal
arrangement. It is recognised by the Ockenden review team that this has been a
significant undertaking for BCUHB. Large amounts of material sometimes arrived
viathe secure portal unsorted by subject, (although all files had a unique number)
this often lead to the need for a great deal of administration by the Ockenden
teamonreceipt. The Ockenden team has now created a fully listed and searchable
index of all the documents supplied to the governance review by BCUHB which
will be useful to BCUHB after handover.

As regards document presentation some of the documents provided by BCUHB
have a year or a period of time referred to within the body of the document but
not a date of production. Some documents have a date/month and not a year. A
number of documents provided were both undated and without a title. Anumber
of reports do not have an identified author. Many documents were provided as
embedded documents, a significant number are placed four or five layers deep
from the original title folder with a smaller number placed at six and seven layers
deep. Some documents within documents have the appearance of being
embedded but are possibly only scanned or copied and therefore cannot be
opened.

The information considered have included the following relating to the time
frame under review 2009 onwards to the current time.

e Any available information regarding the strategic planning for the mergers
leading to the creation of BCUHB in 2009;

e Any available information regarding the planning for and delivery of the first
Clinical Programme Group (CPG) structure in the ‘new’ BCUHB from October
2009;

e Documents pertaining to the MHLD CPG and specifically older people’s
mental health care including documentation held by BCUHB pertaining to
Tawel Fan ward.

e External reviews from a number of sources including HIW?*, WAO?%*, the NHS
Delivery Unit3® and Welsh Government;

e BCUHB responses, action plans, and evidence of learning —where available —
to these external reviews;

e BCUHB corporate documentation including risk assessment/risk analysis/
Board assurance documents and evidence of Board to ward assurance
where this is available;

e BCUHB Annual Governance Statements and BCUHB Annual reports, 2009 to
the current day, (the end of December 2017);

w

4 All, see glossary, main report
35
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e Stakeholder interaction, listening and engagement by BCUHB and its
representatives (and the actions taken by BCUHB as a result of that
interaction, listening and engagement);

e Review of the concerns process in BCUHB including review of the systems,
structures and processes underpinning concerns and assessment of any
evidence of system wide learning from concerns from October 2009 onwards.

A bibliography of additional documents to those provided by BCUHB (and those
not available via a footnote or link) is provided at the end of the report.

The Ockenden governance review required additional and ongoing
documentation requests to BCUHB in response to emergent themes and
findings as the governance review has progressed.

The systems, structures and processes described within the documentation and
said to be in existence have been tested and evidenced against patient, staff and
stakeholder feedback and evidence from regulatory processes such as Healthcare
Inspectorate Wales (HIW) inspections, joint reviews by HIW and WAO and other
external processes. HIW provided a large amount of documentation to the
Ockenden governance review team concerning mental health, older people’s
mental health and older people’s care provided at BCUHB. Much of this was
previously unpublished and was of great assistance to the Ockenden governance
review team in understanding the ‘wider picture’ of the systems, structures and
processes of governance underpinning older peoples mental health care,
(OPMH) older peoples care and mental health care at BCUHB.

The key question to be answered is 'how was the Board assured that its
organisation was working effectively in the delivery of patient care within Mental
Health and specifically Older Persons Mental Health at BCUHB?’

The Ockenden review will focus on four key questions:

1. Were the Board aware of the effectiveness of methods used by BCUHB
which involved communicating and involving staff, patients and
stakeholders in the quality and safety agenda?

2. How the Board was assured that it was receiving the correct level of
quality and safety information (and what were the key sources of
assurance)?

3. Was there a clear audit trail of assurance underpinning any Board
statements and declarations?

4. Were any Board Assurance Framework and local and CPG wide risk
registers effective in capturing the risks to quality and safety in Older
Persons Mental Health (OPMH) across BCUHB (and what evidence is
there of the Board’s understanding of any potential risks to quality and
safety on the ground)?
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7 Chapter1l

7.1 What was the Ablett unit?

The Ablett unit was made up of four wards and is a separate building from the
main hospital campus on the Glan Clwyd Hospital site. It is commonly known as
YGC. Tawel Fan ward was found within the Ablett unit.

The other wards found within the Ablett unit are:

Tegid ward, (10 beds and an acute psychiatric admission ward for male and
female older adults — over the age of 65 with ‘functional’ mental health
problems®’)

Dinas ward, (twenty beds, 10 beds male and 10 beds female — for adults of
‘working age’ — up to the age of 65 years)

Cynydd ward, (a ward with eight beds, designated as a rehabilitation ward for
male and female patients of ‘working age.’)

The Ockenden review team has not seen any operational policies for the unit
which may have explained the systems, structures and process by which the four
wards related to one another (or not) and how the Ablett unit itself related to
the main YGC campus upon which it was based, (or not).

7.2 What was Tawel Fan ward?

Tawel Fan ward was a seventeen bed acute psychiatric admission ward in the
Ablett Unit at Ysbyty Glan Clwyd Hospital. Tawel Fan was described as a ward for
organic® mental health problems. An internal BCUHB document prepared for an
‘In Committee’ (or private) meeting of the BCUHB Board dated December 13th
2013 describes Tawel Fan as a ward that provided ‘assessment and treatment for
dementia patients.” (BCUHB 2013, page 1). The SBAR* prepared prior to closure
of Tawel Fan ward described it as ‘an acute organic ward for patients with
challenging behaviour.

7.3 Closure of Tawel Fan ward

Evidence has been provided to the Ockenden review that Tawel Fan ward closed
in two stages, being closed to admissions on the 13th December 2013 and
temporarily closed and patients transferred on the 20th December 2013. The
Ockenden review team was advised that transfer of patients occurred either to:

e Bryn Hesketh unit in Colwyn Bay, approximately 10.5 miles away from YGC
with a fifteen minute car journey time;

37 See main glossary for definitions of 39 40 and 41
38
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e Cefni Hospital, (if that was closer to home);
e Care/EMI homes;

e Home.

The transfer/discharge of patients from Tawel Fan ward and closure happened
on the 20th December 2013.

Evidence has been provided to the Ockenden review of a tabled paper, (brought
on the 19th December 2013 by the Executive Director of Nursing and Midwifery).
This paper was not specific to Tawel Fan ward but considers a wide range of
other issues associated with mental health provision at BCUHB. The Ockenden
review team has not seen evidence in the form of Board minutes that the closure
of Tawel Fan ward was formally discussed at a BCUHB Board meeting prior to
closure as would be expected and usual practice. The review team explains the
background to this below. The Ockenden governance review has been provided
instead with five documents dated between the 13th December 2013 and the
14th January 2015. These comprise:

e An SBAR (Situation, Background, Assessment, and Recommendation) paper
for the Executive Director of Nursing and Midwifery, written by the then
ACOS nursing (dated 13th December 2013). Evidence has been seen by the
Ockenden review team that this was requested by the then interim CEO
following contact made directly by the clinical lead for OPMH.

e The review has also been provided with an ‘In Committee’ Board paper
described as ‘Briefing for the Health Board’ dated 19th December 2013 and
titled ‘Mental Health Services.” The author of the paper is not stated. The
majority of the paper is devoted to issues within the Hergest Unit and Tawel
Fan ward is mentioned only briefly on page 2. The section around Tawel Fan
ward refers to the completion of an SBAR* (see above) document and the
escalation of this document to Executive level. The information within this
paragraph around Tawel Fan ward is presented as suggesting that decisions
to a) stop admissions to Tawel Fan ward and b) ‘planned discharge/transfers
of existing patients’ had already occurred prior to this Board meeting.

e A further briefing for the Executive Director of Nursing and Midwifery with
authorship as above and dated 21st January 2014.

e A briefing paper for Healthcare Inspectorate Wales (HIW) from BCUHB,
authorship unknown.

e An informal briefing paper for the Chairman of BCUHB dated 14th January
2015 by the then Executive Director of Nursing and Midwifery.

Of note within the SBAR*® paper is that five other services across Mental Health
are described as ‘in escalation’ in addition to Tawel Fan ward. The paper states
these are:

e Hergest unit (Ysbyty Gwynedd)

40 See glossary
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e North Powys
e Cemlyn ward, Cefni Hospital
e Hafan Day unit, Bryn Beryl Hospital

e Heddfan unit, Older Persons Mental Health Unit, Wrexham

The extent of the mental health services at BCUHB ‘in escalation’ as of December
2013 suggests a fragile mental health service approaching, if not already at crisis
point.

a) An SBAR* (Situation, Background, Assessment, Recommendation)
paper written by the then Associate Chief of Staff, (ACOS) Nursing for
the Executive Director of Nursing and Midwifery and interim Chief
Executive Officer dated and sent by email to both on the 13th December
2013 has been considered by the review team. This recommends
closure of Tawel Fan ward because of:

e ‘An unstable staff complement notably a number of issues related
to short and long term sickness absence.

e Vacancies described as ‘in the process of recruitment.’

e ‘Agrowing number of staff who have been redeployed to non-patient
duties.

e ‘The present predicament of possible further staff redeployments
due to the above reviews. (All, page 1)

The SBAR document describes that there were twelve (12) patients currently
receiving inpatient care on Tawel Fan ward and that the MHLD Clinical Programme
Group team regarded Tawel Fan ward as ‘undoubtedly a ward in difficulty’
The SBAR document stated that this view of Tawel Fan as a ‘ward in difficulty
‘was also supported by the then medical clinical lead for older persons services.
The Executive Director of Nursing and Midwifery and CEO were advised via the
SBAR document that:

‘The CPGis currently not assured that Tawel Fanis able to provide an environment
of care 24/7 which is consistent to safe standards of compassionate care to the
most vulnerable patients suffering from advanced dementia in the present
setting of Tawel Fan ward.” (Internal email, 13th December 2013, page 2.) The
following recommendations were made:

e Full disciplinary review into the new concerns raised by the family with
advice and support from WOD for risk assessments and actions for staff
(WOD is the Workforce and Organisational Development structure at
BCUHB.)

e With immediate effect to close to admissions into Tawel Fan ward;

e Asafety plan to be putin place for the remaining patients on Tawel Fan ward
and a safe transfer to alternative hospital settings with the temporary
closure of Tawel Fan ward;

{The extent of
the mental
health services
at BCUHB ‘in
escalation’ as of
December 2013
suggests a
fragile mental
health service
approaching, if
not already at
crisis point.?”?

{The MHLD
Clinical
Programme
Group team
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award in
difficulty.””

{UThe CPG is
currently not
assured that
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environment of
care 24/7 which
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compassionate
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of Tawel Fan
ward.”
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e For the CPG to produce a communication plan to be provided to staff
explaining the reasons for stopping admissions to the ward and any planned
temporary closure thereafter;

e To inform the North Wales Community Health Council (NWCHC) on the
decision for a temporary closure.

The SBAR informed the Executive Director of Nursing and Midwifery and CEO that
the CPG would put in senior nursing management support for ‘risk mitigation” until
a decision regarding a temporary closure could be made. Internal CPG email
communication supporting and adding to the information provided to the Executive
Director of Nursing and Midwifery around poor staffing on Tawel Fan ward has been
seen by the review team. As of December 9th 2013 an internal email provided to the
Ockenden review team which says ‘I feel we have no option but to reduce the bed
capacity (on Tawel Fan ward) for the next couple of months.” The email between
members of the Clinical Programme Group management structure describes
insufficient staffing levels across all grades of nursing staff, bank staff that are difficult
to obtain, agency nurses who have not turned up and are ‘unreliable. In the email
staff morale is described as ‘low and stress levels are rising amongst staff’ The email
also states that Dementia Care Mapping has found that ‘patient wellbeing is lower
when staff cared for by bank/agency.” (Email dated 9th December 2013 @0940hrs.)

A further briefing for the Executive Director of Nursing and Midwifery with
authorship as above and dated 21st January 2014 was provided to the Ockenden
review. This described the updated position in the month after the temporary
closure of Tawel Fan ward. The briefing paper using the ‘SBAR’ pneumonic
described progress against a number of work streams including two Protection
of Vulnerable** Adult (or PoVA) referrals, actions following receipt of a tape
recording of a nursing handover, progress on the complaints raised by the original
family and ongoing workforce and review activities. The paper recommends that
there should be ‘establishment of quality and safety criteria for a timely reopening
of the ward as an older persons unit with a revised staff team and clinical function
and for these plans to be provided to the Executive team and Health Board
‘within two weeks.” The Ockenden review has not seen this documentation.

b) Abriefing paperfor Healthcare Inspectorate Wales (HIW) from BCUHB.

The authorship of this paper is unknown, the footer says ‘Version 2RC/
HIW18/03/2014. This suggests the document was sent to HIW on or around that
date. It summarises the events leading to closure and the progress since closure
on a number of key areas. This paper had not previously been seen by the
reviewer as part of the first Tawel Fan review and there are a number of areas of
inaccuracy. This includes the start date for the first Ockenden review stated as
8th January 2014 when the initial conversation to discuss the possibility of Donna
Ockenden Limited undertaking the first Tawel Fan review was cancelled on the
day on the 9th January 2014. The Terms of Reference were described as still in
draft form on the 23rd January 2014. Therefore the first Tawel Fan review could
not have started on the 8th January 2014 as stated within the paper.

4 See glossary
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Within the HIW paper is a proposal that Tawel Fan ward remains closed ‘until the
review is complete and clear criteria for reopening the unit made. The Board
have agreed the reopening of the ward will not take place until the external
review report has been received and findings considered...” (BCUHB 2014
page 6.) The briefing paper to HIW also refer to ‘further external expert support’
being provided by Margaret Flynn and Ruth Eley. The ‘Flynn Eley Report’
described as a ‘Strategic review of Older People’s Mental Health Services across
North Wales (2014) has been widely discussed externally and will be further
briefly considered in this review.

A document described as a briefing paper for the Chairman of BCUHB dated 14th
January 2015 by the then Executive Director of Nursing is written utilising an
informal style. The briefing paper describes that a ‘lookback exercise has been
conducted after a number of families reported lodging their concerns and raising
POVA concerns formally to the Health Board for more than 12 months prior to
the sentinel case being brought to the attention of the Director of Nursing in
December 2013. The exercise has concluded that concerns letters and POVA
concerns were being received by the Health Board with a limited response, or a
failed action or response....” (BCUHB 2015, page 2)

With further reference to the closure of Tawel Fan ward the Ockenden review
was provided with a statement prepared jointly by the then BCUHB Board and
dated March 2017. This statement was provided jointly to the Ockenden review
and HASCAS and describes that: In the 12 months prior to closure ‘it is evident
that a number of concerns were raised about the care and treatment of a small
number of patients on Tawel Fan ward and reported in line with the Putting
Things Right processes in place at that time.” (BCUHB 2017, page 13)

The Board statement (March 2017) states that an ‘internal review’ of Tawel Fan
ward was instigated in ‘Autumn 2013’ the purpose of which was said to be
‘to ascertain the facts and identify whether there were broader issues that
needed to be addressed.” (BCUHB 2017, page 13.) The statement says that the
then Executive Director of Nursing ‘became aware of a covert recording of an
alleged unprofessional nursing handover on Tawel Fan ward from the morning of
5th October 2013. (BCUHB 2017, page 13). The Ockenden review has been
advised that covert recording was subsequently provided to BCUHB in mid-
December 2013.

Evidence has been seen by the Ockenden review of a comprehensive plan of
action to be carried out around Tawel Fan ward and coordinated by the then
ACOS Nursing of the Clinical Programme Group dated the 9th October 2013. This
review was made up of a number of strands associated with the ward including:

a) Observation of care;

b) Review of an individual care and treatment plan;

c) Dementia Care Mapping exercise to be completed — this was completed
later in October 2013;
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d) A review of Datix,*? ‘Putting Things Right’ and safeguarding;

e) Review of restrictive practices, (including Deprivation of Liberty
or DoLS*, Best Interests Assessor or BIA*, and the Mental Capacity Act®.)

f) A review of the Tawel Fan ward staffing establishment.

In response to ‘emerging concerns’ from these and other sources the BCUHB
Board statement of March 2017 provided to this review describes that the
Executive Director of Nursing and Midwifery ‘immediately advised the Health
Board on the 19th December 2013 that as a consequence of the action being
taken in the previous days, to remove a number of staff from the unit as part of
the ongoing review, a temporary closure of the Tawel Fan ward would need to be
enacted immediately to maintain patient safety and allow for a proper review to
be conducted.” (BCUHB March 2017, page 13.)

The rapidly approaching Christmas and New Year holidays were an important
part of the context at the time. (Tawel Fan ward closed on Friday the 20th
December 2013, Christmas Eve was the following Tuesday and therefore Monday,
23rd December would (in all likelihood) have been the last full ‘working’ or
‘office’ day for many senior and Board level staff until the 2nd of January 2014,
10 days later. In addition, Monday 24th December, (Christmas Eve) is likely to
have been a ‘half’ working day for administrative, senior and Board staff so the
time of year and timing was clearly a significant issue in the urgency of the ward
closure.

Staff number 4, a current Board member, advised the Ockenden review team of
the closure of Tawel Fan ward: ‘There were two key discussions ... in terms of
information that had become known to the Director of Nursing ... this was ... in
October, November time and the Director of Nursing was following up those
concerns... (The decision to close the ward) ‘was a Board briefing session that
the Board were having ... and the opportunity was taken to brief the Board,
confidentially, about the issues that had been raised, so the matters were such
that the Director of Nursing and the Medical Director, could not be assured of
the quality and safety of care for the patients involved, and they came with a
clear recommendation that the Board needed to urgently move to close the
ward... )

Staff number 4 continued: ‘They (the risks of closure of Tawel Fan ward or not)
were articulated, they were not in a written form ... so there wasn’t a paper that
set out the pros and cons, the information was conveyed regarding the incidents
that had occurred, the information that had come to light ... and therefore their
assessment was that this needed to be transacted urgently ... their clear advice
was it was in the patient’s interest that their care be transferred ... they’d had a
very clear clinical view from the lead consultant at the time around that as well

42 Risk management system, see glossary
4 See glossary
4 See glossary
4 See glossary
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... and their view was that needed to be dealt with as a matter of urgency and, of
course, we were rapidly marching towards Christmas.’

Email evidence has been seen by the Ockenden review team that the ‘lead
consultant’” for OPMH was supportive of closure, and provided the clinical
leadership required at the time. The Ockenden review has seen evidence of this
clinical colleague discussing the reason for closure with the then interim CEO
and following up proactively and quickly with a range of colleagues within and
outside the CPG as required. Extensive clinical leadership was shown by the lead
consultant at that time, (from the email evidence seen by the Ockenden review
team). This includes suggestions for alternative clinical models during the closure
of Tawel Fan ward, working collaboratively with other medical and non-medical
colleagues and awareness of the need to enhance nurse leadership at Bryn
Hesketh at the time of patient transfer. These emails cover the period of time
from the 9th December 2013 to the evening of the 20th December 2013.

Conclusion reached by the Ockenden team on the closure of Tawel Fan ward

It is agreed by the Ockenden review team that it would be usual practice to have
briefed a full Board prior to the decision to close a ward and the decision to
transfer patients to a neighbouring unit. This is especially the case as Bryn
Hesketh and Cefni Hospital were both a ‘standalone’ unit without 24 hour
medical cover and therefore the patients from Tawel Fan ward were transferring
to a very different kind of care setting from one co-located on a main hospital
site. The timing and the context of the closure set out, as above so close to
Christmas, with only one working day remaining prior to the Christmas break
means that the Ockenden team is less critical of the BCUHB Board at this time.

Usual practice would be that a formal ‘In Committee’ Board session should have
been called, which could have been called at the Board Development day. It is
also not clear to the Ockenden team if notice of the advice to close Tawel Fan
ward and the fact that this decision was being discussed was conveyed to
attendees prior to the Board Development session and whether this would have
led to potentially increased attendance. Had a formal Board session been called
atthe Board Development day, then a report could have been ‘tabled, (presented
at the meeting) minutes kept of the discussion and the recording of the discussion
of the decision to close the ward and what were (if any) risks to patients in
transfer to Bryn Hesketh and risk to patients in not transferring.

In conclusion, it is expected that the circumstances were discussed as above at
an ‘In Committee’ meeting of the Board with an accompanying Board paper. This
would have been particularly important as it was acknowledged by a number of
interviewees participating in the Ockenden review that Board development
sessions at that time were often poorly attended.
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7.4 Findings on the complaints process within the CPG and
BCUHB at the time of the first Ockenden Report

Feedback from the relatives who spoke to Donna Ockenden in spring 2014 as a
part of the first Tawel Fan review were in line with the criticisms found of the
BCUHB ‘Concerns’ ‘Putting Things Right’ process found within two external
reviews in August and December 2013.

The NHS Wales Shared Services Partnership (NHSWSSP) review of August 2013
focused on BCUHB’s management of complaints and its ability to learn lessons
from them, finding limited assurance overall. The NHS Wales Delivery Unit
’Review of Management of Concerns’ dated December 2013 found that it was
‘not possible to obtain assurance that [BCUHB] has adequate mechanisms in
place for managing concerns and learning lessons.” (Page 13).

Most of the relatives interviewed for the first Ockenden report stated they had
raised their concerns either formally via the Health Board’s 2013 Putting Things
Right process; (formally known as the Concerns Policy, Complaints, Claims and
Incidents) or stated they had raised concerns formally and informally at the time
of their relatives stay on Tawel Fan with representatives of the CPG or on some
occasions with members of the then Executive team. A number of emails sent to
BCUHB from 2012 onwards had been shared with Donna Ockenden as part of
the first report showing this information to be correct. Firstly, none of the
relatives met with during the process of gathering evidence for the first report
described themselves as being satisfied that their complaint or concern had
been resolved regardless of whether it had been raised formally or informally.
Typical responses from families which resonated with the findings of the reviews
by NHSWSSP (2013) and/or the NHS Wales Delivery Unit review (2013) included:

7.5 The length of time taken to investigate concerns

This was a second recurring theme with relevance to this review of the governance
arrangements relating to the care of patients on Tawel Fan ward prior to its
closure on 19th December 2013. It also resonates with criticisms made of BCUHB
by both the NHS Delivery Unit and the NHS Wales Shared Services Partnership
(2013) reviews. A number of the original Tawel Fan families described long
waiting times of more than six months in order to get responses to complaints.
Families informed the first Ockenden report of the need to involve local Assembly
Members (AM’s) and the North Wales Community Health Council (NWCHC) to
support resolution of complaints. This has been confirmed by a number of North
Wales AM’s and the NWCHC.

7.6 The lack of an accurate written response or minutes of
meetings when requested

Was also cited as a concern. All of the concerns around the ‘Putting Things Right’
process in BCUHB as expressed within the first Ockenden report have been
repeated in the extensive service user and service representative engagement as
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part of the review of ‘current’ governance arrangement across older persons
mental health that took place in the spring and summer of 2017.

In the original Ockenden review into Tawel Fan ward some families described the
use of plaudits (thank you cards) to the Tawel Fan ward team rather than utilising
the complaints process because of their fear that a complaint would mean their
family member would receive worse treatment if he/she needed to return to
Tawel Fan ward.

Reluctance to use the current ‘PTR’ and ‘Concerns’ process and either fear of
raising or reluctance to raise concerns regarding poor care was repeated in the
extensive service user and service representative listening and engagement
across North Wales as part of the review of ‘current’ governance arrangements
across older persons mental health that took place in the spring and summer
of 2017.

7.7 Difficulty in gaining baseline information including ‘Datix’
incidents for the first Tawel Fan report

Throughout the first review into Tawel Fan ward there were numerous requests
made of the then CPG senior team for information on incidents, incident review
and examples of learning from incidents.

At the time of the first Ockenden review into Tawel Fan ward emails between
Donna Ockenden Limited and BCUHB show it took more than five months, (until
late August 2014) to obtain for the first Ockenden report a ‘list’ of Datix*
incidents. Throughout the first Tawel Fan review and then report Donna Ockenden
was not provided with any review reports associated with this list of Datix
incidents. Neither was there clarity provided on the existence or otherwise of
any ‘Red’ (most serious) incident reports. After more than seven months this
particular line of enquiry ended with an email exchange between two members
of BCUHB staff asking if it could be confirmed or not if Tawel Fan had ever had
any red incidents in the previous two years. The email said ‘Are we able to say
there are nored IR1’s relating to Tawel Fan ward in the two years prior to closure?’
(Internal BCUHB email dated 29th August 2014 @1651 hrs). No response was
received by the time the first Ockenden report was handed over to BCUHB.

7.8 What can review of minutes of meetings tell us about
issues which are relevant to a review of the governance
arrangements relating to the care of patients on Tawel
Fan ward prior to its closure on 19th December 20137

An important part of the evidence provided by the Clinical Programme Group
(CPG) team for the first Tawel Fan report and this review of governance was a
series of minutes of meetings within the CPG spanning the period of time in the
year before and the six months after the closure of Tawel Fan ward. In those

4 Datix — see glossary
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minutes (as supplied by BCUHB) and internal communication provided to the
review by staff members at the time there was evidence of recurring themes/
concerns that were also discussed in many interviews of current and former
BCUHB staff and current service users and their representatives undertaken as
part of this governance review. These included:

7.9 Staffing

Internal communication in the form of emails between ward managers, matrons,
medical staff and members of the CPG senior team describe the following in
Hydref ward and Tawel Fan ward in March 2011. (Email sent 31st March
2011@1648hrs.)

The emails describe that Hydref and Gwanwyn wards in the Heddfan unit had
been amalgamated due to ‘low pt. numbers and short staffing. Following a
number of admissions low staffing numbers meant that although Hydref ward
was full, and therefore the unit overall was now short of beds Gwanwyn ward
was unable to open.

The BCUHB staffing bank, (which was discussed as a concern by a number of
interviewees throughout this review) had been unable to provide staff. The
Ockenden governance review is also aware of the closure of inpatient wards
within OPMH as part of service redesign where closure happened before the
redesign actually occurred. Wards were closed, pending service redesign (staff
and service user representatives have explained to the Ockenden review team,
these closures were often at short notice.) This led to increased pressure on the
wards remaining available. Combined with the Executive led vacancy control
process*” which frequently delayed the appointment of even those posts
described as clinically essential the Ockenden governance review found extreme
pressure on mental health services and specifically older persons mental health
provision at BCUHB over many years from 2009 onwards.

Evidence has been seen by the Ockenden review showing that there was a
consideration of admitting patients to beds on Hydref ward that were allocated
to two patients on leave from the ward. The ward team was reluctant to do that
as ‘both pts are very high risk for the situation breaking down as we head into
their first weekend at home.

The staffing information for Heddfan unit, (containing Hydref ward and Gwanwyn
ward) within the email stated an establishment of 36 WTE, (whole time
equivalents or full time staff) and described 13 WTE ‘missing’ as a combination
of vacancies (4 WTE), sickness (SWTE), 4 staff on annual leave and 1 member of
staff on a ‘supervised, phased return.. This was described as circa 36% of the
staff within the ward establishment unavailable for work due to the above
reasons. Tawel Fan ward is described in a similar situation as regards staffing at
the same time. The response to the email regarding Hydref and Gwanwyn wards
says:

47 See glossary
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‘From Tawel Fans point of view, we have empty beds but staffing is dire (am
desperately trying to access bank staff to bring us up to minimal staffing) and we
have a high dependency/challenging behaviour mix of patients. | feel it to be
potentially too risky to add more patients into the mix ... the bank office have not
been able to provide us with any extra staff lately —so I’'m not holding my breath.
Under those circumstances we would definitely not be able to accept anyone
into Tawel Fan.” (Email sent 31st March 2011 1726hrs.)

A multi-disciplinary team meeting took place on the 5th May 2011 to discuss the
issues with staffing at the Heddfan unit. The minutes have been seen by the
Ockenden review team and state that ‘staffing levels are not safe [in the Heddfan
unit] and this has resulted in wards being merged on occasions and patients
having to be admitted to the Ablett on 3 occasions recently... ! (minutes, dated
5th May 2011, page 1.) The minutes also refer to:

e Difficulty in securing bank staff, due to the centralisation of the staff bank by
BCUHB;

e The new Heddfan unit had not had an uplift in staffing from its historical
establishment and it was estimated that the establishment needed an
increase of circa 30% because of the different configuration of the unit —on
two floors, increasing numbers of patients and their increasing acuity;

e There had recently been patients discharged ‘before they were ready’ and
difficulties in admitting patients when they required admission;

e The minutes state staff concern ‘regarding the Mental Health Act being used
inappropriately.” No further details were provided.

The situation does not resolve in the short term as further emails provided to the
Ockenden governance review dated the 20th May 2011 concerning staffing in
the Gwanwyn unit state ‘We have 17 pts across 2 wards and only 5 staff to cover
tomorrow and 6 staff to cover them Sunday. Are currently trying to secure further
bank staff... " (Email sent 20th May 2011 @1525hrs to a number of multidisciplinary
members of the senior team in the MHLD CPG.) Further emails in June 2011
describe a need to merge wards again, due to insufficient staff but at this point the
patient numbers are too great. In line with a number of interviewees who have
participated in this review and significant amounts of evidence seen by the
Ockenden team of the significant challenges in safely staffing the wards’ the email
says ‘We will need to request agency staff if we cannot secure further bank. We
have rung 40 plus staff over the last few days and as yet we still have at least 4/5
days needing staff... " (Email sent 6th June 2011 @1237hrs.)

Chronic problems with staffing across the MHLD CPG because of high vacancy
rates and high sickness rates are discussed in the minutes of meetings. Also
discussed and seen was evidence of poor rates of compliance with annual
appraisals and mandatory training. The grid below has been provided by BCUHB
and shows a snapshot of mandatory training as of November 2012. The Ockenden
review team has noted some areas of concern in the text below.
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7.10 Information contained in a Memo dated 13th November
2012 from the Associate Chief of Staff — Nursing
shows the percentage of staff trained in the following
mandatory training areas:

In-patient — Ablett Unit, Dinas 0Oct 2012 [ Jos] | [ ]
In-patient — Ablett Unit, Tawelfan (EMH) [Oct 2012 | [os]| | [s0[ss| |50
In-patient — Ablett Unit, Tegid (EMH) Oct 2012 .
In-patient — Bryn Hesketh (EMH) Oct 2012 || 67| | 69|
In-patient — Heddfan, Gwanwyn (EMH) | Oct 2012

In-patient — Heddfan, Hydref (EMH) Oct 2012 m 75 75
In-patient — Hergest Unit — Aneurin Ward | Oct 2012 -

In-patient — Hergest Unit — Taliesin Ward |Oct 2012 -

In-patient — Cefni Hospital Oct 2012 m

In-patient — Cynan No Data Date last imputted Sep 12

Key

Greater than 80% compliance
Between 50% & 80% Compliance
Less than 50% Compliance

Not Applicable for that service area
Inputing Errors — Data Removed

Bryn Hesketh
0% in Mental Capacity Act
25% in Mental Health Act (Intermediate)

13% in Restrictive Physical Interventions

Dinas Ward
0% in Compliance Mental Health Act
76% in Basic Life Support

61% in Infection Control

Tawel Fan

0% in Mental Capacity Act ULowever at the

50% in Mental Health Act same time as

o - . . staffing was

58% in Restrictive Physical Interventions clearly such a
significant

Hergest concern there

27% in Infection Prevention are references

46% in BLS within other
management

Cyan Ward (Hergest) minutes (October
2013) to

No data entry for a year challenging
savings plans

Efforts were clearly being made by matrons and other managers within the  gescribed by
MHLD CPG in 2011-12, 2012 - 13 and 2013-14 trying to plan ahead on a weekly  [named external
basis via the inpatient matrons meeting to ensure safe staffing of inpatient advisors] as ‘100
services. However at the same time as staffing was clearly such a significant % high risk’ but
concern there are references within other management minutes (October 2013) ‘delivering.””
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to challenging savings plans described by [named external advisors] as ‘100 %
high risk’ but ‘delivering.” No further detail is given as to what ‘100% high risk’
meant. One former Board member advised the Ockenden governance review
team that ‘100% high risk’ in this context means 100% risk of no-delivery of
savings. No further clarity has been received by the Ockenden governance review
team. There are also a number of issues around vacancies in community teams,
agency being used to fill those vacancies and vacancies not being approved at
the Executive vacancy control panel.

Poor staffing appeared to be impacting on patient care on a number of fronts
including a stated lack of meaningful activity described on the wards. This had
also been clearly described in the HIW visit to Tawel Fan ward in July 2013 and
the Dementia Care Mapping* exercise undertaken on the same ward in October
2013. Communication from the lead consultant for OPMH within BCUHB from
November 2012 provided to the Ockenden review support the concerns
discussed around high sickness rates and poor staffing of services within Older
Persons Mental Health. The emails seen state the need for ‘a plan for arranging
additional resources for a team struggling with medical sickness and lack of
nursing resources. Also...need to have a plan to support our inpatient system
where complaints are occurring about lack of staff to take this additional
workload... ! (Email 20th November 2012 @1350hrs.)

In summary, key conclusions on staffing leading up and after to the closure of
Tawel Fan ward are:

1. Clearly the problems with staffing are not new, and they continue up to
and after the closure of Tawel Fan ward;

2. Further evidence around long term problems with staffing in Older
Persons Mental Health in the Ablett Unit are referred to in evidence
provided to the review by staff number 65. An email dated 14th
December 2010 @1904 hrs says of Tegid ward; ‘Staffing is chronically
short but can be remedied post January 14th when Brynmor closes’;

3. Linked to staffing problems and concerns around potentially poor staff
behaviours in Cefni Hospital, (staff sleeping on duty) there are issues
with potentially inappropriate use of agency medical staff on Bryn
Hesketh ward, a standalone unit in Colwyn Bay to which patients were
transferred after the closure of Tawel Fan ward.

7.11 Problems with Estates

There are a number of references to long term estates problems that do not
seem to be resolved including ligature risks that were a concern expressed in
multiple HIW inspections over a prolonged period of many years. One set of
minutes say ‘All units across North Wales have ligature risks....” In addition an

% See glossary
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email dated 14th December 2010, says the following regarding ‘environmental
and estates issues’ in Tegid ward in the Ablett unit:

e Changes required to bathroom equipment;
e Carpets and beds that needing replacing;

e ‘Thereislimitedtherapeuticspace. (Email sent 14th December 2010 @1904 hrs)

Tawel Fan ward was also visited at the same time. The emails says ‘similar issues in
terms of necessary bathroom facilities, some of the carpeted areas definitely need
changing. There is plenty of therapeutic space and pictures are being put up
tomorrow. Ward does appear cluttered with old furniture and décor needs
attention...” Extensive evidence has been seen of escalation to the CPG senior
management team and beyond that senior management team to members of the
Executive team. There is no evidence of resolution of estates issues across a number
of older persons inpatient units up to and after the closure of Tawel Fan ward..

It is clear from staff interviews and minutes of meetings seen that serious
incidents, (SI’s) are an ongoing concern for the CPG as they are across BCUHB at
the time with a number of references to ‘legacy’ SI's— although the length of
time they have been open are not specified in the minutes seen. Overall the
problems facing the CPG senior management team are considerable both before
and after the closure of Tawel Fan ward and there are a lack of systems, structures
and processes in place to support timely and effective resolution of those
problems. In interview Staff number 15 a former senior manager working within
Older Peoples Mental Health at BCUHB advised this governance review ‘There
was a governance structure and regular governance activity, the challenge was
systematically connecting this activity to service improvement activity. This
became even more challenging when attempting to do so across North Wales
with a stretched MH/LD governance team.

Specific issues seen in the minutes included the following:
Minutes of the MHLD CPG Senior Management Team dated April 14th 2014

This appears to be the first meeting for three months as the last meeting
appeared to be 17th January 2014. It is noted regarding Healthcare Standards
‘we are currently scoring 1 — 38%." The action to be undertaken was ‘1. Ops
manager to supply detail; 2. Somebody to pick it up.... (BCUHB 2014, pages 2
and 3)

The actions outlined above were neither specific, or measureable and therefore
not achievable in a timely manner. There also followed in the same minutes
discussion about falls at the Heddfan unit which stated that:

‘CPG had 5 falls in Wrexham OPMH over a period of time... . The 5 falls have
also been identified as a risk (outlier)’ — presumably by BCUHB, although this
is not clear. There was a lack of clarity in the minutes as to whether this
constituted a problem or not. ‘We need to be clear as to whether we have a
problem with falls. X trying to get some evidence to send to Flynn Team and
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let them get guidance on whether we have a problem with falls or not/
(BCUHB 2014 p2)

Other areas of significant risk discussed at this meeting, (14th April 2014) were
the following:

1. ‘We have an agency locum staff grade doctor who is not on our
establishment looking after patients at Bryn Hesketh.” This stated lack
of process in the recruitment of temporary staff at Bryn Hesketh in mid
April 2014 following the transfer of patients from Tawel Fan ward to
Bryn Hesketh four months earlier is of very significant concern.

2. Wedon’t have a pathway, we should have a pathway around admissions,
and we have a problem because we don’t have a pathway. We should
have a moratorium on Out of hour’s (sic) admissions, we have had a
few problems. Don’t know if we’ve told YGC ... Scheduled organic
unscheduled care to go to Care of Elderly Wards, not agreed with YGC.
Every admission needs to be seen by a consultant. (BCUHB p2) The
action agreed in the minutes was that two members of the senior
management team were ‘to discuss at Ops meeting today and ask for
somebody to complete paper’

3. Estates Issue: ‘Ligature work carried out by X needs to come to SMT. HB
(BCUHB) needs to understand that we are admitting patients into high
risk areas.... All units across N Wales have ligature risks. Chief of Staff
needs to be aware that patients are being admitted to high risk areas.
Review on-going at present in Wrexham. The action agreed was ‘X to
make list of priority estate issues. ‘(p3)

The next Senior Management Team meeting — the 19th May 2014

In the next Senior Management Team meeting with minutes dated 19th May
2014) there is continuing discussion around ligature® risks. The minutes note
‘An issue has come up on Hergest regarding profiling beds®.(p1) (With the
profiling beds presumably being seen as a ligature risk). A further issue from
reviews undertaken by Matrons is recorded in the minutes as ‘the poor response
from estates depts...” Staff number 57 advised the Ockenden review of
highlighting issues with poor estates support at the ‘Ablett Redevelopment
Group’ from 2011. Staff number 57, a senior nurse described to the Ockenden
review team in June 2017 the very slow progress at achieving anything for the
wards withinthe Ablett unitas ‘We’ll look at it as part of the Ablett Redevelopment
Group, but those meetings ceased and ... it took...about two, three years to get
the carpet in Tawel Fan replaced ... it was always about finance ... we always had
to get three quotes ... it was just such a slow process ... if you were successful in
getting the money the price had gone up ... you'd start all over again.’

4 See glossary
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0 A profiling bed is an adjustable height, variable posture bed. They can be adjusted normally or electrically to change

slope/height of the bed
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Review of minutes and correspondence for the years 2011-2012, 2012-2013 and
2013-14 focusing on workforce showed the MHLD CPG to be under considerable
pressure with staffing. A number of staff interviewed for this governance review
have confirmed the pressure the CPG was under to make savings, including staff
numbers 3, 11, 15, 22, 63 and 57). The Senior Management Team minutes of the
13th September 2013 note the result of the Vacancy Control Panel — which has
been described by a number of interviewees (3, 11, 15, 22, 57, 63) as a process
when vacancies that were approved as essential by the CPG then had to go
through a process of further Executive scrutiny prior to approval. The minutes
say ‘vacancy control, not all went through....” No further detail is provided.

Staff number 22, a former senior manager within Mental Health told the
Ockenden review team at interview in November 2016: ‘Each CPG had to have a
vacancy control panel which agreed every vacancy and then would get agreed or
not via the Health Board. Staff number 63, formerly working within finance at
BCUHB stated atinterview inJune 2017: ‘There was a directive that every vacancy
had to go for Exec approval, even the ones you had the money for.... Staff number
57 said at interview that when a post ‘went through the vacancy control process
it would come back as more information needed or resubmit in three months,
six months.” Staff number 3, a senior manager told the Ockenden team at
interview in September 2016 that as regards staffing ‘they were very very lean
times. We had wards which traditionally had had 2 x Band 6 Deputy ward
managers as wards were getting increasingly acute and being told now they were
only going to have 1 x band 6 in the future.

On the 11th October 2013 (two months before the closure of Tawel Fan and at
time when the CPG was under considerable pressure regarding the Hergest unit)
the minutes describe feedback from [an external company] regarding savings
plans ‘Our plans are seen as 100% high risk but are delivering...” (BCUHB 2013,
page 2.) In the same minutes difficulties with community staffing and what
appears to be a lack of knowledge of the community staff structure is described
as ‘currently getting accurate list of all the teams, need to make a decision
regarding community vacancies. Flintshire carrying 5 vacancies, Agree to 2x
agency and authorise the vacancies for filling....” (BCUHB 2013, page 3.)

In summary, estates problems, staffing concerns and bed 'pressures' across
mental health were not new at the time of the closure of Tawel Fan ward. Neither
did they improve or stop when Tawel Fan ward closed.

A letter written by the clinical lead for OPMH to senior colleagues within the CPG
provided to the Ockenden review dated 10th February 2011 highlights ‘several
risk issues associated with inpatient care arrangements in Ablett” (The Ablett
unit had both Tegid ward and Tawel Fan ward within it at the time.) The letter is
written to senior managers within the CPG and says the following:

e There are an increasing number of out of hours general adult admissions
occurring to the Ablett Unit and that the ‘care of elderly patients is affected;’

e The letter describes an incident where a young patient ‘with a forensic
history’ was admitted to a bed of an elderly patient who was ‘on leave’ from
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Tegid ward overnight. When the elderly patient returned to his bed the next
morning to find another patient in it the young patient threatened the
elderly patient;

e Thatafurtherincident had happened the next night where an elderly person
was moved overnight from Tegid to Tawel Fan to accommodate another
young person requiring admission. The letter also says that on that night
‘there were no qualified staff nurses in Tawel Fan ward;’

e The letter refers to ‘several complaints.....including an Ombudsman
recommendation which highlighted the same issues......we should take
urgent action to make sure this unsafe practice should not be continued’
(Letter from clinical lead OPMH to senior staff within the MHLD CPG dated
10th February 2011, page 1.)

e The letter recommends the following four actions: ring-fencing OPMH beds
in Tegid ward urgently, reviewing out of hours admission arrangements to
the Ablett unit, arranging a structured managerial framework for OPMH
inpatient units, and priority action for the environmental issues highlighted
in Tegid and Tawel Fan wards. It is also requested that these issues are
discussed at a range of CPG meetings.

7.12 Staff development, sickness and training

With reference to staff development and training the minutes from the 19th
May 2014 describe the CPG as only 53% compliant with PADR®?, (also known as
staff annual reviews or objective setting.) Sickness absence is described as
increasing ‘since gtr. 3 to 6.35 % (6.21% cumulative). Cost >3 million Apr 13 —
Mar 14 (Page 2.) Of note is that this period of time commences with the nine
months leading up to the closure of Tawel Fan ward and the three months
immediately after it. The use of temporary staff via agency is described in these
minutes as ‘a cost just under one million Apr 13 — Apr 14/

Staffing levels are also described as a continuing concern in the minutes of the
‘Older Peoples Mental Health review Steering Group’ on the 3rd April 2014. The
minutes say ‘Staffing — not always sufficient to enable real engagement with
patients.” (Page 1). The meeting minutes, in line with a number of internal and
external reviews also note a ‘lack of psychological interventions, meaningful
activity on wards.” This is noted in a number of interviews with staff managing
the service at the time with Staff number 57 advised the Ockenden review of the
decreasing resources available in Older Persons Mental Health in physiotherapy
to support older people in both Bryn Hesketh and Tawel Fan ward over a number
of years up to the end of 2013. Staff number 57 said ‘Both Bryn Hesketh and
Tawel Fan had dedicated physios and then over time, they were recalled back to
the group model and.....everything was done on a referral basis...the difficulty
with somebody with dementia and challenging behaviour is that, if you don’t
seize the moment, you can’t recreate it to explain what the difficulty is.’ This was
an example of the lack of connectivity seen within the CPG structure at BCUHB.

1 See glossary
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The Ockenden team was informed that ‘therapies’ such as physiotherapy and
occupational therapy were provided via the ‘Therapies’ CPG. Whilst the provision
of ‘therapies’ would have been vital to the effective provision of mental health
care and specifically older persons mental health care this was an area of
provision which the MHLD CPG had no control over.

The minutes of this group also note the following feedback from staff engagement
events:

e Paperwork, absence of electronic health records, and lack of computer
access — the review team found the medical notes difficult to follow

e Lack of performance monitoring related to outcomes

e Issues around some physical environments — programme of work around
dementia supported environment but no resource. Limitations due to buildings.

e Uncertainty about futures — lack of decision making
e Positive about training and support

e Clinical leadership — concerns some localities have very little engagement
from consultants

e Post-diagnostic support very patchy — offered in each locality but may differ

e Consider nursinghome care—identified some complex patients are returning
to inpatient wards, a lack of capacity in homes in North Wales is influencing
health care. (p3)

In addition to the feedback above, the Ockenden governance review team have
also been advised of a lack of metrics to measure quality in Mental Health at
BCUHB. Staff number 4, told the Ockenden team ‘the range of metrics and the
information systems that we had to... support us were far less than ...... in the
acute sector....we didn’t have a single clinical system for mental health so....
developing some of the metrics on which you could look for assurance or look to
identify areas of concern was also a challenge....” Similar information deficits to
those found in mental health were also described in interview by staff number 4
as being found in community and primary care services, but this was not a focus
for this review of governance in mental health and older persons mental health.

The systems, structures and processes of governance is discussed briefly in the
MHLD CPG Senior Management Team (SMT) meeting of the 19th May 2014. The
excerpt from the minutes say ‘SMT and the governance meeting structure, agree
to carry with for the time being. Need TOR. What this appears to mean is that at
this point in time (with BCUHB and the CPGs approaching their fifth birthday), the
development of a TOR (Terms of Reference) for the governance group within the
Mental Health and Learning Disabilities Group appears to have not yet occurred.
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7.13 What was the position in the MHLD CPG and the
wider BCUHB with SUI reporting, investigation and
understanding of findings and trend data from 2009
to 20147

There is discussion around Serious Untoward Incidents (SUI) in the MHLD CPG
Senior Management Team (SMT) meeting of the 19th May 2014. which show
some positive progress with the management of new SUIs but a concerning
situation with ‘legacy’ SUIs. The minutes say:

‘Anumber of SUI’s are still outstanding. A screening panel (weekly on a Thursday)
has been organised which is where an SUI will be looked at initially for the first
time and they will make sure policy has been followed and these will then go to
scrutiny panel for sign off.......Some SUI’s that are still in date have been signed
off which is showing the quality of the reports are improving and they are being
completed in a timely manner — ongoing issue to resolve legacy SUIs asap.” This
is likely to reflect the changes BCUHB wide with the appointment of a BCUHB
interim Director of Quality from September 2013.

The Mental Health and Learning Disabilities CPG Operational Group Minutes of
the week before (12th May 2014) state the need for the CPG to ‘concentrate on
legacy SUIs, There is a short timescale stated stating that assurance is required
(to the colleague leading this on behalf of the Executive Director of Nursing) ‘that
some will be complete in two weeks (BCUHB 2014, page 1.)

In the Senior Management Team meeting of the 19th May 2014 there is further
discussion around SUIs. Two members of staff, (identified by initials) ‘to look at
SUI themes ...today.” What’ is being ‘looked at’ and what the output would be
(and when) is not specified. Staff number 68, medical colleague described at
interview in June 2017 the BCUHB processes involved in the investigation of SUls
at the time as ‘review lots of reports in a relatively short space of time, that most
of these reports were not SUI reports, they weren’t even tabular timelines, they
were simple timelines.” From the evidence seen by the Ockenden governance
review team this was more than likely to be a BCUHB wide problem rather than
one solely within the MHLD CPG.

The minutes discussing critically important issues around the systems, structures
and processes of governance is five months after the closure of Tawel Fan ward.
There is no apparent sense of urgency from the minutes of the meeting regarding
the need to resolve the issues regarding the reporting, investigating and learning
from serious incidents (or SUIs/SIs) in the CPG. The actions are vague for example,
the minutes say ‘[name of person]project — SUI's, [name of personlinvited to
Operational Group to discuss. X [initials provided] to write to [name]? To invite
to future SMT.... (BCUHB 2014, page 2.)

There is no date identified when the letter should be written and what its output
is intended to be; neither is there a plan as to when X should be invited to either
the Operational Group and whether it is [person 1] or [person 2] (or both) who
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are to be invited to a ‘future SMT. However, the Ockenden review has been
informed (and has seen the evidence) that there was enthusiasm within the CPG
for work to be carried out around improvements in the CPG SUI system.
A significant problem was the lack of resource that BCUHB as an organisation
were able to provide to support the systematic improvements. The Ockenden
review team has seen evidence that this resource was likely to be one
administration person over the course of six months. In the evidence seen it was
said that BCUHB were unable to fund this role. Recent communication seen by
the Ockenden governance review team shows dialogue between the MHLD CPG,
and external colleagues with the skills and knowledge to support development
of SUI processes within mental health and a number of Executive Directors of the
time. This dialogue did not progress to action. The Ockenden review has been
advised: ‘where action required Board level support, this was not forthcoming.

In agreement with multiple other colleagues who participated in the governance
review staff number 55, a nurse at the time at interview with the Ockenden team
in April 2017 that there was poor communication with staff on the ground
concerning all aspects of risk management including SUIs. Staff number 55 told
the Ockenden team ‘With SUI’s you didn’t necessarily have closure then.” Staff
number 68, told the Ockenden team of having to request to see an SUl report for
individual patients they had cared for and that there was no opportunity to
participate in the SUI panel despite having a great deal of information regarding
the patient. Overall a wide range of staff described a fragmented system where
feedback from Datix submissions, complaints and SUIs to staff on the ground
could not be recalled.

In summary - SUIs — what do we know?

Clearly the issue with SUls as seen within minutes of 2014 was not a new problem,
nor was it resolved quickly. Staff number 68 also describes SUI panels in 2012
that were chaired poorly, with a lack of preparation and information available to
a panel process. Staff number 68 recalls telling members of the senior
management team ‘one of the problems ...with this arrangement (SUIs) is you
don’t spend enough on it, it’s not enough of a priority...” It is likely however that
this was a problem across BCUHB and to some extent influenced by the systems,
structures and processes of governance around SUIs across Wales — not one that
was within the ‘gift’ of the MHLD senior management team to resolve on
their own.

Professor Robert Poole (2012) and in recent communication with Donna
Ockenden, (2018) notes the issue that ‘the NHS Wales [SUI] criteria generated
far too many full investigations.” Poole stated that ‘a more targeted approach,
with a different method of deciding the intensity of investigation would be more
effective. It would lead to better investigation of the incidents of greatest
concern, and avoid great effort being expended on incidents that could not be
prevented and thus generated no learning for the service..””

%2 Communication Poole R to Ockenden D April 2018
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Key point: Were the problems with SUIs within the MHLD CPG found elsewhere
in the systems, structures and processes of governance within the MHLD?

Yes

There is similar uncertainty to the process around SUIs found within the MHLD
CPG ‘Infection Control’ Minutes dated 10th April 2014. The heading states ‘extra
meeting as the last 2 meetings cancelled — therefore the meeting planned for the
22nd April will be cancelled.” A further internal email provided to the review
shows other key meetings within the CPG cancelled at a few days’ notice. The
email sent on the 30th November 2012 states ‘The Acute Care and Older Persons
Programme Development Meetings on Monday will be cancelled....” (Email sent
to the CPG senior team on 30th November 2012 @1505hrs.) No minutes of
these Development Meetings have been provided to the Ockenden review,
therefore the Ockenden review team is not clear on the longevity and Terms of
Reference or scope of this particular meeting.

In the Inpatient Matrons operational minutes (18th November 2013) the minutes
note ‘safeguarding training compliance steadily improving — 50%.” A target of
90% for completing safeguarding training was set by March 2014. In minutes of
the ‘Safeguarding Children and Vulnerable Adults Group.” (Dated 15 April 2014.)
There is a note of the target for compliance with safeguarding training being 80-
100%. It is noted that current staff compliance was circa 50%. (The same as it had
been in November 2013.) The action is described as ‘this requires a big push
from all’ (BCUHB 2014, Page 1) There was no detail regarding the steps the CPG
intended to take to improve upon this long term inadequate position. In addition,
all action columns were blank with no one attributed to taking forward (and
therefore no timescale confirmed) for the many actions required.

Non-attendance by ward staff is noted as a concern regards safeguarding training.
The minutes say ‘Scarce places being wasted and managers need to be aware of
bigger picture beyond immediate ward staffing needs...”Staff number 38, a senior
clinical nurse told the Ockenden review team of the current situation as of
February 2017 ‘It feels as though you are just constantly trying to staff the ward
and keep it safe..... all the other things you need to do, the practice development
things, the supervision whichis core.....You feel as though you're trying to squeeze
it in, not managing to do it..

On page 2 of those minutes, (BCUHB 2013, page 2) there is evidence of the
Matrons group thinking proactively about staffing in the week ahead. There is a
section headed ‘Staffing alerts for the week ahead. One area is described as
having ‘sickness still 30%.’ It is noted that there may be a need to arrange agency.

The Matrons minutes of the 18th November 2013 appear to show a serious
incident with a poor outcome associated with a lack of training and a lack of
basic equipment. A failed resuscitation attempt in a mental health inpatient unit
is described. The minutes say ‘issues with lack of availability of equipment and
staff familiarity with procedure, identified as training required/lessons to be
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learned...” (BCUHB 2013, page 2.) An allegation of staff sleeping on duty in Cefni
Hospital is also noted.

7.14 Summary: What do we know about availability of
information around service provision?

A further theme that occurs repeatedly over a long period of time from both
BCUHB staff members (current and former) and service users and their
representatives is the lack of clear and readily available information regarding
Older Persons Mental Health service provision at BCUHB. Minutes of the 'OPMH
review Steering Group’ of the 26th June 2014 state ‘Big issues re information
people knowing where to get help. Professionals don’t know where to get
information.” This was a continuing area of concern voiced by service users,
carers and service user representatives across North Wales in the listening and
engagement exercises across the six counties of North Wales in the spring and
summer of 2017, with carers, service user representatives and voluntary
organisations expressing concern regarding the responsibilities they shouldered
for care provision and current BCUHB employees also expressing confusion
around where to find relevant information. A medical colleague, staff number 79
working within OPMH told the Ockenden review in summer 2017 ‘Sometimes
we are uncertain who does what, like there is Crossroads and then suddenly
somebody says no, Crossroads is no longer and then somebody says no, they’re
still there....so it’s a bit of a minefield..

Staff number 16, a Board member, in interview for this review was critical of the
senior management team within the Mental Health and Learning Disabilities
(MHLD) CPG in 2012 to 2013 across both the Hergest unit at Ysbyty Gwynedd
and Tawel Fan ward. ‘There was a Hergest Improvement Programme which was
...pages and pages of stuff...There’s all this stuff going on, but HIW have come in...
identifying issues so where’s the improvement? You know organisations get into
action plan mode don’t they, they don’t think they just tick...” It is of note and
importance that the Ockenden review team has subsequently been provided
with evidence outlining the following:

e Many of the key leadership and management roles within the MHLD CPG
were part time — including the Chief of Staff from October 2009 onwards and
the ACOS Nursing from August 2010 to the summer of 2012. There was no
one appointed to the role of ACOS Nursing from October 2009 to August 2010.

e There was a significant stripping out of management posts following the
merger creating BCUHB which left the MHLD CPG with a wholly insufficient
management structure to deliver mental health services across the six
counties of North Wales.

e There was a long and complex Executive led vacancy control process before
posts could be approved for advert. This was after the CPG Senior
Management team had authorised the post for filling, and even when the
finance and managerial team in the CPG could show they had the budget.
This could often add many months to the process of filling vacancies — even
those considered clinically essential.
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e The senior leadership team of the MHLD CPG were not authorised to recruit
administration support, often leaving already part time senior leaders
responsible for the administration of governance meetings etc.

e The BCUHB Board were already aware by December 2013 —i.e. at the same
time as Tawel Fan ward closed that a total of six mental health services units
were in escalation (or a heightened state of concern). The Ockenden review
team could find no evidence of consideration by the BCUHB Board as to how
an already overstretched management team would be able to cope with,
(and ensure patient safety) when six of their mental health services across
North Wales were already in escalation.

7.15 Key points regarding service risks in the MHLD CPG
leading up to the closure of Tawel Fan ward

Staffing problems, across a range of roles with delay built into approving
vacancies, long term lack of action regarding known estate problems, financial
pressures and lack of opportunities for mandatory training all formed part of the
backdrop against which the CPG team were attempting to deliver an Older
Peoples Mental Health service from 2009 to 2013.

7.16 What did the BCUHB Board know about Mental Health?

An ‘In Committee’ (or private) Board paper of December 2013, that would have
provided essential context and detail to Donna Ockenden in the first Tawel Fan
review was not disclosed to Donna Ockenden until this current review of
governance was underway. This showed clearly that the BCUHB Board were
aware of the extent of the extreme fragility in mental health services with six
aspects of the services described as ‘in escalation’ as of December 2013. That
five other mental health services (or parts of the mental health service) were in
escalation at the same time as Tawel Fan ward closed suggests a mental health
service across North Wales fast approaching, if not already at crisis point. Despite
the grave concerns around Tawel Fan ward at the time it merits only one
paragraph in the bundle of 19 pages. Most of the document discusses BCUHB
Board concerns around the Hergest unit in Ysbyty Gwynedd The Hergest unit and
the vast amount of time and attention it required from the CPG senior
management team in the year leading up to the closure of Tawel Fan ward will
be further discussed later in this report.
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8 Chapter 2

8.1 Was there sufficient Welsh Government policy and
guidance around the systems, structures and processes
of governance available to BCUHB leading up to and
following the merger creating BCUHB in 2009?

In responding to the Terms of Reference the Ockenden review considered:
e The rationale and preparation for merger and the creation of BCUHB in 2009;

e The historical position across the NHS in Wales prior to the creation of
BCUHB in October 2009,

To understand the creation of the systems, structures and processes of
governance across BCUHB, the Mental Health and Learning Disabilities CPG and
Older Peoples Mental Health, (OPMH) the Ockenden review team needed to
understand the context in which BCUHB and its systems, structures and processes
of governance was formed in 2009. The following documents were considered
by the Ockenden team.

Name of Guidance (order as found in report) | Date Published

'One Wales' — A progressive agenda for the Government of 2007
Wales

The Good Governance Institute — The Guide to Governance in 2009

NHS Wales

The Welsh Assembly — Government Citizen Governance 2010
Principles

The Francis Report Inquiry 2013
The Healthcare Commission — Learning from Reviews 2008
The Healthcare Commission — Organisation with a Memory 2002
Welsh Government — Safe Care, Compassionate Care 2013
The NHS Leadership Academy — The Healthy NHS Board 2013

Principles of Good Governance

The Welsh Assembly Government — World Class Health Care— | 2005
Designed for Life Creating World Class Health and Social Care
for Wales in the 21st Century

The Welsh Assembly — Annual Quality Framework (AQF) — 2011/2012
2011/2012
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The Welsh Assembly document ‘One Wales’ — A progressive agenda for the
Government of Wales — 2007 identified that a redesign of NHS structures was
required to deliver effective health care in and across Wales. The aim of this
reorganisation was to improve health outcomes and ensure that the NHS in
Wales delivered healthcare effectively with its partners. In summary, simpler
management structures were proposed which had the aim of moving more
money to front line care.

As a result of this the NHS in Wales underwent a major reorganisation in 2009.
The outcome was that the existing 22 Local Health Boards (LHBs) and 7 NHS
Trusts being replaced with 7 integrated Local Health Boards, responsible for all
health care services. At the same time the new unified public health organisation,
Public Health Wales NHS Trust would become fully operational. Velindre NHS
Trust, the specialist Cancer Trust would continue to operate along with the
existing Wales Ambulance Services NHS Trust.

Staff number 90 a former Board member at BCUHB said the following of the
merger creating BCUHB in a statement provided to the Ockenden review in
February 2017 ‘The establishment of a combined health authority with the
requirement of consistent standards across North Wales was complex and
extremely demanding on both staff and Board members. In particular the Health
Board was confronted with differing models in the delivery of mental health
services across North Wales and a major effort was made to standardise care
across Betsi Cadwaladr University Health Board. This, together with the
restructuring of clinical teams placed significant strains on all the departments.
There was little additional support in the area of staff support or finances from
the Welsh Assembly Government who were tightly constrained by economic
conditions and the complexities in reorganising services across the Principality...
.. was constantly aware of the enormous pressure on staff and Board members
but | had no serious reservations about the ability of staff to deliver their very
best to the service...’

Staff numbers 100, 106 and 111 provided a combined written statement to the
Ockenden review team. In this statement they also recalled the ‘major issues’
and ‘challenge’ found in uniting the three Trusts and six Health Boards making up
the ‘new’ BCUHB in 2009. They say the ‘major issues, from the outset, were the
challenge of uniting all those prior organisations into a single cohesive service,
with particular regard to the recognised need to centralise some specialised
hospital services on clinical safety grounds, and the enormous size of the HB.
(Health Board.)

Staff numbers 100, 106, and 111 in a joint written statement submitted to the
review reflected on the development of the Clinical Programme Group (or CPG)
structure. In their joint statement they describe the CPG structure as ‘a novel,
devolved structure, with a single clinician Chief of Staff leading each CPG Board
to deliver an all North Wales health programme. This model emphasised clinical

UThe
establishment of
a combined
health authority
with the
requirement of
consistent
standards across
North Wales was
complex and
extremely
demanding on
both staff and
Board members.
In particular the
Health Board
was confronted
with differing
models in the
delivery of
mental health
services across
North Wales and
a major effort
was made to
standardise care
across Betsi
Cadwaladr
University Health
Board.”

33 http://webarchive.nationalarchives.gov.uk/20080912104103/http://new.wales.gov.uk/about/strategy/

strategypublications/strategypubs/onewales/?lang=en
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leadership in a structure with devolved clinical, financial and management
authority and required clinicians to work collectively across hospitals rather than
within their DGH.

There were a number of social, health and financial challenges facing Wales at
the time of the merger creating BCUHB including:

e Anincreasing ageing population;

e More people living with chronic conditions;

e Challenges regarding health provision in rural locations;

e Increasing obesity rates and low levels of physical activity.

8.2 Outcome of the 2009 NHS Wales reorganisation:

The NHS reorganisation came into being across Wales on 1st October 2009
creating single health organisations that were responsible for the entirety of
health delivery across a designated geographical area. This replaced the NHS
Trusts and local health systems that previously existed.

7 integrated Local Health Boards replaced the existing 22 Local Health Boards
and 7 NHS Trusts:

e Aneurin Bevan Health Board

e Abertawe Bro Morgannwg University Health Board

e Cardiff and Vale University Health Board

e Hywel Dda Health Board

e Cwm Taf Health Board

e Betsi Cadwaladr University Health Board

e Powys Teaching Health Board

8.3 What is Betsi Cadwaladr University Health Board
(BCUHB)?

Betsi Cadwaladr University Health Board was the largest of the nominated Health
Boards at its establishment on the 1st of October 2009. It provided a full range
of primary, community, mental health and acute services across the six counties
of North Wales (Anglesey, Gwynedd, Conwy, Denbighshire, Flintshire and
Wrexham) as well as some parts of Mid Wales, Cheshire and Shropshire. The
Health Board came into being following the merger 9 months earlier of 2 former
NHS Trusts and 6 Local Health Boards in 2009:

e North Wales NHS Trust (formed from the previous Conwy and Denbighshire
NHS Trust and North East Wales NHS Trust.)

e North West Wales NHS Trust

e Anglesey LHB
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e Conwy LHB

e Denbighshire LHB
e Flintshire LHB

e Gwynedd LHB

e Wrexham LHB

BCUHB serves a population of circa 670,000 people across the six counties of
North Wales. Some services were also provided for the population of Powys,
Cheshire and Shropshire. BCUHB employed circa 17,000 staff and had a budget
in the region of £1.2 billion. BCUHB had three main district general hospitals (or
DGHs). These were:

Ysbyty Glan Clwyd at Bodelwyddan, (where the Ablett unit containing Tawel
Fan was found)

Ysbyty Gwynedd in Bangor
Ysbyty Wrexham Maelor

Eleven (11) CPGs were set up at the ‘birth” of BCUHB. The first annual report
published by BCUHB for 2009/10 was titled ‘Bringing Services and People
Together! The report acknowledged the importance of strong clinical leadership
in meeting the challenges found in healthcare provision across Wales. The CPGs
were led by a Chief of Staff described as ‘a clinically qualified practicing
professional, who takes responsibility for services and is supported by a team of
clinicians and managers.’

The then Chief Executive designate said the following of the CPGs>*. They were
to act as ‘clinical units with service line reporting®> and management and are
held to account for sound resource management and performance. They are
part of the discussion and decision making to deliver cost improvement. Being
accountable for clinical efficiency, safety and quality, reinvesting in services
through good management is a key requirement of their management
responsibility”

BCUHB'’s vision was one of the CPGs working together with primary care and
multi-agency partners to ensure cohesive and clear care pathways across North
Wales for BCUHB’s patients. Multiple interviewees participating in the Ockenden
review of governance have described the model with phrases such as ‘light touch
and high trust..” and working within a system of ‘earned autonomy.

As one of the 11 CPGs at the time of the creation of BCUHB, it could be said that
the MHLD CPG Mental Health and specifically Older Persons Mental Health was
a relatively small part of the BCUHB Board’s responsibilities. However older
peoples mental health is a very significant issue in that it is acknowledged that

% Burrows M, (2009) Clinical Programme Groups — a briefing
% See glossary
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people aged over sixty are the greatest users of the NHS and according to the
Older Peoples Commissioner for Wales account for around 47%°% >’of acute
inpatients; of these around 60% are expected to have a degree of cognitive
impairment. Within a general hospital setting older persons mental health needs
including depression and dementia can go undetected which can lead to longer
inpatient stays, loss of independence and a reduction in the chances of the older
person returning home to a pre hospital environment. All this can significantly
increase care costs.*®

8.4 Features of the new Health Boards

The Welsh Assembly Government ‘One Wales — A progressive agenda for the
government of Wales’ (2007) document described the features of the new
services as summarised below. These features were intended to develop criteria
by which the new health organisations performance and progress could be
judged. These can be summarised as:

e A patient centred approach with patients able to exercise as much (or as
little) influence over their care as they choose, except where strong evidence
advises against this;

e Strong leadership and clear governance arrangements with every
organisation held to account for its clinical performance

e Services that are efficient, timely and safe;

e (Care that is consistent, based on sound evidence and meeting agreed
standards, (to be determined;)

e A health service that changes the balance of care into people’s homes and
communities away from traditional hospital care.

In addressing these criteria, the leaders of the new Health Boards were described
as ‘the frontline regulators’ of care and were required to satisfy themselves that
their organisation was acting within the law, abiding by agreed codes of practice
and meeting all relevant compliances.

% http://www.olderpeoplewales.com/Libraries/OPCW_Publications/Dignified_Care_Full_Report.sflb.ashx
57 https://www.jcpmh.info/wp-content/uploads/jcpmh-olderpeople-guide.pdf
58 https://www.rcpsych.ac.uk/pdf/jcpmh-publicmentalhealth-guide[1].pdf
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Table 1: Summary of the proposed benefits of the changes to the NHS across

Wales

(See The Guide to Governance in NHS Wales by the Good Governance Institute
2009 for further information.)

Benefit | Expectations

Service Quality Benefits

An improvement in the services offered to the population which
should result in:

e Improved health outcomes

e Improved access to services

e A sshift in the balance of care towards more services to support
people in the community, and

e Reductions in geographical health inequalities

Operational Benefits

e Areduction of the administrative burden of working across
multiple organisations

e Strategic planning to be undertaken at an All-Wales level

e A planning process to be developed that is responsive to local
need

e Enhanced service delivery through the removal of vertical
boundaries, and

e More efficient use of resources across organisations

Money Moved into Front-
Line Services

e Areduction of the administration costs of NHS Wales through the
reduction in the number of organisations

e More effective management of arrangements held with external
organisations, and

e Improved purchasing and negotiating power at a National and
local level

Better Working Across the
NHS

e A reduction in conflicts between NHS bodies

e Improved perception of NHS Wales amongst patients, the public
and stakeholders

e A greater sense of stability of direction, and

e The achievement of improved service integration through closer
working with its partners

Staff Benefits

An improvement in morale and individuals’ experiences of working
within NHS bodies through:
® |Increased career opportunities in unified and larger organisations

e Working in a positive and progressive culture, and better
opportunities for staff development

% https://www.good-governance.org.uk/services/the-pocket-guide-to-governance-in-nhs-wales/
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8.5 Local Health Board and Trust Values as expected by the
NHS in Wales 2009 onwards

The clear expectation from Welsh Government was that the new Local Health
Boards and NHS Trusts values should be built upon the Welsh Assembly
Government Citizen Governance Principles (2010) (See footnote® for further
details.) In summary these principles stated that consumers of health care should
be put first and at the heart of everything an organisation did, that everyone
involved in the delivery of care should understand each other’s roles and how by
working together they could deliver the best possible outcomes. Organisations
were expected to be driven by values, be creative and innovative and to commit
to learning. It was a clear expectation that through a commitment to learning
that service delivery would continue to improve. It was expected that adherence
to these principles would provide a framework for good governance and set a
standard of behaviour and service delivery expected to be seen by all levels of
the services provided both locally at Health Board level and nationally across
Wales.

8.6 An overview of quality concerns relating to the NHS in
England and Wales 2009 — 2013

The NHS across England and Wales at that time was experiencing a period of
challenge, both countrieshad experienced orwereinthe process of reorganisation
and there had been a series of national reports relating to quality concerns.
The most significant was the publication of the Francis Report Inquiry (2013).
RobertFrancis®*QCchaired apublicenquiryintohow poor care at Mid Staffordshire
NHS Foundation Trust was allowed to occur between 2005 and 2009.

The Healthcare Commission had previously published a report ‘Learning from
reviews (2008)%? which concluded that:

e Senior managers need to encourage a culture of openness;

e Every Board member should understand the nature of incidents;

e Systems for running governance should be built in and not bolted on;

e Boards and senior management teams should regularly build in protected
time to reflect on whether they are meeting the needs of their most
vulnerable patient and how they can be assured that the individuals are safe
from harm within their organisations.

This report in 2008 built upon the much earlier learning from the Health Care
Commission Report ‘Organisation with a Memory®’ (2000).

8 http://www.wales.nhs.uk/governance-emanual/citizen-centred-governance-principles

{Boards

and senior
management
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reqularly build in
protected time
to reflect on
whether they are
meeting the
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they can be
assured that the
individuals are
safe from harm
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organisations.””

81 http://webarchive.nationalarchives.gov.uk/20150407084231/http://www.midstaffspublicinquiry.com/report
62 http://webarchive.nationalarchives.gov.uk/20080609174514/http://www.healthcarecommission.org.uk/_db/

documents/Learning_from_reviews_tagged.pdf
8 https://www.aagbi.org/sites/default/files/An%200organisation%20with%20a%20memory.pdf
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Whilst these documents related to the NHS in England they have been directly
referred tointhe NHS Wales national documentation such as Welsh Governments
‘Safe Care, Compassionate Care’® published in January 2013 and the spirit of the
recommendations is consistently found throughout all the NHS Wales
documentation seen as part of this review. In addition The NHS Leadership
Academy document ‘The Healthy NHS Board Principles of Good Governance’
65(2013) which was originally published in 2010 following wide consultation was
recognised within the governance documentation for NHS Wales in a
comprehensive 56 page document which clearly articulates:

e The purpose and role of NHS Boards in Wales

e Individual and collective Board member responsibility in NHS Boards in Wales

8.7 The national governance agenda across NHS Wales from
2009 onwards

A Guide to Governance in NHS Wales was published in 2009. (See The Guide to
Governance in NHS Wales by the Good Governance Institute.)®

In summary this said that in order to ensure that Boards in the NHS in Wales had
a total overall view of their organisation Boards needed to consider, understand
and have visible to them all the streams of governance underpinning their
organisation. These streams of governance included corporate, clinical
information and research, risk, quality, value for money, Health Board priorities
and understanding of performance.

The Good Governance Institute (2009) stated that effective Board governance
has 9 key elements:
1. Clarity of purpose aligned to objectives and intent;

2. A strategic annual Board agenda cycle with all agendas integrated and
encompassing activity, resources and quality;

An effective Board assurance system in place;
Decision taking by the Board that was supported by intelligent information;

A streamlined committee structure with clear terms of reference;

o v &~ W

An Audit committee strengthened to enable it to cover all governance
issues;

~

Ongoing development reviews of Board members;
8. Appointment of a Board secretary;

9. Board etiquette.

& http://www.wales.nhs.uk/governance-emanual/document/219549
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& https://www.leadershipacademy.nhs.uk/wp-content/uploads/2013/06/NHSLeadership-HealthyNHSBoard-2013.pdf

% https://academiwales.gov.wales/pages/good-governance-guide-canllaw-llywodraethu-da)
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The Guide to Governance in NHS Wales stated that all Board papers should
ensure that all of the above elements were addressed and formed part of public
presentation.

8.8 The NHS Wales Annual Operating Framework (AOF) —
2010/2011

The AOF required that the quality of core services and all national targets were
achieved by Health Boards across Wales in line with the requirements of the
AOF®’, All organisations in the NHS in Wales were required to secure holistic
service improvement and not to simply focus on achieving national targets.

Organisations were given the freedom by Welsh Government to develop a series
of additional measures, relevant to their local populations and priorities which
when considered and combined with the nationally set AOF targets would
provide a much more effective assessment of the organisation’s overall
performance. The NHS Wales AOF for 2010/2011 clearly defined the challenges
for the NHS across Wales balancing the improving of the quality of the healthcare
services provided against increasing efficiency, reducing waste, empowering the
workforce and providing a citizen centred care, all within tight financial limits.

The AOF clearly identified the expectation that improving quality was at the
heart of the 5 year strategic framework for all NHS organisations across Wales.

The development of ‘World Class Health Care — (Welsh Assembly Government
Designed for Life Creating World Class Health and Social Care for Wales in the
21st Century®®) was published in May 2005.

There was an acknowledgement that such success could only be achieved
through cultural and behavioural change and would only be assured for the NHS
in Wales in the medium to long term. Therefore in the short term the new NHS
organisations across Wales from 2009 would require a robust mechanism to
ensure that the systems, structures and processes of governance in place assured
both the Board and their public that patient care and safety were a key priority
and constantly improving and in line with the performance measures identified
in the AOF of 2010/11.

Annual Quality Framework (AQF) - 2011/2012

This document® clearly set out expectations for all organisations across the NHS
in Wales to produce a set of metrics developed with increased focus on quality
against an expectation of sustained improvement and better outcomes for the
citizens in Wales. The Chief Executive for Wales at that time clearly set out in the
document the requirement for more meaningful engagement between clinical

57 http://www.wales.nhs.uk/sites3/Documents/338/NHS%20Wales%20Annual%200perating%20Framework%20
2010-2011%20Final%2022%20Dec%202009.pdf

% http://www.wales.nhs.uk/document/41738/info/

8 http://www.wales.nhs.uk/document/173567
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teams, managers, citizens and stakeholders about the issues which needed to be
tackled, and ultimately more transparency about outcomes.

The wider picture of governance across the NHS in Wales

8.9 The HIW Annual Report 2010/11

A summary of key themes relevant to an overview of the systems, structures
and processes of governance across the NHS in Wales, BCUHB, the Mental
Health and Learning Disabilities CPG, and Older Peoples Mental Health care in
BCUHB.

In order to fully understand the systems, structures and processes of governance
in for example Older Persons Mental Health it was crucial for the Ockenden
review team to understand the context in which this existed, (the Mental Health
and Learning Disabilities CPG.) Subsequently the Ockenden review team needed
to understand the context in which the CPG, then BCUHB as a whole existed.
Essentially, the context around the systems, structures and processes of
governance are multi layered and to do justice to any of those ‘layers’ of
governance means an understanding of the whole context is necessary.

What role does Healthcare Inspectorate Wales (HIW) play in understanding the
systems, structures and processes of governance within Older Peoples Mental
Health at BCUHB?

The Ockenden review team was unable to locate a copy of any HIW annual report
prior to the first report found in 2008/9. It appears the HIW Annual report in
2008/9 was the first such report, since the establishment of HIW in 2004.

Following on from the extensive reforms of the NHS in Wales in 20097° HIW
noted the publication in November 2011 of a new 5 year vision for the NHS in
Wales ‘Together for Health!

This document outlined the challenges facing the health service in Wales at the
timeandtheaction necessaryto ensure it was capable of world class performance.
Health services across Wales needed to continue to transform their ways of
working and work effectively with their statutory and third sector partners if
they were to realise the vision of a new model for health services that was based
around community services with patients at the centre and placed prevention,
quality and transparency at the heart of healthcare. HIW stated that in 2010/11
it had encouraged health service organisations to ‘get things right first time’ by
working together with colleagues from across the NHS and the Welsh Audit
Office (or WAOQ) to develop new arrangements for self-assessment through the
framework of ‘Doing Well, Doing Better: Standards for Health Service in Wales.’

BCUHB reported upon this in their Annual Quality Statement for 2012/13.7*

0 http://www.wales.nhs.uk/sitesplus/documents/829/togetherforhealth.pdf
1 http://www.wales.nhs.uk/sitesplus/documents/861/Annual%20Quality%20Statement%20%20final%20version.pdf
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Their assessment was that remedial and ongoing work was required. The
Statement said ‘although progress has been made across all sections of the
Governance and Accountability Module... the overview and scrutiny process
concluded that the progress made was not significant enough to increase the
overall scores...... It was agreed by the Quality and Safety Committee that, over
and above the completion of the Governance & Accountability assessment
module, five Standards for Health Services in Wales would also be completed for
2012/13 to provide additional assurance’ (BCUHB 2013)

In 2010/11 HIW undertook a joint review of the Older People’s National Services
Framework and worked with CSSIW on the utilisation of the Deprivation of
Liberty Standards (or DolS,) in health and social care across Wales.

HIW noted that one of the issues identified by the Chief Medical Officer for Wales
in his annual report 20107* (published October 2011) was around depression and
poor mental wellbeing. HIW noted that there remained a stigma around mental
health and that many people in Wales did not consult with health professionals
or confide in friends or family regarding mental health. HIW stated that they
used the information collected from a range of work they undertook to monitor
mental health services, ‘and in particular to report upon the effectiveness of the
relationship between mental health services and medical services.’

8.10 Key themes from the Self — Assessment across the NHS
in Wales

HIW stated that overall, NHS organisations’ first self-assessment of their
performance identified a good level of self-awareness of their strengths and a
clear focus on where they needed to further develop and improve. Many of the
areas identified as requiring further development related to a need to further
embed corporate arrangements following on from the restructure in late 2009
and the formation of the new Health Boards as set out in this report. HIW stated
that the NHS in Wales needed to:

e Ensure clarity and simplicity in the way their organisation works — which
should ensure greater clarity around performance of an organisation;

e Improve their communication;

e Ensure that there is effective working between leaders, managers and
clinical staff;

e Strengthen the capacity, capability and deployment of the workforce;

e Further embed internal systems for identifying and addressing risks to the
achievement of their objectives;

e Improve arrangements for information and records handling;

e Strengthen internal scrutiny — respond quickly and effectively to areas of
concern and drive overall improvement;

{HIW noted
that there
remained a
stigma around
mental health
and that many
people in Wales
did not consult
with health
professionals or
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(HIW 2011)

2 https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/cmo-annual-report-2010.pdf
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e Ensurewiderorganisational learninginresponse to concernsand complaints.

During 2010-11 HIW received and reviewed the action plans submitted by all
healthcare settings across Wales that had been subject to a spot check visit. HIW
shared their findings with the Older People’s Commissioner for Wales to inform
the report ‘Dignified Care’.”

The information was also used to inform the HIW joint review with CSSIW
‘Growing Old My Way’.”*

The two reports were used to raise the profile of services received by older
people in Wales and highlighted the need for them to be treated as individuals
and without discrimination. HIW found that there were still many issues affecting
older people across Wales when they were admitted to hospital. These included
concerns around the quality of the patient environment; staff attitudes and
behaviour; care planning and provision, fluids and nutrition; personal care and
hygiene; medicines management and pain management; activities and
stimulation; discharge planning and the management of patients with confusion.

In summary HIW found that:

e Older people with complex needs were often admitted to hospital
unnecessarily

e When older people were admitted to hospital their length of stay was often
excessive which then impacted upon their independence and confidence

e Many of the concerns identified by HIW centred on the fundamental aspects
of care, including dignity and respect

e HIW concluded that health and social care providers across Wales still had
much to do in terms of refocusing their approach and agenda to one of
prevention and empowerment for older people

Key point:

8.11 Was there sufficient guidance available from Welsh
Government and other agencies in the setting up of Local
Health Boards and the setting up of BCUHB specifically?

Yes.

The Ockenden review team has scrutinised a large amount of documentation
from across the NHS in the UK, (much of which is referred to in NHS Wales
documents) and documents published by Welsh Government, HIW and WAO
and The Older Peoples Commissioner for Wales. It is very evident that there was
sufficient guidance containing sufficient clarity around the requirements and
expectations of Local Health Boards including BCUHB from 2009 onwards.

{That there
were still many
issues affecting
older people
across Wales
when they were
admitted to
hospital.

These included
concerns around
the quality of the
patient
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care planning
and provision,
fluids and
nutrition;
personal care
and hygiene;
medicines
management
and pain
management;
activities and
stimulation;
discharge
planning and the
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confusion.”

3 http://www.olderpeoplewales.com/en/Publications/pub-story/11-03-14/Dignified_Care_Report.aspx#.Wt9KIBGQLIU

74 http://careinspectorate.wales/docs/cssiw/report/090112growingolden.pdf
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9 What was the Strategy for Dementia across
Wales from 2008 to the current day?

Background

The information that follows is to provide the reader with a brief overview about
the national picture across Wales associated with mental health, older person’s
mental health and dementia specifically from 2008 to the current day. This will
help explain the context in which BCUHB and the MHLD CPG delivered its services
and the context too, that older people, their families and carers received their
care in and support from. This is not intended to be an exhaustive and detailed
picture, but where it is available documents for further reading are available via
footnotes, if required.

9.1 The 1000 Lives Campaign’ (from 2008 onwards)

The 1000 Lives Campaign was set up in 2008 and ran until 2010 across Wales.
It was set up with the aim to save 1000 lives and to prevent another 50,000
episodes of harm across healthcare in Wales. Due to its success it was extended
into 1000 Lives Plus which continued for a further five years. Information’® on
the current 1000 Lives work is found in the reference and footnote. The 1000
Lives campaign worked with Health Boards across Wales to improve the quality
of life for people with dementia’” from 2015.

9.2 The National Dementia Vision for Wales 2011

The Welsh Assembly Government working with the Alzheimer’s Society published
the ‘National Dementia Vision for Wales; Dementia Supportive Communities.’’®
This document recognised that the numbers of people with dementia in Wales
was increasing and would continue to increase. It was acknowledged that if
people were given an early diagnosis with appropriate levels of information,
support and care that people with dementia could continue to live well. It was
recognised that there were several gaps in the service provision across Wales
that needed addressing. These included:

e The need for a ‘young onset’ dementia service for Wales;
e Developing education and information for those diagnosed with dementia;
e Providing education, support and information for carers;

e Providing dementia training for professionals.

75 http://www.1000livesplus.wales.nhs.uk/about-us

76 http://www.1000livesplus.wales.nhs.uk/sitesplus/documents/1011/1000%20Lives%20Improvement%20
Brochure%202018%20%28web%20version%29.pdf

7 http://www.1000livesplus.wales.nhs.uk/mh-dementia

8 https://gov.wales/docs/dhss/publications/110302dementiaen.pdf
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9.3 The Mental Health Measure Wales” (2010)

This was a new law made by Welsh Government which set out a number of
important changes in the assessment and support of people with mental health
problems. The Measure® was divided into four parts which in summary sought
to ensure that mental health care when provided was focused on people’s needs
across community and across primary care, (part 1), secondary care, (part 2),
when discharged from mental health care the ability to refer oneself back, (part
3) and the availability of an independent mental health advocate, (part 4)

9.4 ‘Together for Mental Health’ The National Mental Health
strategy®! for Wales 2012 to 2016

This was the first five years of a ten year integrated strategy across Wales. The aim
of the strategy was to address the mental health and well-being needs for people
of all ages. The strategy aimed to ensure that transition and transfers between
services were based on need and not on artificial boundaries. To be successful
the strategy would rely on effective and integrated partnership working across
the NHS, social services and the third sector.

It noted that with an ageing population, that 1 in 6 people over the age of 80 will
be affected by dementia. It estimated that 43,000 people were experiencing
dementia, (as of 2012) and this was expected to increase by 30% in the 10 years
to 2022.%

9.5 The ‘Delivery Plan’ for the National Mental Health
Strategy®® in Wales 2016-2019

This ‘delivery plan’ consisted of eleven strategic goals, further information is
found within the link. A number of them were key to the well-being of older
people. Goal 10 was that Wales should be a ‘Dementia Friendly’ nation. Central
to achievement of goal 10 was the following:

e The improvement of the quality of life and care for people with dementia
and their carers;

e Health Boards across Wales to provide support workers in primary care who
can deliver face to face support, information and advice about dementia;

e Health Boards must ensure effective liaison services are in place to meet the
needs of people with cognitive impairment in acute hospitals;

e Welsh Government were to roll out a training and development framework
for dementia across Wales called ‘Good Work.

 http://www.mentalhealthwales.net/mental-health-measure/

80 See glossary

8 https://gov.wales/topics/health/nhswales/mental-health-services/policy/strategy/?lang=en
2 See reference 81 above, page 12

8 https://gov.wales/topics/health/nhswales/plans/mental-health/?lang=en

]
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9.6 Together for a Dementia Friendly Wales 2017-20223
This is the current dementia strategy across Wales. There are ten key priority
areas that are described in detail in the reference below. In summary these are:

e Improvement in early diagnosis rates with assessments available in English
and Welsh;

e \Working in partnership with the third sector
e Access to dementia support workers;
e Anincrease in health care settings that are ‘dementia friendly’;

® By 2019 75% of NHS employed staff who come into contact with the public
to have an appropriate level of dementia awareness;

e Increased assessment and support for carers including information and
respite care;

e Younger Onset dementia services to be provided;

e A ‘Life Course’ approach to dementia with services developed and delivered
in a structured manner from support at (early) first diagnosis to end of
life care;

e Limiting the use of anti psychotic medication;

e End of life care.

8 https://beta.gov.wales/sites/default/files/consultations/2018-01/170109dementia-consultation-en.pdf
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10 What HIW found across the NHS in Wales
in 2012-13

The HIW Annual Report 2012/13 considered how health service organisations
across Wales were performing against ‘Doing Well Doing Better: Standards for
Health Service in Wales.”®> HIW described the following key themes arising from
the 2012-13 Standards for Health Services assessment across the NHS in Wales:

A mixed picture in tackling the governance challenges identified in earlier years.
Overall HIW found that the majority of Health Boards considered their
organisation to be at the same level of organisational maturity as in the previous
two years. Most Health Boards across Wales were considered by HIW to have
had a realistic assessment of the challenges they faced.

Organisations across the NHS in Wales identified a continuing challenge in
maintaining a strong sustainable infrastructure; consistent ways of working and
the effective deployment and development of their workforce to support the
day to day delivery of services.

10.1 There was a need for NHS organisations across Wales to
continue to:

e Focus on ensuring all work carried out across their organisations is instilled
with a strong sense of values, supported by clear standards of ethical
behaviour;

e Take action to strengthen the capacity, capability and deployment of their
workforce;

e Further develop their arrangements and infrastructure for information and
secure records handling so that leaders, managers and front line staff have
access to the information they need, when they need it to carry out their
jobs effectively.

HIW said that further ongoing attention was needed across the NHS in Wales to:

e Ensure wider organisational learning takes place in response to feedback
and concerns from patients, the public and their representatives;

e Continue to strengthen internal scrutiny and assurance through better
performance management and reporting arrangements so that they may
respond quickly and effectively to areas of concern and drive overall
improvements.

HIW noted thatthey had undertaken a joint overview with WAO of the governance
arrangements of Betsi Cadwaladr University Health Board. HIW noted that other
Health Boards should ‘themselves reflect on the findings and seek to assure

8 http://www.wales.nhs.uk/document/169664. (Link accessed 27th March 2018.)
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themselves that any relevant issues are being addressed appropriately....within
their own organisations (See HIW/WAO 2013 page 5.)%

In 2012/13 HIW considered how well NHS organisations across focused on
matters of essential care, dignity, respect and safety. These were assessed by
HIW during a series of unannounced ‘spot check’ visits. HIW identified a number
of emerging themes where improvement was needed across the NHS in Wales:

e Standards of patient documentation was variable. The level of detail in
patient assessments varied and it was not always clear that assessments
reflected patient needs;

e Care plans were often generic in nature and did not record specific patient
progress or the level of support required;

e Patient documentation had been completed retrospectively by staff;
e Access to medication was not always properly restricted;

e The environment of care was not always acceptable.

10.2 HIW and its role in Mental Health Act Visits across Wales
What were Mental Health Act visits?

HIW Mental Health Act reviewers undertook visits to hospitals and wards where
someone may be detained under the auspices of the Mental Health Act. The
purpose of these visits was to ensure that the Act was being administered and
used appropriately. Overall HIW stated that they had found that in general
detained patients were cared for and treated by staff that had the necessary
knowledge and skills. However, HIW found that there were gaps in provision, in
particular:

e Staffing levels on some wards had resulted in a lack of access to therapies;

e The standards of record keeping were insufficient.

HIW undertook a Mental Health Act monitoring visit to Tawel Fan ward in July
2013 which it wrote to the then BCUHB interim CEO three months later in
October 2013. This is further discussed later in the report.

10.3 Consideration of the Deprivation of Liberty Safeguards®’
(or DoLS)

CSSIW and HIW worked together to collect and analyse relevant data in order to
monitor the operation of the Deprivation of Liberty safeguards, (DoLS) in Wales.
In April 2013, HIW published a joint report®® with CSSIW setting out the results of
their monitoring activity across health and social care in Wales during 2011-12.
Overall HIW/CSSIW concluded that the safeguards were still not being used
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8 https://www.wao.gov.uk/system/files/publications/BCUHB_Joint_Review_English_2013.pdf. (Link accessed 27th

March 2018.)
8 See glossary
8 http://hiw.org.uk/docs/hiw/reports/150313dols1314en.pdf
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consistently across Wales, although 2011-12 saw the highest numbers of
standard authorisations®® being granted since the safeguards were introduced.
In light of what HIW described as the ‘continued variations’ in the use of
Deprivation of Liberty Safeguards in Wales, HIW and CSSIW were to undertake a
focused awareness raising programme with key partners and stakeholders
in 2014.

10.4 HIW, their 2012 review of patient care at Ysbyty Glan
Clwyd at BCUHB — what does it tell us about the systems,
structures and processes of governance at BCUHB from
2009 onwards?

Following concerns about the standard of patient care at Ysbyty Glan Clwyd,
(where the Ablett Unit containing Tawel Fan ward was found) HIW started a
review® in February 2012 which was published in December 2012.

HIW (2012) found that Ysbyty Glan Clwyd (or YGC) was a hospital working to
capacity, with committed staff who were working under intense pressure. Staff
were observed to be professional in their dealings with patients and care was
being delivered in a way that was compassionate and maintained patients’
dignity. HIW concluded that BCUHB had significant work to do, and found, there
were clear challenges across Ysbyty Glan Clwyd in ensuring that the patient
pathway through the hospital was efficient, of high quality and safe.

HIW found that in 2012 BCUHB'’s performance in relation to the handling and
management of concerns was poor. Three years after the creation of BCUHB
there were issues both in relation to providing responses to complainants in a
timely manner and also in ensuring the comprehensiveness of eventual
responses. Most importantly, BCUHB needed to ensure that complainants were
communicated with in a sensitive and compassionate manner. These themes
were further repeated in external reviews®! into the management of concerns at
BCUHB throughout 2013 by the NHS Delivery Unit and NHS Wales Shared
Services Partnership and shows limited Board level learning from one external
review (telling the BCUHB Board of significant concerns) to another series of
external reviews more than a year later.

The HIW report of 2012 made 23 recommendations. The HIW review of patient
care at Ysbyty Glan Clwyd resulted in the conduct of a wider quality and safety
review which began in late 2012. The preliminary findings of that review were
reported to BCUHB in March 2013 and taken together with HIW’s earlier findings
highlighted growing concerns about the effectiveness of the BCUHB Board’s
collective leadership and its ability to address the challenges it faced at the time.

8 See glossary
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% http://gov.wales/docs/hiw/inspectionreports/Betsi%20Cadwaladr%20-%20Report%20-%20Glan%20Clwyd %20

Report%20-%20English%20-%20PDF.pdf

9 http://www.wales.nhs.uk/sitesplus/documents/861/BCUHB%20Prof%20Duerden%20Report%20Final%20version%20

11th%20August%202013.pdf
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Safe Care, Compassionate Care (2013)

Set out the Welsh Government response to the Robert Francis Inquiry (2013.)
The document Safe Care Compassionate Care®> provided a national governance
framework to enable high quality care in the NHS across Wales. It involved the
fundamentals of care and made reference to NICE standards.

The Board of each NHS organisation across Wales was accountable for ensuring
the quality and safety of all services it provides and commissions. This included
promoting an open and supportive organisational culture where patients, staff
and stakeholders could all be assured of having their voice heard. All NHS
organisations across Wales were required to have a Quality and Safety Committee
to ensure sufficient focus and attention was given to such matters.

Each NHS Wales organisation was also required to publish an Annual Quality
Statement or AQS.”

The Annual Quality Statement, (or AQS) required organisations across NHS Wales
to routinely assess and inform the public and other stakeholders in an open and
transparent way about:

e An overview of how well they were performing across all the services they
provided;

e The sharing of good practice;
e Areas for improvement;
® Progress over the previous years;

e Priorities and commitments going forward.

All organisations, including BCUHB published their first AQS in September 2013.
This represented a key step forward in meeting the commitment set out in
‘Welsh Government Together for Health — 2011’94, the purpose of which was to
determine and share how organisations went about building their Annual Quality
Statement and how accessible and comprehensive the final statement was.

Each NHS Wales organisation received feedback summarising the overall findings
from the peer review process of their Quality Statement to inform their
2013/2014 statement. This was then considered by the NHS Wales National
Quality and Safety Forum and subsequently led to revised guidance. A review of
the first BCUHB Annual Quality Statement (AQS) dated 30th September 2013
identified within the quality section the many improvements that BCUHB were
aware were required around quality of care.

92 http://www.wales.nhs.uk/sitesplus/documents/888/Appendix%20Item%206%20Safe%20Care%2C%20
Compassionate%20Care.pdf

% http://www.wales.nhs.uk/sitesplus/documents/888/Appendix%20Iltem%206%20Safe%20Care%2C%20
Compassionate%20Care.pdf

% http://www.wales.nhs.uk/sitesplus/documents/829/togetherforhealth.pdf
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10.5 The Welsh Assembly Government and ‘Putting Things
Right’ (2011)

The National Health Service (Concerns, Complaints and Redress Arrangements
for Wales Regulation (2011) policy replaced the NHS Wales Management and
Handling of Complaints policy dated 2003. Most of the changes came into being
in April 2011. Within the policy was the clearly stated requirement that all NHS
Wales organisations were to investigate and resolve concerns in an open, timely
and meaningful way. There should be afocus onlearningand serviceimprovement
from the concerns raised by patients and/or their families and representatives.

The full all Wales policy can be found at®. Updated patient level information can
be found at®®.

The general principles underpinning the 2011 changes were to ensure:
e Asingle point of entry for submission of concerns into NHS bodies;
e Concerns were to be dealt with efficiently and openly;

e The organisation should establish the expectations of the person identifying
or notifying the concerns;

e The person raising the concerns should be informed about any assistance to
them to resolve their concern and the name of the person who will act as
their contact throughout the concerns process;

e All organisations acted upon and monitored the learning from any deficits
identified as part of any review into a concern (see Welsh Government 2011,
page 19.)

10.6 What did BCUHB do in response to ‘Putting Things Right’
(2011)

BCUHB developed its own policy following on from the new NHS Wales
arrangements. This was known as PTRO1 °” with a full title of the Concerns Policy,
(Complaints, Claims and Incidents). This was first operational in January 2012 —
nine months after the Welsh Government introduced the new pan Wales
guidance. Further guidance was issued by Welsh Government in April 2012.
A BCUHB working group comprised of thirteen senior people at Director/
Assistant Director and other senior roles made up the working group developing
the policy according to the BCUHB PTRO1 policy, (page 14.) This included the
then Executive Director, the Director of Governance and Communications and
the Deputy Director of Corporate services.

% http://www.wales.nhs.uk/governance-emanual/putting-things-right/

% www.puttingthingsright.wales.nhs.uk

9 http://www.wales.nhs.uk/sitesplus/documents/861/PTR01_concerns_policy%20BCUHB%20Dec%202016%20
%281%29.pdf
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10.7 What is a concern?

A ‘concern’ submitted by a service user or their representative, (for example a
family, carer or advocate) can be a complaint, claim or incident. Responses were
required to be based on statutory procedure as set out by Welsh Government
and best practice from across the NHS. This includes the NHS Wales (2011)
Regulations for Concerns, Complaints and Redress Arrangements and the Model
Complaints Policy and Guidance for Public Services in Wales®.

Also of importance were NHS wide best practice such as the National Patient
Safety ‘Being Open’ Guidance published in November 2009. (National Patient
Safety Agency 2009) ‘Being Open: communicating patient incidents with patients,
their families and carers.”*°

The purpose of the BCUHB PTRO1 policy was to set out clear timescales and a
framework for the management of complaints, claims and incidents in line with
the expectations set by Welsh Government. However a subsequent review by
the NHS Wales Shared Services Partnership (NHSWSSP) audit and assurance
service in August 2013 found that the ‘new’ BCUHB ‘PTR’ policy was not up to
date and required review to ensure it incorporated all the statutory requirements
and relevant guidance (NHS Wales SSP August 2013, page 4.) A review of this
policy in March 2018 highlights it was due for review in December 2017 and
therefore at the time of writing this report in March 2018 it is already three
months overdue for review.

By the summer of 2013 it was clear to both BCUHB and more widely within
Welsh Government that there were also considerable concerns about the way
that ‘PTR’ operated within BCUHB. In information submitted to the Ockenden
review Staff number 20, a former Board member confirmed that ‘the CPGs were
expected to manage the SI’s and there was very limited centralised focus on the
process. There was no clarity on the extent of the outstanding issues and it
became clear........... that review, engagement and learning were at an extremely
poor level in the majority of the CPGs’

Staff number 20 further described very poor oversight and leadership of
complaints, claims and serious incidents across BCUHB. ‘The majority were poor,
many had to be taken all the way back to the beginning, investigated using
[a] root cause analysis approach as there was little or no evidence of any robust
review up to that point, though many were years old...” External reviews of
management of the concerns process at BCUHB were commenced in June 2013.
Aclinically based nurse in post at BCUHB at the time confirmed with the Ockenden
review team at interview that post-merger ‘there was not really feedback’ from
SUI's and complaints to staff working clinically.
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% https://www.ombudsman-wales.org.uk/~/media/Files/Documents_en/Model%20Complaints%20Policy%20Final%20

PSOW.ashx
% www.nrls.npsa.nhs.uk/beingopen

100 http://www.wales.nhs.uk/sitesplus/documents/861/PTR0O1_concerns_policy%20BCUHB%20Dec%202016%20

%281%29.pdf
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An NHS Wales Shared Services Partnerships team undertook an audit and
assurance review to establish if lessons were being learnt from complaints in
August 2013. At this point in time the new Executive Director of Nursing and
Midwifery was about to take over responsibility for this service and therefore the
review and its subsequent report serves as a useful reminder of the position of
the service at the time of their assuming responsibility for this function across
BCUHB.

The final audit and assurance report found the following as of August 2013:

e There was limited assurance overall as to whether BCUHB were learning
from complaints;

e Non-compliance with corporate policy and statutory procedures;

e Complaints received into BCUHB were not subject to timely, consistent or
effective review;

e Lessons to be learned were not identified and therefore no action was taken
to improve service design, delivery, guidance and policy at BCUHB;

e Recommendations and actions taken to address lessons were not subject to
scrutiny or review;

e The Health Board failed to provide a strategic independent overview of the
complaints process.

(NHS Wales Shared Services Partnership, August 2013, page 3).

10.8 Specific issues identified for the Mental Health and
Learning Disability (MHLD) Clinical Programme Group
(CPG) in the August 2013 NHSWSSP audit

e There was no flowchart in place identifying the documented operational
procedures in place to manage concerns within the MHLD CPG as of August
2013 — measures were being taken to introduce this;

e The Datix system was operational within the MHLD CPG but no training had
been provided prior to the system being introduced,;

e There were examples found of non-completion of information that would
be critical to understanding a complaint process or timeline going forward.
This information was to be distributed to all complaint reviewers;

e Procedures around a patient absconding from an inpatient unit were found
to lack robustness ‘and do not protect the integrity or safety of staff’
(NHSWSSP 2013 page 21.);

e A complaint response reviewed by the NHSW SSP team noted ‘the vague
statement lessons have been learned.’ The review also noted that ‘no lessons
learned had been identified and no actions taken....” (NHSWSSP 2013,
page 22);

e Thedoctor named in one of the complaints reviewed was party to the review
— staff named in complaints should not be party to reviews and final
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responses should be checked to ensure accuracy of all statements made.
This raised concerns around a lack of knowledge within the Mental Health
and Learning Disabilities CPG regarding the management of complaints
overall. (NHSWSSP 2013, page 22.)

A further ‘Management of Concerns — Learning Lessons Assurance review’ was
undertaken by the NHS Delivery Unit in December 2013. This was at the request

of t
att

Ins
the

he then Executive Director of Nursing and Midwifery, who had taken up post
he beginning of June 2013.

ummary, the Lessons Learned Assurance review found the following around
management concerns process at BCUHB in December 2013:

There was no strategy/process in place to ensure organisational learning
from concerns. (page 3)

Therewasalackofgovernancearrangementsandalackof clearorganisational
processes for organisational learning from concerns at BCUHB. (page 3)

There was a lack of clear lines of accountability and management
arrangements at BCUHB between CPGs, hospital management teams (or
HMT'’s) and Executives for learning from concerns. (page 3)

There were inconsistent processes for managing concerns across BCUHB
leading to delays in review and communication with patients and their
representatives. (page 3)

There was evidence of a backlog of Serious Untoward Incident (SUI) reviews
remaining open at BCUHB, (including ‘Never Events’). (page 3)

There had been a number of ‘Never Events!®” with repeated themes and
the review could not ascertain what action had been taken to investigate or
learn from these. (page 5)

Risk management processes across BCUHB did not appear to be integrated
with patient and staff safety, complaints and clinical negligence, financial
and environmental risk. (page 5)

Not all risks appeared on risk registers at BCUHB (page 5). This was confirmed
in interview also with staff number 20, and staff number 1, both former
Board members. Staff number 1 confirmed the BCUHB position with
governance overall as being ‘way behind’ that which was expected in the
autumn of 2013.

BCUHB’s concerns management did not contain reference to the principles
known as ‘Being Open’ as of the end of 2013. (This had been introduced to
the NHS in November 2009. (page 6)

CPGs retained responsibility for learning lessons from concerns. Each CPG
had autonomy and responsibility for its own arrangements. Therefore there
was difficulty in identifying learning processes at a corporate level and across
CPGs, HMTs and the wider BCUHB. (page 7.)

101 See glossary
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The NHS Delivery Unit review identified eighteen individual recommendations
around the reporting, escalation, timely review and learning from complaints.

With specific reference to a review of governance arrangements relating to the
care of patients on Tawel Fan ward prior to its closure on 19th December 2013
the NHS Delivery unit review concluded:

‘Based on the information available at the time of this assurance review it was
not possible to obtain assurance that the Board has adequate mechanisms in
place for managing concerns and learning lessons. The HB (BCUHB) needs to
develop systems for managing concerns effectively through a clear governance
framework....” (NHS Delivery Unit December 2013, page 11.).

At this point in time (December 2013) which was in the same month as the
closure of Tawel Fan ward BCUHB was more than four years old, having been
formed in October 2009. The NHS Delivery Unit found that with reference to the
management of concerns BCUHB had not yet put in place arrangements that
would have been considered the ‘building blocks’ or foundations of any safe
organisation. This was despite evidence of extensive guidance available to
the Board of BCUHB both from Welsh Government and other public bodies
across Wales.

Summary of key issues identified in the BCUHB Putting Things Right Report —
2011/2012 with relevance to a review of governance arrangements relating to
the care of patients on Tawel Fan ward prior to its closure on 19th December
2013.

A summary is found within the BCUHB Board!®? paper dated 26th July 2012 at
item 12/80.1.

This report was presented by the then Director of Governance and
Communications who had responsibility for this portfolio of work until handover
to the new incoming Executive Director of Nursing and Midwifery the following
summer.

The highlights of the report were:

e 1339 formal complaints received into BCUHB in that year, described as an
increase of two thirds on the previous year. Staff number 19, level noted at
interview with the Ockenden review team in June 2017 that this increase
was examined ‘across Wales because there were similar patterns.’

e An overall decline in compliance rates for complaints both ‘acknowledged
within two working days’ and ‘responded to within thirty working days’ was
reported.

Whilst there were fluctuations across months the overall annual compliance rate
for completion of responses to complaints within thirty working days was only
32%. The report highlighted the ongoing failure of the BCUHB Board to put in
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place basic systems, structures and process of governance underpinning the
‘Concerns’ process and therefore patient care. The report concluded that data
regarding receipt, acknowledgement and responses to concerns ‘has been
recorded via a number of different systems currently in use across the Health
Board...” (BCUHB 2012, page 5).

The report concluded ‘The Concerns team continue to explore new ways of
ensuring that actions are implemented and lessons are identified, learnt and
shared across the organisation to minimise the risk of reoccurrence...” (BCUHB
2012 p26.) No detail of the ‘new ways’ being ‘explored’ was provided in the
report. Ultimately the external reviews undertaken in August and December
2013 by the Delivery Unit and NHS Wales Shared Services Partnership highlighted
the very limited success of the ‘new ways’ referred to in the BCUHB 2011/12
annual ‘Putting Things Right’ report.

10.9 Summary of key issues identified in the BCUHB Putting
Things Right Report'® —2012/2013

The report identified that work had been undertaken to build on the initial work
on the strategic arrangements required to oversee the implementation of the
‘Putting Things Right’ regulations. This was said to have resulted in significant
work in further developing the operational arrangements to support the delivery
of the requirements of the regulations. The report stated that there had been a
programme of raised awareness of the detail of the regulations and delivering
specialised training across BCUHB in order to assist implementation.

The most significant areas of concern across BCUHB to be considered in the
report were:

e The increased number of formal complaints received, a two-thirds increase
since the commencement of Putting Things Right.

e Thelow number of BCUHB complaints receiving a response within the target
of 30 working days.

e The number of incidents reported within the complaints/PTR process but
not validated via the management structure (e.g. through prior internal
alert via Datix or internal to BCUHB/via the CPGs declaration of serious
incidents.) This showed a lack of effective systems, structures and processes
of governance underpinning clinical care at BCUHB where the first time that
"'management’ at BCUHB became aware of an incident was via a patient
raising a concern.

e The 32% increase in the number of legal claims received. (BCUHB 2013,
page 5)
e The report stated that in the year 2012/13 BCUHB received 1597 formal

complaints, this was an increase of 258 or an increase of 19% on the previous
year.
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e 98% of complaints were now acknowledged in two working days

® 40-42% of complaints were responded to within the required 30 working
day target. (BCUHB 2013, page 4)

e Overall in that year the MHLD CPG achieved an annual compliance rate of
successfully responding to complaints/concerns within thirty working days
of 49%. (BCUHB 2013, page 12.) This was better than the average across
BCUHB but still less than half of the complaints received within the MHLD
CPG were being responded to within the target set by Welsh Government.

Staff number 19 at interview with the Ockenden review team in June 2017
acknowledged the failings in the management of concerns in stating ‘the
arrangements for managing complaints and concerns and also learning from
complaints and concerns were not robust...” Staff number 19 further describes
the need to put in place a new complaints and concerns process for BCUHB as
BCUHB had ‘inherited the concerns processes that were in place in eight former
organisations and that includes primary care..” Staff number 19 describes that
this process bringing together people that had previously existed across ‘different
systems, different cultures, different sites, different regulations and build a new
corporate team to support the emerging CPGs probably took.... about a year to
get the basics in place...”

Staff number 19 reflected in interview that the focus in the first year of BCUHB
post-merger as regards the management of concerns and complaints was
focused on ‘making sure that we’d got process in place, but obviously the
management of concerns and complaints is much more than process, it’s about
the change that happens as a consequence of what people have told us about
their experiences...’

10.10 What are the key points from consideration of the
evidence around BCUHBs management of the concerns
function from 2009 to 20137

Comprehensive external reviews by two different organisations shows that the
Board of BCUHB had completely failed in the first four years of the organisation
to put in place a system for effectively investigating serious incidents, ‘Never
Events’ and patient and family complaints. In the absence of investigating these
issues appropriately BCUHB was unable to learn from them. The external reviews
in 2013 found evidence of repeated ‘Never Events’ where BCUHB had failed to
investigate effectively and therefore failed to learn. There was also a significant
backlog of ‘open’ serious incidents and where serious incidents had been closed,
a significant number needed to be reopened and reinvestigated.

2013 proved to be a tumultuous year for BCUHB both organisationally and from
a governance and patient safety perspective. During that year there had been
significant Board level resignations and changes at Chair and Vice Chair level. The
CEO had prolonged sickness absence prior to departure at the end of 2013
necessitating similarly prolonged acting CEO cover arrangements of over a year.
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The Executive Medical Director and acting Executive Medical Director both also
experienced periods of absence through sickness requiring a third person to step
into the role of Executive Medical Director for the last three months of 2013. The
Executive Director of Nursing and Midwifery left in early March 2013 leading to
interim cover for a three month period until the new Executive Director of
Nursing and Midwifery took up post at the beginning of June 2013. A new Chair
took up post in October 2013 with an interim Director of Finance replacing the
substantive post holder also in October 2013. The links below for the BCUHB
Annual Reports from 2009-13 provide full details of BCUHB Board and senior
personnel at BCUHB from 2009 to the end of 2013104105106,107

10.11 A summary of external concerns informed to the BCUHB
Board regarding the systems, structures and processes of
governance by the summer of 2013. What do we know?

From a governance and patient safety perspective 2012 saw the start of a lengthy
series of external reviews telling the BCUHB Board very clearly that there were
significant flaws in their ability to understand the real nature of the risks facing
their organisation. The Clostridium Difficile outbreak in Ysbyty Glan Clwyd from
January to May 2013 culminated in 96 known and reported cases from January
to May 2013. (Duerden 2013, page 1.) Two external reviews, the first by Public
Health Wales in May 2013, the second by Professor Brian Duerden®, completed
in August 2013 demonstrated to the Board that they had failed to ensure an
effective ‘line of sight’” from 'Board to Ward, failed to ensure the adoption of
essential BCUHB wide systems, structures, processes and policies associated
with infection prevention and control and failed to ensure adequate resourcing
of key posts essential to keeping patients safe.

The first joint HIW/WAO review of Governance Arrangements at BCUHB took
place in June 2013, This again highlighted very significant failings in the way the
Board operated at BCUHB and can be seen as a continuum in the very serious
nature of failings already highlighted to the Board by HIW, Public Health Wales
and Professor Duerden. In the midst of this came further external reviews
regarding the management of ‘concerns’ at BCUHB examining the process that
had been in place from the ‘birth” of BCUHB up to and including the early months
of 2013 from the NHS Wales Shared Services Partnership, Audit and Assurance
service and the NHS Delivery Unit. These external reviews and their subsequent
reports highlighted a lack of assurance around the recording, investigating and
learning from complaints and serious incidents in BCUHB with significant
concerns around BCUHBs timeliness and systems, structures and processes in
investigating and ‘closing’ complaints and serious incident reviews.

104 http://www.wales.nhs.uk/sitesplus/documents/861/Annual_Report_%2009-10.pdf
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10.12 Conclusion following a review of a number of key NHS
Wales wide documents available to BCUHB from 2009
onwards

Following the NHS Wales reorganisation in 2009, the Annual Operating
Framework or AOF provided clear guidance for the development and embedding
of good governance within all NHS organisations in Wales. Whilst in the initial
phase this was not centrally prescriptive there was clear evidence and expectation
from Welsh Government that Board governance across the NHS in Wales should
extend beyond the response to the national targets. Different Health Boards
chose to implement the requirements of the guidance in different formats or
ways. However an extensive review of pan NHS Wales documentation by this
review showed that there was sufficient national guidance available to the new
Health Boards, (including BCUHB) in and across Wales at the time.

The NHS in Wales supported the principles and recommendations of ‘The Healthy
NHS Board — 2013.” (See The NHS Leadership Academy document ‘The Healthy
NHS Board (2013) Principles of Good Governance which was originally published
in 2010) There is limited, if any evidence seen by this review that the BCUHB
Board systems, processes and structures of governance in place prior to the end
of 2013 supported or utilised these recommendations. This was further
reinforced by the first joint review by Healthcare Inspectorate Wales (HIW) and
the Welsh Audit Office (WAQO) in 2013 which identified that the BCUHB Board
structures at that time were compromising its ability to adequately identify
problems that may arise across BCUHB. This included issues which could and
did impact significantly upon the quality of care delivered to patients across
North Wales.
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11 Chapter 3

11.1 The merger

Interviews with current and former Board members have described the
arrangements put in place for the creation of BCUHB. It has been explained to
the Ockenden review team that the merger was overseen by a project board
chaired by the Chief Executive elect, with Chief Executives of the various
contributing organisations leading on particular work-streams. Progress on the
restructuring that ultimately led to the creation of BCUHB was described as being
reported to the Boards of the organisations that would go on to form BCUHB and
to Welsh Government.

Despite the precise arrangements outlined above by Board members
communication with staff working throughout the merger that formed BCUHB
was often experienced as poor. A member of staff who worked within the Mental
Health and Learning Disabilities CPG, (MHLD CPG) within the ‘new’ BCUHB from
merger described the confusion for (and lack of communication with) staff at
that time. Staff number 54 said ‘We didn’t really quite know what the system
was and how it would look and it was forever in flux, so you couldn’t really have
anything to work with, or against even, or have an opinion about because it was
all very vague and the management weren’t accessible, | didn’t ever see them
and | was quite senior....| didn’t meet these people... ..... ‘I never had contact’
This feedback to the review around poor communication at the time from staff
number 54 was replicated by other colleagues including medical colleagues.
Staff number 79 advised the review team ‘Il dealt with the people justimmediately
connected to me, higher management didn’t get involved...’

Staff number 38, working within Older Persons Mental Health also noted in
interview in February 2017 how post the merger creating BCUHB communication
with staff at ward level was poor. Staff number 38 described how a number of
senior staff retired in the short period of time during and after the merger and
‘everything changed.’ Staff number 38 stated ‘Senior management decisions that
were being made seemed to be faraway......| didn’t feel they were communicating
with me as (X —individual role.) and ever since then really | haven't felt, although
| know there is a lot of good work going on in the background | haven’t felt.......
valued in that.

Staff number 78, working within Workforce and Organisational Development at
BCUHB noted at interview with the Ockenden team in September 2017 the lack
of effort made by the BCUHB Board to ‘merge cultures’ post the merger which
created BCUHB and said at interview that BCUHB ‘spent virtually nothing on
that......it was a disaster waiting to happen...” Staff number 78 described at
interview the lack of workforce and organisational development support
provided to the CPGs including the Mental Health and Learning Disabilities CPG,
(MHLD CPG.) Staff number 78 described to the review the need to work across
three CPGs plus the need to take on specific corporate functions in addition to
the CPG roles. In line with feedback from numerous other staff working within
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management roles from the creation of BCUHB the interviewee said ‘It was three
separate jobs,’

Staff number 78 described a CPG structure that was ‘unmanageable...there were
three distinct cultures....East, West and Central, also thrown into the mix was an
untried format of the CPGs...! Echoing feedback from many other BCUHB
colleagues including staff numbers 3, 11, 15, 22, 38, 55 and 57, staff number 78
told the Ockenden review ‘A lot of people were stripped out of the initial CPG
structure..” Staff number 78 also confirmed that which many other BCUHB staff
of the time have told the Ockenden review that ‘a lot of people left, you lose
organisational memory and you lose experience and they’re hard to replace....
Staff number 21 agreed and stated at interview ‘organisational memory just was
lost from the organisation.’

Staff number 55 agreed and told the Ockenden team at interview ‘There was a
lack of personnel to do all the roles, there were some differences in management
style...| didn’t particularly feel the support was there......I look back, this is a dark
period, or was the dark period...” Other staff interviewed described the period
immediately post the merger as ‘difficult” and ‘confusing.’

11.2 The BCUHB Board structure from 2009 to the end of
2013 — what do we know?

11.3 What is the difference in the role of CEO and Chair of a

Local Health Board such as BCUHB?

The structures of NHS Local Health Boards in Wales are helpfully set out in the
109pgcket Guide to Governance in Wales’ (2009) written by the Good Governance
Institute or GGI for the NHS Confederation in Wales. The ‘Pocket Guide’ outlines
the different but complementary roles of the Chair of the new Local Health
Boards as ‘The Chair and the CEO have discrete, complementary responsibilities.
The Chair has overall responsibility for the organisation and its governance, while
the CEO is the accountable officer and responsible for executing policy.” (NHS
Confederation 2009, page 8)

11.4 The role of the Chair

The Guide continues that ‘The Chair is responsible for providing strong, effective
and visible leadership, and is accountable for maintaining the highest standards
of clinical care. The Chair is ultimately accountable for LHB/NHS Trust
performance.” The Pocket Guide continues thus: ‘The Chair directly holds the
CEO to account, and ensures that there is proper stewardship for resources for
which the Board is accountable.” The ‘Pocket Guide’ concludes:

‘Responsibility for ensuring the LHB/NHS Trust is governed effectively within the
framework and standards set by the NHS in Wales resides with the Chair’
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Ensuring that board members have the right information available to them to
discharge their responsibilities is a crucial role for the Chair.

11.5 The role of the CEO:

The role of the CEQ is described by the ‘Pocket Guide’ as ‘The CEQ is responsible
for the delivery of policy as agreed by the Board. As the accountable officer, the
CEO needs to ensure that the systems and structures of the LHB/NHS Trust are
fit for purpose and ensure the highest standards of executive control.’ (p6)

The ‘Pocket Guide’ explains the term ‘Independent Member’ (also known as
‘IM’) and says that the term is used to describe the role of Non-Officer Members
in Local Health Boards and Non — Executive Directors in NHS Trusts in Wales.
They have no direct executive portfolio, but independent members have full
director responsibility and the additional responsibility of ensuring the best
quality decision taking through holding the executive team to account. All Board
directors have a responsibility to ensure that they understand the purpose of the
organisation, and the communities and wider environment in which it operates.

11.6 The role of Independent Members or IM’s:

The following is said of IM’s:

e Independent members need to support the Chair in being clear about the
information they need in order to discharge their role, including assurance
and scrutiny.

e Asidefrom attending Board and committee meetings, independent members
should always ensure they have read all papers they are sent and have a
good understanding of the work of the Board.

e Independent members will often have a designated area of interest or focus,
but are not representative of a particular constituency, and should actively
participate in all aspects of assurance and scrutiny. They should not absent
themselves from particular discussions.

e Independent members should discuss matters they feel uncomfortable with
or uncertain about, with the Chair.

e Independent members will be supported by an annual development
appraisal discussion with the Chair. (p7)

11.7 What is the role of the Board in an NHS Wales
organisation?

The role of the Board is to provide leadership of the organisation within a
framework of prudent and effective controls which enables risk to be understood,
assessed and managed. The Board should:

e Set the organisation’s strategic aims;
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e Ensure that the necessary financial and human resources are in place for the
Health Board to meet its objectives;

e Review management performance.

e Set the organisation’s values and standards, and ensure that its obligations
to its stakeholders are understood, articulated and met.

All Board members must take decisions objectively in the interests of the
organisation. As part of their role as Board members, independent members
should:

e Constructively challenge and help develop proposals on strategy;

e Scrutinise the performance of management in meeting agreed goals and
objectives;

e Monitor the reporting of performance.

Finally, Board members must satisfy themselves on the integrity of financial
information and that financial controls and systems of risk management are
robust and defensible. (See Wales NHS Confederation 2009 p8)

A number of contributors to the Ockenden governance review noted that one of
the challenges facing the Health Board was the ‘general confusion as to what is
actually meant by the term ‘Health Board. They stated that there was a great
deal of uncertainty amongst BCUHB staff as to whether the Board was ‘the whole
organisation, or the top level — Board meeting......or indeed one of the many
other ‘boards’ established at lower levels, such as CPG boards.” (Written
communication to D Ockenden, January 2018.)

It is widely acknowledged that BCUHB had significant churn and organisational
turmoil in Board membership from its inception in 2009 until late in 2016. The
churn and turmoil has been made up of four key issues

e Change in Board members, including leavers, joiners, and interim positions;

e Significant periods where both Board members and interim Board members
suffered ill health and other long absences;

e ‘Acting up arrangements’ to cover the leavers, joiners and those absent for
illness and other reasons.

e |Insufficient management capacity and long standing recruitment issues.
One example informed to the review of a key BCUHB Executive post that
remained unfilled for almost three years was the Executive Director of
Therapies and Health Sciences (also known as EDOTHS). The substantive
post-holder retired in May 2013, with an interim in post until October 2013
and then no post-holder at all, either substantive or interim from October
2013 to August 2016. At the request of the then CEO in 2014 the Executive
Director of Nursing and Midwifery was asked to take on this additional
portfolio, (previously held by a full time Executive Director.) The then
Executive Director of Nursing and Midwifery agreed to this and described to
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the Ockenden review team being asked to provide ‘Executive leadership to
therapies and health sciences, which | did to the best of my abilities..

In summary from 2009 to the end of 2017, as advised to the Ockenden review by
BCUHB there has been:

Chair —3;
Vice Chair — 3 (including one acting post);

Chief Executive — 5, 3 substantive, 2 interim or acting plus ‘assistance’ from
the CEO of another NHS Wales LHB for several months;

Medical Directors — 3 with an additional 3 interim or acting Medical Directors;

Director of Nursing and Midwifery — 3 with an additional 2 interim or acting
Director of Nursing and Midwifery;

Director of Finance — 2 substantive, with 2 additional interim Director of
Finance;

Chief Operating Officer — 1 interim and one substantive (in post from
September 2014).;

Executive Director of Workforce and Organisational Development -
1 substantive and one interim.

The continuing background of vacant and interim posts caused concern,
especially with reference to Executive accountability. Evidence provided to the
Ockenden by multiple interviewees paints a bleak picture and describes the
degree of organisational churn and change at senior levels and in the Board from
early 2013 onwards. At this time there were various interim and acting
arrangements including an acting Chief Executive, interim Medical Director, an
interim Chief Operating Officer and an interim Finance Director. There was also
no substantive Executive Director of Therapies and Health Sciences with the
then Executive Director of Nursing and Midwifery taking on these responsibilities
from mid-2014 to the summer of 2016. Staff working at Board or sub Board level
at that time frequently used the term ‘vacuum’ to describe the situation at
BCUHB from the spring of 2013 onwards. There followed three CEOs after the
arrival of the new Chairman in October 2013; two substantive and one interim,
with the current CEO taking up role at the end of February 2016.

The structure introduced at the creation of BCUHB in 2009 whilst designed to
achieve the aim of a clinically led organisation had created a number of further
challenges. The progress to address the challenges was slow. Any review of the
CPG structure needed to ensure clear connectivity, line accountability and
geographical site management was realised, along with sufficient time and
resource for clinical staff appointed to senior leadership roles to be able to
perform in their roles. Evidence seen by the Ockenden governance review
suggests that this did not happen.

Staff member 16, a Board member noted the lack of hospital site management
in the CPG structure describing Ysbyty Glan Clwyd (where Tawel Fan ward was
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based in the Ablett Unit) as ‘the hospital down the road (YGC) that everybody
and nobody was in charge ......... because every CPG had a finger in it, but there
was no hospital management so you had .... ...well who is actually in charge when
something goes wrong?’ Staff number 21, a former Chief of Staff said at interview
‘there was very little attention paid to that question of actually, who is running
the hospital?’

There remained an urgent need to strengthen the clinical leadership at Executive
level which had been constrained by the extended interim arrangements for the
role of Executive Medical Director due to illness in both the substantive and
replacement post holder. Records provided to the Ockenden team by BCUHB
show a total of six substantive or interim Executive Medical Directors at BCUHB
from 2009 to the current day. (BCUHB 2017)

11.8 What are the key points regarding the BCUHB Board
structure from October 2009 to the end of 20137

The four years from the formation of BCUHB in October 2009 to the closure of
Tawel Fan was characterised by Board turmoil, change and churn.

There were significant change and in some cases extended acting and interim
arrangements for key Board positions including the CEO and Executive Medical
Director from 2009 to 2013.

There was insufficient management capacity at Board level with the complication
of some key posts (e.g. the Executive Director of Therapies and Health Sciences)
being filled on both an interim basis post retirement and then held as part of an
already full Executive Director of Nursing and Midwifery role for a number
of years.

11.9 BCUHB and its development of its governance structure
post-merger in 2009

In the ‘new’ BCUHB from October 2009 operational delivery was based around
clinically led ‘Clinical Programme Groups’ (CPGs) across North Wales. Staff
number 28 wrote that ‘The operating structure was designed by the then Chief
Executive and reflected structures that had previously operated within the
former North Wales NHS Trust...”

Multiple external reviews (and all of the subsequent interviews for this
governance review) describe that the development of governance structures in
the new BCUHB ‘was left to them’ (the CPGs). Staff number 4, said “In terms of
the detail there was a broad architecture which most of the CPGs followed which
matched the committee structure of the Health Board......so each of them had a
governance, whether they called it a Clinical Governance Committee or a
Governance Group, they had that..broad architecture. The content of the
reporting and the nature of the debate and the discussion... they had was very
much left to them and their own leadership.....it took on very different
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flavours depending upon the experience and the background of the individuals
involved...”

11.10 The implication of a ‘broad architecture’ of governance
for adult safeguarding at BCUHB 2009 onwards

Staff number 25, working within safeguarding explained to the Ockenden review
team the implication for adult safeguarding across BCUHB as CPGs followed only
a ‘broad architecture’ in the setting up of individualised governance structures
across the CPGs. Staff number 25 said in a written statement dated September
2017 ‘Each CPG had autonomy and accountability for the implementation of
governance and reporting arrangements. This required corporate teams to have
to negotiate with the lead managers of CPGs to engage and implement
safeguarding interventions/systems and processes.’

Staff number 1, at interview in September 2016 noted at interview that although
from merger in 2009 BCUHB had ‘established clinical leaders to manage
governance arrangements, the framework of support for CPGs was not clear.
There was not an explicit document that provided a framework around these
arrangements (i.e. how you need to affect your governance arrangements. The
organisation.....also didn’t establish objectives for each of the CPGs..! Staff
number 52, a current Board member stated at interview in April 2017 ‘There had
been a theoretical governance structure that went with the CPGs, they all had a
different version of it, so | think we had eleven different versions of the world.../
Staff number 52 continued ‘They did safeguarding differently, they did
management of their risks differently, and they did management of Datix
differently.... The views of staff numbers 1, 4, 25 and 52 have all been replicated
within multiple external reviews from 2012 onwards and almost all of the
interviews carried out with BCUHB staff in post at the time.

In summary, the Ockenden review has heard from numerous interviewees that
the connectivity that should have existed between the different strands of
governance simply did not exist post the creation of BCUHB and instead these
different strands around complaints, incidents, Datix and SUls were managed in
different compartments, rather than being seen as one whole unified system.

Staff number 25 further adds to the lack of a strategic approach to the
implementation of governance in the new BCUHB noting the ‘sporadic
implementation of Datix by the organisation and individual and inconsistent CPG
management of identified reporting [of risks]...” (Staff number 25, written
statement) This view by staff number 25 resonated with feedback from multiple
external reviews including those of the management of concerns at BCUHB (NHS
Delivery Unit 2013) and a review of BCUHB’s ability to learn lessons from
complaints in 2012/13. (NHS Wales Shared Services Partnership 2013.) The NHS
Wales Shared Services Partnership found limited assurance that BCUHB could
implement lessons learned from complaints and the NHS Delivery Unit identified
the following ‘common findings’ that have relevance to the Terms of Reference
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of the Ockenden review which reviews governance arrangements relating to the
care of patients on Tawel Fan ward prior to its closure on 19th December 2013:

e Lack of governance arrangements;

Lack of clear lines of accountability;
e Inconsistency of practice and policy across the BCUHB sites;
e Lack of training prior to introduction of significant new systems — e.g. Datix;

e Unclear management arrangements between CPGs, hospital management
teams and the Executive team (NHS Delivery Unit 2013, pages 2 and 3.)

11.11 What was the implication of the ‘broad architecture’
of governance for the MHLD CPG overall?

e The MHLD CPG was, (as in all likelihood were other CPGs) disconnected
from the BCUHB Board.

e There is little (if any evidence) that the pre-existing skill set and experience
of the senior team in matters of governance were considered prior to
appointment.

e There was a toxic mix of lack of Board direction and lack of managerial
capacity which when combined with lack of resource meant that governance
processes that should have been in place quickly after the ‘birth” of BCUHB
took several years to begin to progress.

e The Ockenden review saw no evidence of feedback to staff working clinically
on the ground from issues around complaints, serious incidents and Datix.
This meant that there was limited, if any opportunity for BCUHB as an
organisation and the workforce within the MHLD CPG to learn.

11.12 Setting up the Clinical Programme Group (CPG) Structure
across BCUHB 2009-2013

The intention of the new CPG structure was to cut across any pre-existing cultural,
geographical and service boundaries to deliver instead a unified and cohesive
approach to delivery of strategy and operational service. The new CPG model
would champion clinical leadership and was intended to develop along a
gradually increasing continuum of ‘earned autonomy.’” However multiple
interviewees, particularly former Board members told the Ockenden governance
review team of their concern that CPGs had a high degree of autonomy from the
outset. The new CPG structure was described as originating from teaching
hospitals in London. Interviewees have stated that the introduction of the new
CPG structure into BCUHB followed a very short pilot in the former North Wales
NHS Trust, of which the new BCUHB CEO had previously been CEO.

Multiple interviewees participating in the Ockenden governance review had
significant reservations regarding the CPG structure the outset and these
concerns grew significantly over time.
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The overall CPG Structure:

Staff number 28, said at interview in January 2017 ‘In the run up to the creation
of BCUHB [the CEQ] set out a vision of employing CPGs as part of that structure’
(Page 2) and ‘[the CEQ] championed the CPG structure and secured the support
of the Board for its implementation within BCUHB...! Staff number 19 in interview
and correspondence with the Ockenden team noted that the ‘CPG model was
championed by the then Chief Executive and a number of events were held with
senior clinicians and stakeholder organisations to seek their views. Welsh
Government was aware of the organisational design which | believe, although
novel was not contentious.

A former Chief of Staff was supportive of the principles behind the formation of
the clinically led Clinical Programme Group, (CPG) structure. At interview in
March 2017 this former Chief of Staff said: ‘the principles were absolutely the
right ones....” These ‘principles’ were described as ‘the principles of integration,
improvement of scale, the opportunity to apply clinical standards consistently
across a large area....” Staff number 21 continued: ‘there was a degree of naivety
around how the transition should be managed.......there was very little attention
to some of the cultural issues and the governance issues.’

The Ockenden review team has been informed of a significant delay in
appointment to key roles within the new BCUHB structure post 2009. Staff
number 91, a former Board member advised the Ockenden review through a
written statement that ‘the initial organisational change the Health Board went
through to form the CPGs took a long time in many areas with a negative effect
on our workforce and hence services.

At interview the Associate Chief of Staff, Nursing for the Mental Health and
Learning Disabilities CPG advised the Ockenden review of appointment to this
role in August 2010 — a ten month gap between the creation of BCUHB and the
appointment of the lead nurse for the CPG. It remains unclear to the Ockenden
review how this significant gap in nursing capacity and leadership within the
Mental Health and Learning Disabilities CPG was filled over an extended and
critical period of time when vital systems, structures and processes of governance
were inevitably being formed across BCUHB and the CPG. Staff number 21,
described at interview ‘quite a bit of instability as the new organisation formed.

A basic tenet of good governance is that the more autonomous a clinical
leadership model is then the stronger, more mature and more embedded the
underpinning systems, structures and processes of governance should be within
an organisation. With reference to BCUHB and its CPG structure the new ‘BCUHB’
and the CPG structure were ‘born’ together. This meant that both the corporate
structures of the new BCUHB and the structures within the new CPGs both lacked
maturity and both were untested. To add to the complexity Staff number 4,
acknowledged at interview the lack of structure in the way CPGs operated from
2009 to 2013 as ‘different Clinical Programme [groups] doing things in their own
way and differential cover on most things....
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Staff number 1 stated ‘They [the CPGs] were more clear in terms of operational
issues, performance, finance, but not on the quality and the safety and also
there was a mixed presence/portfolio of experience, so some of the Chiefs of
Staff were happy about what they thought governance was and what they
needed to do about it and the committees they needed to form....but it was
variable, so some people had got some quite good processes in place, others had
got really poor processes and were way behind in terms of backlog of incidents
and issues that they were looking at and particularly with [the] Mental Health
CPG then that was very clear.”

In a written statement supplied to the review staff number 4 confirmed ‘Each
CPG developed its own governance structure and ways of working to connect
with corporate functions and facilitate reporting and accountability through the
Board’s Committee structure, in large part these mirrored the sub-committee
structure of the Board. There was not a mandated, consistent approach to
governance structures and management principles across CPGs. This flexibility
was reflected in other aspects of the Board’s undertakings where CPGs were
given flexibility to design structures and organisational arrangements reflecting
their understanding and interpretation of the requirements placed upon them..

In a written statement submitted to the Ockenden review staff 91, commented
on the effect of the lack of structure in the governance arrangements in the new
BCUHB and said ‘The lack of a prescribed governance structure for the CPGs
below the management triumvirate meant there was no clarity on who had
responsibility for some areas. This was also made more difficult as staff from
previous organisational structures did not know what their responsibility was....’
[In the ‘new’ BCUHB.] Throughout many interviews with current and former
BCUHB staff it was very clear to the Ockenden governance review team that
there was considerable confusion as to how the CPG system actually worked
within BCUHB from 2009 to 2013.

In a written submission for the Ockenden review staff numbers 100, 106 and
111, stated that the Mental Health and Learning Disabilities CPG delivered their
first report to the BCUHB Quality and Safety Committee (or Q and S) in October
2010, a year after the formation of BCUHB. Their report to Q and S included ‘a
reported 99% compliance for enhanced health care standards and an 85-100%
compliance with the Dementia bundle. Additionally they reported they had
formed a scrutiny group which met every 2 weeks to consider incidents and
lessons learned. Further that the Mental Health CPG had more than 60 members
of staff trained in root cause analysis....

The Mental Health and Learning Disabilities CPG next came to the Q and S
Committee well over a year later (not until March 2012) At this Committee the
CPG team described to the Q and S Committee the already ‘developed sub CPG
structures’ which were said to include committees for service user experience,
clinical effectiveness, risk management, safeguarding and statutory compliance.
Staff numbers 100, 106 and 111 describe the CPG presentation as ‘dominated by
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processes rather than outcomes, [but] there was considerable debate on
outcomes, risks and challenges.’

The 2013/14 BCUHB Annual Governance Statement published in June 2014
stated that ‘all CPGs have been subject to a level of detailed and challenge by
members of the Quality and Safety Committee.” (BCUHB 2014, page 11.) Staff
number 1, stated at interview ‘So were the Quality and Safety Committee
managing the governance arrangements? Were they as informed as they needed
to be? They had updates from the CPGs at the time, so the CPGs probably once
a year were called to present to the Quality and Safety Committee, so that was
the way for that Committee as a sub-Committee of the Board to listen directly to
the CPGs, but in reality did it get underneath the detail, did it see the detail, was
it able to see warts and all? No, it wasn’t, so truly, knowing whether you had got
effective processes they wouldn’t be able to state that...’

Staff number 19, at interview stated of these annual visits to the Quality and
Safety Committee ‘so they would have 2 or 3 hours in front of the Quality and
Safety Committee directly providing assurance and evidence on everything from
numbers of complaints, to themes, to issues, to incidents...’

Staff numbers 100, 106 and 111 state that there were no ‘reported concerns or
issues’ discussed around Tawel Fan ward at this meeting in March 2012. In
addition they confirm that no concerns around Tawel Fan ward were brought to
the BCUHB Mental Health Act Committee. Staff number 100, 106 and 111
described ‘regular meetings (at least monthly)’ with the then Executive Director
of Primary Care, Community and Mental Health and say ‘The principal issue of
concern in the Mental Health CPG was the Hergest Unit in Ysbyty Gwynedd,
where staff relations, particularly between that unit and the CPG leadership,
were challenging...’

Staff number 28, stated at interview in January 2017 ‘Much of the debate on
mental health services or much of the prominence of mental health services was
probably more about acute adult mental health patients. There was certainly a
lot of dialogue about the Hergest unit and it tended to be in the West........ as
opposed to older person’s mental health services and the Centre...” This was
evidenced in the review of the ‘Briefing for Health Board’ paper on Mental Health
Services dated 19th December 2013 describing six BCUHB mental health units/
services as ‘in escalation.” Whilst the closure of Tawel Fan ward involved first
closing to admissions and then ultimately closing and transferring elderly and
vulnerable patients to other units Tawel Fan ward itself merits only one short
paragraph for information, (see BCUHB 2013, page 2) The vast majority of the 19
page paper is devoted to issues concerning the Hergest unit. Staff number 4,
stated at interview that ‘there were a number of areas where the Board were
particularly sighted on Mental Health, mainly Adult Mental Health Services.
There were concerns around the Hergest unit and some of the issues there, and
there were very focused responses from the Board in those areas...’

Staff number 52, stated at interview with the Ockenden team in April 2017:
‘Although the Mental Health CPG....was the first one to be put in place, it was just
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a CPG in name and, for the general Mental Health services, there didn’t appear
to have been an attempt to become a Betsi Cadwaladr Mental Health service, it
was still very much...West, Centre, East.......there were different cultures and
different governance mechanisms and even different clinical practices between
the three areas...’

11.13 Selection for the Chief of Staff role

All interviewees participating in this governance review who have commented
on the formation of the CPGs have described the CPG as ‘semi-autonomous’
units. In describing the appointment of the CPG Chief of Staff role interviewees
have described a process of appointment restricted to clinicians working within
the Health Board. There were no external advertisements and a lack of clarity/
memory from former Chiefs of Staff as to whether formal interviews took place
for the roles of Chiefs of Staff. One former Chief of Staff described the process of
appointment to the role as ‘It felt like a tap on the shoulder’. Staff number 21
continued and described the selection process further as ‘He seems quite a nice
guy, he’s quite enthusiastic......... we’ll have X because | know him and | quite like
him...”

Of note is that nine out of the eleven original CPG Chiefs of Staff were doctors
and of the seven ‘Heads of Programmes’ (known as HOPs and similar to Clinical
Directors) six were consultant psychiatrists. There were few, if any opportunities
for nurses to undertake very senior leadership roles in the 'new' BCUHB from
2009 onwards.

11.14 The span of responsibilities of the Chief of Staff role:

Many interviewees have explained a key challenge for Chiefs of Staff. This was
that their leadership role encompassed the spectrum from clinical leadership
through to operational leadership and management. This was despite the fact
that it was acknowledged by Board members at the time that many of the new
post holders as Chiefs of Staff had very little experience. Staff number 4 advised
the Ockenden review team ‘there were people who had very little experience,
who were brand new to it, and others who’d had more experience but more
experience in a Clinical Director type environment.” Staff number 28, added in a
written statement ‘The CPGs led the strategic clinical development and were
operationally responsible for their staff in the delivery of safe and effective
care...

11.15 Professional development and preparation for the Chief
of Staff role

All staff who discussed the CPG structure at interview describe the lack of
preparation for what were very significant senior leadership and management
roles. The Ockenden review team has been informed that a number of the Chiefs
of Staff secured an external ‘coach’ via the then Chief Executive. However no
further detail has been provided. Staff number 4 described to the Ockenden
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review team a small number of ‘workshops’ suggested to the Ockenden review
as ‘about three or four externally facilitated....that was very early on in their
appointment ....but | don’t recall anything more structured than that/

The general lack of preparedness for the role of Chief of Staff in the new CPGs
across the new BCUHB has been referred to in a number of staff interviews
including staff numbers 14 and 21. Some of the new Chiefs of Staff were said to
have had very little experience, whilst others who had some experience had
operated in one of the smaller Trusts making up BCUHB prior to 2009 usually as
a Clinical Director. There is acknowledged to be a significant difference in the role
of Clinical Director which is generally considered to be a role for clinical advice
and leadership across one discrete aspect of a service. The new Chief of Staff role
was a role involving responsibility for operational, strategic, and financial
management and leadership of multiple BCUHB services across the six counties
of North Wales. This role was made all the more complex in a new organisation
which had just formed from multiple pre-existing organisations.

Staff number 4, expressed concerns regarding the lack of preparation for Chiefs
of Staff to take on roles that were both large and complex. Staff number 4 said
‘They had operational management responsibility which...is quite distinct from
clinical leadership. The two got rolled together and so they ran everything, were
responsible for all functioning and execution which is a certain take on clinical
leadership..... It was a big ask | thought of clinicians to be put in such a huge
organisation that had just brought eight different individual organisations
together. The context, the complexity of relationships, behaviours all those sort
of challenges you see at periods of change and individuals who to be fair | don’t
think had had a great deal of structured development to enable them to manage
that...” The review has seen little (if any) evidence that Board Members at the
time thought through the consequences of the very significant challenges that
were being presented to new Chiefs of Staff many of whom were completely
unprepared for the role they were taking up.

11.16 Time allocation for the Chief of Staff role with particular
reference to the Mental Health and Learning Disabilities
CPG

Staff number 16 noted at interview that the CPGs ‘while the intention was clearly
very worthy, and very proper [they] — the Chiefs of Staff were not properly
resourced...” As with previous interviewees Staff number 16 noted a lack of
training, time and ongoing support for the role and commented specifically on
the very part time nature of the role. A number of former Board members
referred to attempts to change the CPG structure in late 2012. This was a review
of the CPG structure chaired by the then Vice Chair. The Ockenden review team
has been advised by a number of former Board members that the CPG review
included the then substantive CEO and one representative of the Chiefs of Staff
group, (out of the eleven CPGs.) The recommendation at that point in time was
said to be that a new leadership arrangement should be adopted at BCUHB
with existing Chiefs of Staff as ‘clinical lead’ and a professional manager as
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management lead. This proposed model was said to have been rejected by the
then CEO and the single Chief of Staff taking part in the CPG review.

The concernaroundthe ‘parttime’ nature of the CPG leadership and management
role was also highlighted by staff number 14, a former Chief of Staff who took up
post as Chief of Staff at the ‘creation’ of BCUHB. Staff number 14 described how
from 2009 until circa 2014 they had:

A 7 session clinical workload, (a session being half a day so the clinical
workload being 3 and a half days of the working week.)

2 sessions (or one day a week) Allocated to ‘Supporting Professional Activity’
(or ‘SPA') Activities carried out in these sessions would include audit,
governance and professional updating. SPA is a common feature across all
consultant contracts.

This equated to a nine session (or four and a half day working week) before the
allocation of the Chief of Staff responsibilities.

In order to take on the Chief of Staff responsibilities Staff number 14 described
being allocated two ‘management’ sessions, (i.e. payment to work a day a week
as the Chief of Staff in a typical week.)

Taking into account that the role of the Chief of Staff in the case of staff number
14 included overall responsibility and accountability for a CPG providing services
to patients across the six counties of North Wales (which at the time had a budget
of circa £100 million pounds a year) the ‘ask’ of the Chiefs of Staff by the BCUHB
Board, to be responsible and accountable for a Clinical Programme Group in a
day a week was clearly an impossible one. The budget of 100 million pounds, the
staff numbers involved and the geographical spread across North Wales was the
equivalent of a small to medium sized NHS Trust in England, which would have
had its own Board with a full complement of Executive and Non-Executive
Directors and a comprehensive underpinning management structure. The Chiefs
of Staff did not have this underpinning structure and support.

Staff number 21, also a former Chief of Staff described at interview in March
2017 the Chief of Staff role on top of five clinical sessions and acknowledges his
working week was likely to have been ’fifteen sessions’ (i.e. typically working
every day of a seven day week.)

Clearly the experience of staff numbers 14 and 21 was not one that was
sustainable. Whilst much has been written of the apparent ‘failure’ of the Chiefs
of Staff to undertake their roles effectively, the initial and ongoing failure from
2009 up until dissolution of the CPGs in 2014 appears to have been one at Board
level for putting in place a structure that on the balance of probabilities had very
limited chance of success. The commitment and effort of the Chiefs of Staff and
their senior teams has not been doubted by any of the interviewees contributing
to the Ockenden review.
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Staff number 14 in interview highlights further issues that combined with a lack
of time to undertake the role of Chief of Staff effectively also further impacted
negatively on the ability of the Chief of Staff to fulfil their role. This included little,
(if any), administration support to undertake the role of Chief of Staff. Staff
number 14 in interview confirmed that whilstin post ‘there was limited dedicated
admin support, so administration had to be carried out piecemeal. There were
ongoing difficulties delegating a range of administrative tasks...... In the absence
of a secretary, | would have written notes, for them to be typed up elsewhere. In
terms of reports, papers etc. | had to write or rewrite papers in the absence of
sufficient managers..

Staff number 14 and others also confirmed at interview that despite having
overall responsibility and accountability for running the CPG with its £100 million
budget the Chief of Staff was unable to make the decision to advertise and
appoint to a number of roles including clinical and administration roles since this
decision was made at an Executive level vacancy control panel over a prolonged
period of time. (Staff number 14, plus many other staff including numbers 3, 11,
15, 22, 57, 63).

11.17 How the Chiefs of Staff undertook their roles 2009-
2013 and the effect of the Chief of Staff role on the
development of the systems, structures and processes
of governance at BCUHB

The Health Board had developed its operational performance through clinically
led, (generally medically led) Clinical Programme Groups (CPGs). The Health Board
had an Executive Board with defined accountabilities. The functional management
of the Board, known as the Board of Directors comprised the Executive Directors
and the Chiefs of Staff from the Clinical Programme Groups. Staff number 28, in
interview described ‘the vision of ... a clinically led organisation which would ....
secure a different type of engagement with key clinical staff and the involvement
of the clinicians in terms of key decision making resource utilisation.

Staff member 16 said at interview ‘I think the model was ... flawed in that the
Chiefs of Staff......went straight to the CEO and the Directors were disabled in
their roles.” Staff number 47, agreed noting that the Chiefs of Staff met directly
with the CEO. The Ockenden review has been advised by a number of senior
members of staff including former Chiefs of Staff, that no minutes were kept of
the discussions; (and none have been provided by BCUHB for the purposes of
the Ockenden review.) Staff number 19 recalled at interview in November 2016
‘They, [the Chiefs of Staff] used to have breakfast meetings every Friday morning
to which the Chief Executive was invited and it was unscripted...’

In the absence of any minutes from the Chief of Staff meetings with the CEO this
governance review has relied upon findings from multiple interviewees and a
range of external and internal documentation to understand the complexities
and issues facing BCUHB during the period of time 2009-2013. Staff number 21,
recalled the formation of ‘a bit of a loose group, called the Chiefs of Staff...we
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met weekly and just ....... tried to work through some of that stuff....” (‘That stuff’
being finance, workforce and operational issues.)

11.18 Summary: What do we know about the Chief of Staff
role from the creation of BCUHB?

The role was largely undertaken by clinicians, usually doctors who had very little
management, operational or financial experience;

The role was undertaken often on a very part time basis;

There was limited if any professional development available to new Chiefs of
Staff to ‘grow’ into their role;

There was often a lack of supporting roles — e.g. administration underpinning the
Chief of Staff role which further complicated delivery of what was already an
impossible ‘ask’ by the BCUHB Board.

11.19 Key supporting roles and services to the Mental Health
and Learning Disabilities (MHLD CPG)

11.20 Finance

Interviews with a number of staff including former and current senior BCUHB
staff reflected on the scale and size of the budget within the MHLD CPG which
became the responsibility of the Chief of Staff. Staff number 78 advised the
Ockenden review in June 2017 that the MHLD budget was circa a hundred million
pounds at the time of merger. The workforce for the MHLD CPG was circa 2000
members of staff.

Staff numbers 15, 22, 38, 63 and 78 all described to the review the need to save
20% of management costs’ within the MHLD CPG and a number of staff described
senior and experienced clinical and managerial staff leaving the MHLD CPG
through a scheme known as Voluntary Early Release or VER. Staff numbers 63
and 78 recalled to the Ockenden review that this scheme ran for more than three
years. Staff number 63 said to the Ockenden review in June 2017. ‘If someone
asked for it, [VER]; it was difficult to make a case for them not going...’

Highlighting the lack of previous experience many of the Chiefs of Staff had with
budget management Staff number 21, said of a typical appointee to the role of
Chief of Staff at interview: ‘He’s going to be responsible for a budget of XX million.
What does he know about managing a budget, what does he know about...
processes of assurance and governance......... It was.... let’s ..... bring you along
and it will be fine really...”

11.21 Workforce and Organisational Development

Interviewees have explained to the Ockenden review how the Workforce and
Organisational Development (WOD) service was structured post the creation of
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BCUHB in late 2009. It has been described that there were three assistant
Directors whose portfolios covered one of either employment policies and
practices, organisational development and workforce governance. The
employment strategies and practices section provided support to departments
and Clinical Programme Groups. It was stated that the three assistant Directors
were nominally allocated to 3-4 of the Clinical Programme Groups (CPGs) as a
point of contact for the CPG management teams and would attend meetings of
the management teams of the CPGs. However it was acknowledged that through
conflicts of commitments, particularly where one person was covering WOD
responsibilities across three or four CPGs across the six counties of North Wales
meant this did not always happen.

A former Chief of Staff advised the Ockenden review at interview that there was
often limited workforce and organisational development support provided when
it was needed. ‘What would generally happen is that if | asked for advice | would
be sent copies of the policy’. Former employees of BCUHB working within WOD
have agreed with this interpretation and acknowledged that it was rarely possible
to attend senior management team meetings, performance management or
governance meetings within the CPG. Staff number 78 stated at interview in
September 2017 that this was a combination of ‘failings on the [WOD] set up as
much as on the CPG........ | don’t know if they knew what they wanted....... but we
weren’t configured to be able to provide it anyway.. Subsequent to this interview
the Ockenden review team was advised that there was further investment in
further WAD (human resources) posts once ‘special measures’ was enacted.
(This was after June 2015.)

11.22 Operations and Nursing support to the Clinical
Programme Groups with specific reference to the Older
Persons Mental Health (CPG)

The Ockenden review has been advised that each Chief of Staff was supported
by 2 Associate Chiefs of Staff, one drawn from nursing and one from a
management background. These were known as ACOS-Nursing and ACOS-
Operations. Whilst these post-holders were initially advised to the review by
BCUHB to be full time, permanent appointments this was not always true ‘on
the ground.

In the Mental Health and Learning Disabilities CPG (MHLD CPG) the ACOS Nursing
took up post in the summer of 2010. The Ockenden review team has been
advised that the job description for ACOS Nursing specified 5 sessions nursing
management and 5 academic clinical sessions. During the first two years in post
(summer 2010 to summer 2012) the post holder was both ACOS nursing and also
a clinician. The clinical commitments included being a responsible clinician with
a small caseload and being a member of a multi-disciplinary team. The clinical
sessions ended approximately May 2012 and then the post holder undertook
the role on a fulltime basis. The post-holder advised the Ockenden review team
that whilst the ‘job description was couched in those terms [that of a 50:50 split
between nursing management and clinical academic role] this did not reflect the
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reality........ The role of ACOS nursing continued throughout the working week
and clinical sessions fitted around this and may not in any particular week have
amounted to 50% of my time.” The post-holder continued that even the full time
nature of the role ‘did not reflect the reality of the hours actually worked which
were far in excess of this most of the time./ In addition the Ockenden review
team notes the lack of support underpinning the ACOS Nursing role from 2010
onwards. Until the appointment of Matrons in 2012 it appeared that there were
no nurse management posts between ACOS Nursing and Band 7 ward managers.
At the time the Ockenden review has been informed there were 24 wards
providing inpatient care on four sites across North Wales. Clearly therefore the
role of ACOS was a role that was completely unmanageable with the lack of
nurse leadership structure underpinning it.

11.23 The matron role in the MHLD CPG

Other key roles supporting and underpinning Older Peoples Mental Health have
been advised to the review as being inappropriately part time. These include the
matron for Older Persons services role for the ‘Central’ area, (covering Conwy
and Denbighshire) which a number of interviewees have advised the Ockenden
review was only three days a week. This would have been wholly insufficient but
the review has been further advised and provided with evidence that for a period
of time from November/December 2012 the part time matron role for Central
area was required to include the Wrexham area too. Due to the inability to recruit
to the matron role at Cefni Hospital on Anglesey the matron for Older Persons
services role for the ‘Central’ area subsequently covered Cefni Hospital once the
Wrexham matron returned to work.

The Ockenden team has been advised by interviewees that each week there was
the need for a fourth ‘matron’ day’ to be agreed on an ‘as required’ basis. This
clearly became a weekly necessity. The request for the substantive increase in
the matron role from three days to four was submitted via the ‘Vacancy Control
Panel” The Ockenden team was subsequently advised that this was agreed in
2014. However this would have still left a part time matron role covering a large
geographical area, which inthe opinion of the Ockenden team was still insufficient
cover, despite the eventual increase.

Other senior managers both within Mental Health and Older Persons Mental
Health including staff number 3, 15 and 22 within the MHLD CPG described
taking on a role ‘that had previously been carried out by three people. The three
former trust areas had different cultures and histories, so it wasn’t just a matter
of 3 times the workload......services and ways of working in South Gwynedd
would look very different to services and ways of working in Wrexham..” Another
senior manager, staff number 22, working within the former MHLD CPG described
that immediately after the merger creating BCUHB, three former ‘General
Manager’ type roles that would have existed for the Mental Health and Learning
Disabilities services across Wrexham and Flintshire, (1 role), Conwy and
Denbighshire, (1 role) and Gwynedd and Anglesey, (1 role), were replaced by one
ACOS Operations for the CPG operating across the six counties of North Wales.
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Staff number 3 told the Ockenden review in September 2016: ‘Previously you
would have had 3 General Managers, 1 in your East Trust, 1 in your Central Trust,
1 in your West Trust, you had 3 Clinical Director type posts, 3 Senior Nurse Type
posts. A lot of these posts [were] amalgamated into 1 and | think it was well
intentioned......people worked very hard and were very dedicated, it didn’t
always work...” In reality, the reduction in the management structures happened
at the time when the new infant BCUHB needed them most.

11.24 Other support to the Clinical Programme Groups with
specific reference to the MHLD CPG and Older Persons
Mental Health

A number of interviewees including staff numbers 38 and 57 have informed the
Ockenden review about a lack of support roles to clinical areas from 2009 to
2013. These have included the long term non-availability of ward housekeepers
and ward clerks, (meaning that nurses spent time on non-clinical duties.)
Interviewees have described lengthy recruitment processes for these roles and
reducing hours for support services to older people’s mental health such as
physiotherapy and occupational therapy. Interviewees have described how
services such as physiotherapy and occupational therapy were initially dedicated
to individual wards such as Tawel Fan and Bryn Hesketh, gradually moving to a
more restricted ‘on referral basis.

11.25 Key conclusions — How effectively staffed was the senior
management team of the Mental Health and Learning
Disability CPG?

The senior management team of the Mental Health and Learning Disabilities
CPG was inadequately staffed from the time BCUHB was formed.

The Organisational Change Process following the creation of BCUHB took too
long meaning that key posts were either interim unfilled for long periods
following the creation of the MHLD CPG;

There was grossly insufficient management capacity within nursing, operations
and service management to support a pan North Wales mental health service;

There was too little attention paid by the Board to the significant loss of
management capacity and capability achieved via the VER scheme.

11.26 Overview of staffing within the Mental Health and
Learning Disabilities CPG

With many concerns expressed around the management and leadership
infrastructure supporting the Mental Health and Learning Disabilities CPG
multiple current and former staff from BCUHB have also advised the Ockenden
review of long term issues with clinical staffing. These issues started with the
formation of the Mental Health and Learning Disabilities CPG at the creation of

128

Uimmediately
after the merger
creating BCUHB,
three former
‘General
Manager’ type
roles that would
have existed for
the Mental
Health and
Learning
Disabilities
services across
Wrexham and
Flintshire,

(1 role),

Conwy and
Denbighshire,

(1 role) and
Gwynedd and
Anglesey,

(1 role), were
replaced by one
ACOS Operations
for the CPG
operating across
the six counties
of North
Wales.?”?

A |ot of these
posts [were]
amalgamated
into 1 and | think
it was well
intentioned......
people worked
very hard and
were very
dedicated, it
didn’t always
work...”



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

BCUHB in late 2009. A number of these issues, are particularly relevant to safe
provision of Older Persons Mental Health care from 2009 to December 2013 at
BCUHB. The review has been advised by a number of current and former BCUHB
staff including staff numbers 5, 11, 15, 22, 38, 55, 57, 63 and 78 that there were
multiple concerns around staffing in mental health and specifically Older Persons
Mental Health over a prolonged period of time. These included the following:

e Inpatient ward staffing allocations in Older Persons Mental Health that had
been decided historically were not aligned to the then current need which
had seen increasing acuity and complexity in the inpatient population;

e There was a need to enhance leadership of inpatient wards by making ward
managers supernumerary to the clinical workforce;

e ‘The skill mix needed to be richer and overall there was a significant gap
between required staff and actual staff. (Staff number 15)

e There were long term concerns regarding the level of nurse vacancies
specifically across inpatient wards with up to 50 WTE inpatient nurse
vacancies at various times. Former and current BCUHB staff describe a
prolonged process of seeking authorisation tofill clinically essential vacancies
at Executive level once they had been approved at CPG level. (Staff numbers
5,11, 15, 22,57, 63, 78)

e There had been significant costs associated with use of overtime and agency,
but on a daily basis there was a protracted process described as a ‘paper
exercise’ to follow to gain authorisation for agency which meant that it was
frequently not possible to fill gaps in rotas because the search for agency
staff started too late in the day. (Staff numbers 11, 38, 57). This ‘paper
exercise’ involved phoning around all inpatient wards in the search for
‘spare’ staff knowing that those wards were also very likely to be short
staffed.

® Prior to the merger of BCUHB current and former staff informed the review
that there had been a well-functioning ‘bank’ system for Mental Health
where existing substantive staff could be offered extra shifts to work within
a clinical environment they were often familiar with. With the merger that
created BCUHB the review has been informed that ‘bank’ functions were
centralised and mental health had to rebuild their bank function once again.
The Ockenden review was informed by staff number 15 as a result of the
bank centralisation the existing mental health bank had ‘almost dissipated
away to nothing’.

11.27 Key points about staffing in the MHLD CPG from the
formation of BCUHB

e Staffing numbers that had been decided historically were no longer fit for
purpose due to a change in the configuration of service, increased patient
numbers and acuity.

e There was long term concern around the number of nurse vacancies in
Mental Health.
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e This was further complicated by a prolonged process of ‘vacancy control’ at
Executive level.

e There was a protracted process of seeking help via agency and bank on a
daily basis meaning that many clinical shifts were not filled.

e The centralization of ‘bank’ services by BCUHB led to a loss of the previously
successful bank for Mental Health and much greater difficulty in filling gaps
in the staffing complement on a daily basis than had previously been the
case.

11.28 How the CPGs reported to the Board at BCUHB:

Relationships between the CPGs, the Chiefs of Staff, the Chief Executive and
the Board of Directors

Multiple interviewees including Board members at the time and the Chiefs of
Staff have commented on the very strong relationship, individually and
collectively between the Chiefs of Staff and the first Chief Executive of BCUHB.
Former Chiefs of Staff contributing to the review have explained that they held
weekly meetings and on a more often than not basis the CEO would join them.
These meetings were not joint with others, for example the Executive Directors.

Board members at the time have also confirmed that when there was a collective
meeting as a Board of Directors, the Chiefs of Staff and the Executive Directors
were very much meeting as equals. If there were issues in any particular service
or area that came to the attention of the CEO, the first ‘port of call’ for advice or
a response would be the Chief of Staff. This has been seen by the review where
complaint correspondence from a complainant or a family reaching the CEQ’s
office was sent directly to the Chief of Staff, from the CEO to draft a response,
copied to the Executive Director.

A number of current and former Executive Directors have reflected on the role of
Executive Directors in being given Executive responsibility for ‘oversight’ of a
number of CPGs. In a written statement submitted for this review Staff number
4 confirmed ‘The expectation of the Chief Executive was that the essence of this
role, [as an Executive Director] was to support and offer guidance to the Chiefs
of Staff as they developed their CPGs and grew into their leadership roles...’
A Board of Directors meeting was held on a fortnightly basis, attendees were
Executive Directors, and Chiefs of Staff and the Chief Executive chaired the
meeting. One Board member at the time explained that all the CPGs ‘fed through’
an Executive Director. BCUHB had eleven CPGs and it was described that four
Executive Directors had either 4 or 3 CPGs each. This appeared to be an
arrangement that again had not been thought through by the Board in how
effective it could be.

It has been explained to the Ockenden review team that to have the additional
responsibility of three or four CPGs to support, sponsor and oversee in a newly
merged organisation covering the breadth and depth of North Wales was clearly
not a workable solution and one that an Executive Director could hope to give
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more than cursory attention to. Staff number 20, described at interview with the
Ockenden team in November 2016 the ‘nominal attention” Executive Directors
could give to the CPGs and ‘the attempt to hold them to account when eventually
you knew that they were going to side-line you and go straight up to the
Chief Exec..

Staff number 48, a former Board member described to the Ockenden review the
CPG and Chief of Staff structure as ‘farcical.” Staff number 48 said the structure
had ‘disaggregated management from the clinical line. Another interviewee,
staff number 4, advised the Ockenden review team ‘There were Executive
Directors and if you look at the lines on a chart, it says there were Chiefs of Staff
who worked to that, so there was an accountability there and that accountability
was exercised to varying degrees in the context within which the organisation
functioned...’

Staff number 20, told the Ockenden review of a request in 2013 to all CPGs ‘for
evidence of clinical governance arrangements.......... draw for me your clinical
governance arrangements, send me copies of your Terms of Reference....tell me
how you hold people to account, show me what metrics you use at ward level...’
The result was described to the Ockenden team as ‘only 50% of CPGs even
bothered responding which | could not believe...” Staff number 20 continued ‘of
those 50% that came through | was horrified....what | could see was there was no
clinical governance framework, there really wasn’t.

11.29 Key points in understanding the relationship between
CPGs and the BCUHB Board

e There was a strong relationship between BCUHBs first CEO and the Chiefs of
Staff which effectively disempowered the then Executive Directors;

e Long term concerns regarding the CPGs from the Independent members
were not acted upon;

e The role of Executive oversight of the CPGs, by some Directors (not all) has
been described by a number of Executive Directors as one that could be
given only nominal or cursory attention. It was ineffective as a method of
Board scrutiny.

U Staff number
20, described at
interview with
the Ockenden
team in
November 2016
the ‘nominal
attention’
Executive
Directors could
give to the CPGs
and ‘the attempt
to hold them to
account when
eventually you
knew that they
were going to
side-line you and
go straight up to
the Chief Exec..”?

A former
Board member
described to the
Ockenden review
the CPG and
Chief of Staff
structure as
“farcical.” ??

| could see was
there was no
clinical
governance
framework,
there really
wasn’t.”

131



Independent governance review relating to Tawel Fan ward, prior to closure and current governance
arrangements in older people’s mental health

12 Chapter 4

12.1 What were the reports and feedback around the
systems structures and processes of governance from
the external scrutiny, external reports and reviews into
BCUHB from 2009-137

12.2 Reports into various aspects of the systems, structures
and processes of Governance in BCUHB:

a) The Hurst report (2012)

b) The Allegra Report (2012)

c) The Poole Report (2012)

d) HIW Report into Ysbyty Glan Clwyd (2012)

e) HIW/WAO Joint review (2013)

f) The Public Health Wales (PHW) report (2013)

g) The Duerden Report (2013)

h) External reviews of Maternity Services at YGC in 2012-2013

i) The Francis Report and BCUHB actions undertaken following receipt of
the Francis report

j)  The NHS Delivery Unit (2013)
k) NHS Wales Shared Services Partnership (2013)

12.3 A consideration of findings from the Hurst review (2012),
the Allegra review (2012) and the first joint review by
HIW/WAOQ in 2013

Consideration of findings from the Hurst review April 2012:

{The Health
BCUHB has provided the Ockenden review team with a summary of key findings Board’s current

from the Hurst review. In a short (six page) document provided to this review by position and
BCUHB which Hurst describes as a ‘brief informal note’ intended for the acting outlook makes it
Chief Executive (Hurst 2012, page 1) Hurst states ‘the Health Board’s current  clear there is a
position and outlook makes it clear there is a need for urgency of action by the need for urgency
BCUHB Board of Directors.” The document states that the Board of Directors of action by the
need to reach a consensus about what changes would be helpful and then BCUHB Board of
commit individually, and jointly to put them in place without delay. (Hurst 2012 Directors.”?
pages 1 and 2) (Hurst 2012)

Whilst the Hurst review concentrated on finance it made a number of useful

observations that were subsequently repeated in multiple external reviews going
forward after 2012.
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The leadership team need to behave differently, they need to ensure they had
the time and space to work together in collaboration as a team; (Hurst 2012,

page 3.)

Communication with staff in the organisation needed to improve — did clinical
staff know BCUHB'’s top priorities for delivery in 2012-13? (Hurst 2012, page 4.)

There was a perceived tolerance for long term divergence in practice across
BCUHB, (the issue of different processes for SUIs across BCUHB) (Hurst 2012,

page 4.)

Hurst noted that the Health Board had a track record of financial delivery from
establishment, (the first 6 months of 2009-10), in 2010-11 and in 2011-12. (Hurst
2012 page 1). BCUHB did not deliver the financial plan it had set for 2012-13 and
had to use significant non-recurrent measures to compensate for the under
delivery of its savings programme. Therefore in 2012/13 this more than doubled
BCUHBs requirement for savings and significantly increased the risks to delivery
of the 2012-13 Annual Plan. Hurst noted that whilst the original savings ideas
and plans ‘are not at question’ it was ‘the delivery arrangements that have not
worked as well as expected.” (Hurst 2012, page 5.)

Staff number 21, described the approach to savings plans/cost improvement
plans thus: ‘Our CPGs were like burrows...we would.....say right save 6% and we
would scurry off into our burrows and...all emerge waving a piece of jigsaw....and
then we would put our piece of jigsaw down and they never quite fitted together..

12.4 The 2012 Allegra review at BCUHB

Following on from Hurst (2012) there was subsequent work undertaken by
Allegra Limited in the autumn of 2012 which was completed in December 2012.
BCUHB have provided the Ockenden review with a 12 page document
summarizing this work. The document noted a number of areas of continuing
concern, particularly around the governance of the BCUHB workforce. This
included a ‘high dependency on temporary medical and nursing staff...” (Allegra,
December 2012 page 2.) The report noted that in May 2012 a ‘significant level of
savings themes still lacked detail (Allegra, December 2012 page 3.) A number of
other key workforce concerns across BCUHB included high levels of sickness
absence, and lack of progress in consultant job planning. Staff number 47
confirmed in interview with the Ockenden governance review that ‘another
matter of constant concern for the Board was the ...dependence on locum right
across the system.” All of the issues highlighted in the Allegra (2012) review have
been referred to in multiple current and former staff interviews with the
Ockenden team throughout this governance review.

In a section headed ‘Effectiveness of organisational management structure.
The Allegra report notes the ‘Confused accountability around the clinically led
structure means (the) Health Board appear to lack commercial grip and NOTE:
LIMITED REVIEW OF THIS OBJECTIVE AT REQUEST OF CEO...." (Capitals as used in
the report; 2012 page 9). In section 6 the report notes ‘Strong clinical input and
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informal reporting networks mean formal governance processes may not be
fully effective.... The report states ‘Some recent confidential Board sessions seem
to have no formal papers making an effective review of governance difficult..
and ‘Confirmation of processes for confidential Board sessions is required.’
(Page 10). The report notes (capitals as used in the original report) NOTE:
‘LIMITED REVIEW OF THIS OBJECTIVE AS EXPECTED TO BE PART OF WIDER
REVIEW BY HIW.... and ‘Findings and risk identified within this review should be
shared with HIW and WAO.... (Allegra 2012 page 10.) It is clear therefore that
the need for the 2013 joint HIW/WAO review was known by the time the Allegra
report was shared with BCUHB.

The Allegra report (2012) recommended the appointment of a turnaround
Director and the establishment of a full Programme Management Office. (Allegra
Limited 2012, page 5). In its summary of conclusion it says ‘Whilst the clinically
led management structure provides strength in some areas, there appears to be
a lack of commercial and financial rigour at operational levels...there is limited
cross functional/cross geographical inter-operation. These issues have been
exacerbated by an apparent historic lack of accountability and effective line
management at senior levels. Consideration should be given to changing the
organisational management structure to address these concerns...” (Allegra
2012, page 12).

Staff number 107 provided contemporaneous evidence to the Ockenden review
to the effect that in some parts of the organisation there was a lack of ownership
of budgets and overspends, demonstrated by a belief that inequitable funding
was the cause of the problem, that ‘bail outs’ were inevitable, and that this
tended to dominate the management culture.

12.5 Key points in the Hurst (H) report (2012) and Allegra (A)
report (2012)

e The leadership team at BCUHB needed to behave differently in order to
improve upon their effectiveness, they needed to spend time together,
communicate more effectively with the workforce about BCUHBs key
priorities (H)

e There needed to be articulated one BCUHB ‘way of doing things’ (H)

e Delivery of financial plans had not been effective and there needed to be
structural change around this (H)

e A high use of temporary staff and other workforce related issues were
causing significant issues in BCUHB (A)

e There was confused accountability in the organisational structures (A)

12.6 Locum staff use within the OPMH CPG service

The dependency on expensive locum medical staff within Older Persons Mental
Health, (OPMH) was known to the then CEO and members of the Executive team
by July 2012. An email from the lead consultant within OPMH (dated 31st July
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2012 @1513hrs) informs the CEQ, the then BCUHB Medical Director and then
Director of Primary, Community and Mental Health of the following:

e That the service was needing to urgently appoint locum medical staff;

e That the advice from the BCUHB ‘medical workforce department’ was that
‘regardless of the urgency to recruit NHS locum doctors [BCUHB] needed to
run each advertisement for a minimum of two weeks...and 3 weeks
thereafter for the interview;’

e The delay in recruitment which resulted from this policy — which had
allegedly not been discussed with medical leaders was causing ‘major
problems in terms of clinical safety as well as financial burden to the
organisation;’

e Many other Health Boards across the NHS in Wales did not adopt such
a policy;

e That the time delay built in as a result of the above ‘policy’ led to longer
periods of time when BCUHB was paying ‘agency locum rates almost 4 times
higher than what we would have been paying for the NHS locum for several
weeks before we progress to recruitment....

e That on many occasions ‘the quality of the agency locum doctors would be
very poor;’

e That currently (July 2012) the Older Persons Mental Health service did not
have ‘sufficient number of doctors to hold the bleep in Ablett.

e There had previously been a problem with lack of medical cover described
as ‘an emergency in Flintshire’ where the service paid for an ‘agency locum
for 6 weeks before we progressed with NHS locum recruitment and for a
couple of days there was no cover as we struggled to get agency cover..

The problem with locum usage at BCUHB continued into 2013 and beyond into
2017. Such was the concern around the high use and high cost of locum use in
BCUHB in 2013/14 that the BCUHB Audit Committee were required to respond
to the Welsh Audit Office (WAQ) ‘Use of Locums’ report in 2013/14. Issues with
continued medical locum use and high levels of consultant vacancies have been
raised in multiple HIW inspections over the last 7 years and were also commented
on extensively in the service user ‘Listening and Engagement’ events in the spring
and summer of 2017. This is further discussed in Part 2 of this report.

12.7 BCUHB’s strategic vision and the subsequent lack of
service reconfiguration associated with ‘Healthcare in
North Wales is Changing’

BCUHB underwent challenging public consultation in the latter part of 2012. This
was based on the consultation paper ‘Healthcare in North Wales is Changing’
which closed at the end of October 2012. The changes within the community
localities were for a significant proposed reduction in community beds for older
person’s mental health. The BCUHB Board held an extraordinary meeting on the
19th July 2012 to receive the findings in public of the projects board that had
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been established following the approval by the BCUHB Board of the case for
change across service areas. The Ockenden review has been informed that there
had been extensive involvement of stakeholders including the Alzheimer’s
Society, carers, local authorities and the public.

The Board minutes'® show the attendance of senior staff representing Older
Persons Mental Health to present the findings from the public consultation. The
notes of the meeting refer to a report to the Board of ‘currently significant
variances across the organisation. (see link below) There was a report of ‘low
bed occupancy in many inpatient units, compounded with difficulties in staffing
the units.....an increasing number(s) of people with dementia and the associated
need to provide support and care for their carers.

The minutes of the meeting show that further information was sought at this
meeting by an Independent Member (IM) on how carers would be supported
and the response given was provision of ‘diagnostic counselling for carers would
be utilised and additional support provided through working with partners and
voluntary organisations.” No detail was provided in the Board minutes as to who
those proposed partners or voluntary organisations would be. The poor
experiences described by service user representatives and carers of patients
using older persons mental health services across North Wales at the ‘Listening
and Engagement Events’ held throughout the Spring and Summer of 2017
suggest that the recommendations from the public consultation presented to
the BCUHB Board in July 2012 had simply not been worked through into a form
that could be described as deliverable.

Discussing behaviours around the presentation of key issues to the Board around
that time staff number 20 said ‘I think people wanted to give you reassurance...
not assurance ... Staff number 55 in interview in April 2017 agreed and told the
Ockenden team that the senior management team within the CPG received
feedback from ‘yes people, [who] told them what they wanted to hear,
everything’s alright, everything’s alright, well no it’s not, you lift the lid and
it’s not..”

BCUHB Board papers from 2013 show a further attendance by members of the
Older Persons Mental Health team at a BCUHB ‘extraordinary’ Board meeting***
in January 2013. This Board meeting was to receive a report on the outcome of
the public consultation and recommendations to the Board as they pertained to
Older Persons Mental Health. The Board paper (see link below and pages 12 and
13 note that ‘The recommendations were approved in totality’ by the Board.

These included recommendations to:

e Strengthen Older Persons Mental Health community teams (1)

e Strengthen nurse liaison services, including training and education in general
hospitals and nursing homes (2)
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10 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%2019.7.12%20V1.0%20approved.pdf
11 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20BCUHB%2018.1.13%20V1.0%20approvedx.pdf
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e Improve memory services and early diagnosis across North Wales, with a
strong focus on recognising the symptoms of dementia and convey the
message that it is possible to live well with dementia (3)

e Introduce a programme of accreditation for memory services
e Close mental health inpatient beds at Bryn Beryl and Dolgellau

e Reduce inpatient beds at Ysbyty Cefni and transfer beds to Ysbyty Gwynedd
(4)

e Develop specialist beds in the North Denbighshire project with the closure
of inpatient beds at Glan Traeth in Rhyl (5)

e Ensure that the service provided is based on need rather than age (6)

The Board was informed of opportunities to commission Elderly Mentally Infirm
(EMI) beds in nursing homes, and also that ‘support would be available to help
families and carers look after people...” The Board was further informed that
‘there was a strong degree of confidence in the proposals....” Information seen by
the Ockenden review team shows that BCUHB implemented only partially the
recommendations. The former clinical lead for OPMH has informed the Ockenden
review that beds were closed before the supporting community infrastructure
detailed in (1) to (6) above was developed. This has had long term and significant
effects on care of older persons across North Wales which continues to the
current time.

It is unclear to this review where the ‘strong degree of confidence’ at Board level
came from. Emails between senior members of staff within the then MHLD CPG
team and members of the BCUHB Executive team, starting on the day of the
Board meeting above (18th January 2013) discuss the possible (then actual)
closure of a large EMI nursing home in North Wales.

There is significant concern expressed by some senior members of the MHLD
CPG team within those emails regarding the implications of closure of this large
EMI nursing home on the then available bed capacity for older people across
North Wales. On the 4th January 2013 (two weeks before the BCUHB Board
meeting) members of the CPG team had been advised ‘The view continues that
closure of the home is inevitable.” Further internal emails seen from February
2013 highlight the lack of Board scrutiny for a plan that relied on the EMI nursing
home sector providing beds, against a background of closing Older Persons
Mental Health beds. The email from the lead consultant from OPMH to the CPG
senior team and members of the Executive team describes five EMI nursing
homes across North Wales either ‘under escalating concerns’ or considering
closure. The email to members of the CPG senior leadership team and the
Executive team says ‘l am extremely worried about the impact it has...and the
usage of NHS beds to accommodate vast numbers of patients...we need to have
some urgent strategic thinking about the near future.... (Email sent 15th February
2013, @1654hrs.)
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Finally the Board at the meeting of the 18th January 2013 were informed of ‘a
training the trainer programme which would be rolled out to care for people
with dementia.’ In the event inpatient bed closures happened. However the bed
closures happened before an infrastructure of community support for older
people and their carers had been adequately developed and delivered. This
continues to affect the care pathway and care provision to people with dementia
and older people with mental health needs to the current day.

12.8 Key point: Did the BCUHB Board scrutinise effectively
the plans underpinning ‘Healthcare in North Wales is
changing?

e No it did not.

e The presentations of feedback from public consultation to the BCUHB Board
in July 2012 and January 2013 were aspirational and low on specific detail
and the Board made very limited effort to seek that detail.

e The plans approved by the BCUHB Board went on to have far reaching and
very serious consequences for the care of older people in North Wales for
years to come and are still having a negative effect today; (at the end of
2017)

In April and May 2014 in a meeting titled ‘Older Peoples Mental Health Review
Steering Group’ (part of the 2014 Flynn and Eley ‘Strategic review of Older
Peoples Mental Health Services’ The minutes of the 3rd April 2014 discuss the
provision of nursing home care, and say ‘identified some ... complex patients are
returning to wards, lack of capacity in homes in North Wales is influencing health
care! (BCUHB 2014, p3) This is very different from the commissioning
‘opportunities” around nursing home beds presented to the BCUHB Board in
2012 and 2013.

12.9 Key points — what happened next with ‘Healthcare in
North Wales is Changing?’

e There was a lack of agreement between BCUHB and the North Wales
Community Health Council. The changes were ultimately agreed with some
monitoring requirements but significant delay occurred.

e The fragmented and slow approach to reconfiguration across North Wales
made it difficult for BCUHB to enact a whole system redesign.

e The delays in the progress of the plans gave cause for concern against a
background of recruitment/finance and sustainability challenges across
BCUHB over a prolonged period of time.

e A number of staff in post at the time described at with the Ockenden
governance review team challenging and significant Cost Improvement
Programmes undertaken by BCUHB from 2013 onwards with values of
between 6% and 8% aspired to.
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Evidence has been seen by the Ockenden review, (from consideration of a
number of BCUHB Board and committee meetings throughout 2011, 2012 and
2013) that the Board, Executive team, Board of Directors and a range of senior
managers grappled with the need to reduce costs, reconfigure services (and
reduce the size of BCUHB’s ‘footprint’) repeatedly.

The Ockenden review team has been advised that this subject was discussed at
the BCUHB Board and a number of Committees and meetings including the
BCUHB Board of Directors, the Finance and Performance Committee, the BCUHB
Workforce and Organisational and Development Committee, and the BCUHB
Board in July!'? and September!* 2012 and in January 20144,

Two examples — across a two year period are noted at the BCUHB Board by the
then Director of Workforce and Organisational Development. These were that
‘overall workforce had increased slightly due to needs to respond to emergency
pressures’ and that ‘increased staff sickness levels were noted, and the Director
of Workforce and Organisational Development reported this was an indication of
pressures and stressors within the workforce.” 27/09/12 — see link 115 below
and 12.92.7.1.2 and 12.92.7.1.3).

In January 2014 at the Board 14/011 there was discussion, led by the then
Director of Workforce and OD on ‘the indication of the need for additional
staffing in the Hergest unit ‘and ‘the relevant CPG was already continually
challenged to balance its budget.’ (see link 11 below, page 15.)

These discussions continued and the Ockenden review has not seen evidence
that the BCUHB Board have yet resolved the difficulties facing them in this area.

12.10 Joint review undertaken by HIW/WAO 2013

12.11 Key point: Why did HIW/WAO undertake a ‘joint review’
of governance arrangements at BCUHB in 20137

This joint review and report was commissioned following 12 months of concerns
(identified above) raised by the Healthcare Inspectorate Wales (HIW) and the
Welsh Audit Office (WAO)

Concerns initially focused around the Board’s financial performance and had
resulted in independent reviews being conducted in April and December 2012.

The findings of both these 2012 reviews have been considered earlier in this
report, as although their initial focus was on finance they did highlight many
important issues for the BCUHB Board around the BCUHB structure and the
consequences for the systems, structures and processes of governance in place

112 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20BCUHB%2026.7.12%20v1.0%20Approved.pdf

113 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20BCUHB%2027.9.12%20V2.0%20APPROVED%20
PUBLIC%20VERSIONXx.pdf

114 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20Health%20Board%2023.1.14%20V1.0%20approved.
pdf
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at BCUHB at that time. Staff member 16 recalled at interview that prior to
the joint HIW/WAO review of 2013 two of the BCUHB Independent Members
(IM’s) had expressed concern to the Welsh Audit Office (or WAQO) about the
accuracy of financial reporting at BCUHB. Staff number 107, also provided
contemporaneous evidence to the Ockenden review of concerns raised formally
around a deteriorating financial performance in early January 2013 and:

A lack of ‘accountability, structures and processes’ and insufficient focus on
cost control;

Alack of engagement ‘in some of the organisation’ with governance processes;

A lack of acceptance as to the true extent of the problem with a tendency to
seek ‘external solutions’ rather than focusing on ‘internal measures.

Staff number 107 said at the time ‘Good financial governance forms a coherent
whole with good corporate governance and good clinical governance and this
year we have experienced significant overspend accompanied by failure to
achieve access targets and concerns raised on some aspects of the quality of our
services...” (Staff number 107, written information submitted to the Ockenden
review March 2018.)

Staff number 16 agreed with the findings of the 2013 HIW/WAO report and
noted in interview that throughout BCUHB and the CPG structure ‘There wasn’t
that thread of accountability....” Staff number 19 advised the Ockenden review in
interview in November 2016 ‘There was a tension around accountability. On
paper there was formal accountability between the Chiefs of Staff and nominated
Executive Directors, but in practice the Chiefs of Staff also had a direct line to the
Chief Executive...” Staff number 21 advised the Ockenden review in interview in
March 2017 ‘Accountability was very light,

The extent of the concerns at the time of the joint HIW/WAO review were very
significant, however HIW and WAO were not aware that the concerns were
replicated in any other Health Boards across Wales. Staff member 16, noted in
interview in October 2016 that at the time BCU was ‘good at presenting but
there wasn’t much under the surface. There was an absence of strategic plans,
some services were not terribly safe at this point in time.” Staff number 21 told
the Ockenden team at interview ‘The emphasis was on good news.. So let’s
celebrate, lets....all have a clap and a cheer..

Staff member 16 stated at interview ‘The grip on the organisation wasn’t there...”
Staff number 19 noted at interview ‘as we go through the years (what became
clear) is that there were organisational design flaws in those, (the CPG)
arrangements.
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12.12 What were the objectives of the 2013 joint HIW/WAO
report?

The objectives were said to be for other Health Boards across Wales to both
review their own internal governance arrangements and to promote system
wide learning (HIW/WAO 2013 page 5.)

The objective of the report for BCUHB was to provide a ‘single consolidated
overview of the corporate, clinical and financial challenges facing the Health
Board and the potential impact of these on patients’ (HIW/WAO 2013, page 7)

Staff number 47, discussed at interview the extensive amount of time and focus
the first joint HIW/WAO review and report required of BCUHB and its Board.
‘The...problem with the report is that, basically, it only told us what we already
knew and were acting on but what it failed to say was that we were acting
upon it..

12.13 What were the outcomes?

The outcomes were grouped together into six key themes
1. Effectiveness of the BCUHB Board and its sub-committees;
2. Management and clinical leadership structures at BCUHB;
3. Quality and safety arrangements at BCUHB;
4. Financial management and sustainability at BCUHB;
5. Strategic vision and service reconfiguration at BCUHB;
6. The way forward: recommendations for drivingimprovement at BCUHB.

(HIW/WAOQ 2013, page 7.)

These themes formed the basis of the reporting of information for this joint
review and subsequent ioint reviews of BCUHB by HIW/WAQ in 2014 and 2017.

12.14 Effectiveness of the Board and its Sub-Committees

Inthe 2013 joint review HIW and WAO identified that whilst BCUHB had provided
some evidence that it was addressing the concerns previous reviews had brought
to their attention the joint HIW/WAO review identified that a number of factors
had combined to compromise the ongoing effectiveness of the Board. This
included a breakdown of working relationships between senior leaders in the
Health Board.

This is acknowledged and agreed by a number of current and former BCUHB
Board members interviewed as part of this review. Staff member 16 in interview
in October 2016 described BCUHB at the time of the joint HIW/WAO review as
‘the organisation was a car crash...There was low trust between Independent
Members and Directors. There was an ‘us’ and ‘them’ attitude. Directors weren’t
behaving as a team, they were very much as individuals....

{The emphasis
was on good
news.. So let’s
celebrate, lets....
all have a clap
and a cheer..”

{The...problem
with the report is
that, basically, it
only told us what
we already knew
and were acting
on but what it
failed to say was
that we were
acting upon it..”

UThe
organisation
was a car crash...
There was low
trust between
Independent
Members and
Directors. There
was an us and
them attitude.
Directors
weren’t
behaving as a
team, they were
very much as
individuals....”

141



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

Multiple interviewees at Board level recalled to the Ockenden team the tension
between Executive roles and the CPGs and the long term concern from
Independent Members regarding the level of autonomy given to CPGs. Executive
members in post at the time described the difficulties where Board members
were unable to get a common view on an issue because Clinical Programme
Groups had been able to adopt different approaches to each other and had been
able to structure themselves from a governance perspective in different ways.
(This was discussed at length in multiple interviews by staff numbers including 1,
9, 14,16, 20, 21, 47, 52, 78 and 90).

Staff member 16 also noted a lack of knowledge regarding the functioning of a
Health Board in late 2013 by the senior leadership group. At this point BCUHB
had been in existence for four years and Staff number 16 said of the Chiefs of
Staff ‘they had no idea what a Chair did or what a Chair does.....[and] the whole
organisation had little sense of what a Board was there to do..

Staff number 47, staff number 16 and the 2013 HIW/WAQO report appear to be in
agreement regarding considerable difficulties in Board relationships. Staff
number 47 cites at interview the increasing dependence of the CEO on the CPG
Chiefs of Staff role by the end of 2012 describing that the CEO ‘saw the CPG,
Chiefs of Staff as her powerbase within the organisation...she deployed them in
....tosupporther....... and she wasincreasingly ........ dependentonthem because...
by this stage she didn’t have much support on the Board..

Staff numbers 100, 106, and 111 agree, stating in their written submission to the
review that there was ‘considerable variability in the leadership and management
abilities of Chiefs of Staff and CPG Boards....” This was not a problem that was
resolved by the multiple external reviews of 2012, 2013 and 2014.

Staff member 4 recalls the challenges for Board Directors working within a
context where there was ‘a clear expectation of autonomy for Chiefs of Staff and
CPGs........ they were encouraged by the Chief Executive to work in a particular
way and their accountability was straight to Committees...” [of the Board for
example the Quality and Safety Committee.]

Staff numbers 100, 106 and 111 submitted a joint statement to this governance
review in which they said ‘We believe it to be accurate and fair to state that
despite....mounting concerns, the CEO was totally committed to the CPG model
and the group of clinical leaders (Chiefs of Staff) and to the autonomy of that
group.’ They continued ‘One of the Board level ‘battles’ was an insistence....... [By
IM’s] that all CPG Board meeting minutes should be available to all BCUHB
members to ensure proper governance (this was never delivered.) These
concerns were compounded by the proliferation of ‘Boards’ with confusion,
amongst many clinical staff throughout North Wales as to which Board was the
responsible body.

Staff number 47 described at interview the lack of capacity and capability at
Board level that was evident by the time of the 2013 HIW/WAO report. Staff
number 47 advised the Ockenden review team ‘I came to the conclusion that it
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was largely to do with capability.......there were not enough people.....too many
things were getting stuck.....you needed 2 or 3 people to be doing those [roles].
A further issue identified was the lack of a headquarters or base for the BCUHB
Board with staff number 47 advising that the Board instead ‘we were all to drive
constantly across North Wales.

12.15 Lack of cohesion, effectiveness and consensus amongst
the Executive Members 2009 to 2013:

Key points:

Information presented to this governance review demonstrated that the Executive
Directors did not work cohesively as a team for a prolonged period of time after
the creation of BCUHB. Views were also presented regarding the lack of consensus
by the Executives during presentation of important issues to the Health Board.

Staff member 16 stated at interview in April 2017 ‘Directors weren’t behaving as
a Team, they were very much as individuals...” In a further discussion staff
member 16 added ‘Some people, | think need to look to themselves about their
roles....there no innocent bystanders in this process of governance...” Staff
number 48 described at interview the need to bring in new Board members ‘to
try and lift the aspirations of those that were there....’ and describes a number of
Executive members in 2013/14 ‘of the keep my head down, | don’t want to be in
the line of fire... Staff number 48 further describes a number of long term
Executive members of the Board in 2014 as ‘coasters.

12.16 Concerns regarding the way information was presented
to the Board

The joint HIW/WAO review in 2013 stated that Board ‘discipline’ was not evident
regarding preparation and presentation of papers. Staff number 47 informed the
Ockenden review team that ‘receiving a coherent strategic executive response
was problematic.” Referring to the position more than a year later in 2014/15
Staff number 48 stated at interview ‘The papers weren’t well written...it would
have been impossible to have actually read them all... They weren’t concise,
| don’t believe ... strategy was ever discussed.’

12.17 A need for a greater mutual appreciation of the
respective roles of Executive and Independent Board
members

The 2013 joint HIW/WAO review stated there were frustrations from the
Executive members regarding the Independent members as ‘managing the
Executive’. Independent Members expressed concerns to HIW and believed they
were not given the whole picture by Executive members. Staff number 16 noted
in interview that ‘Independent Members ....were frustrated, they had raised
concerns [but] .... had not followed these through formally enough’ In a joint
written statement provided by staff numbers 100, 106 and 111 they disagree
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with staff number 16 and state ‘The Director of NHS Wales was kept fully informed
of those concerns, agreements and developments..

12.18 Did the Board function effectively in 20137
No

The 2013 joint HIW/WAO review stated that in order to ensure that the Board at
BCUHB functioned in an effective way there would need to be trust built between
Board members. Staff number 47, discussed the situation in early 2013 noted at
interview 'We did end up with a dysfunctional Board....It wouldn’t be the first
time it would be called a dysfunctional Board...my concern is that the previous
reports pointed out that it was dysfunctional but was not able to indicate that,
actually, the Board was trying to do something about it..." Staff number 19 noted
at interview in June 2017 ‘Any Board that doesn’t have a substantive Chair and
Chief Executive or substantive Medical and Nursing Director is likely to be
dysfunctional. The record shows very clearly there were serious issues in relation
to the quality and safety of services, not only in Tawel Fan but things like C Diff
and others..

In the short-term, the 2013 Joint HIW/WAO review advised that additional
external senior leadership support and capacity must be brought in to provide
impetus and fresh perspectives. On reflection staff number 47 recalls that this
fresh impetus was not achieved. Recalling the ‘turmoil’ that BCUHB was in at this
time staff number 47 stated that meaningful activity in BCUHB stopped in early
2013. ‘There is a stasis, and there’s also ....a lack of focus on issues that needed
to be addressed...when organisations are under this kind of pressure and turmoil
it’s the day to day stuff that suffers because you’re spending all [y]our time on
the telephone...’

Prior to the joint HIW/WAO review in 2013 a loyalty to historical structures and
acceptance of inconsistent practices had been highlighted to the BCUHB Board
with minimal if any change. Hurst (2012) had previously noted in a summary of
his 2012 review provided to the Ockenden team by BCUHB ‘the perceived longer-
term ‘tolerance of divergence in practice’ (e.g. the multiple SUI processes still in
use across BCUHB in early 2012 was quoted as an example by Hurst and staff
number 14 and others.) This use of multiple legacy processes would undermine
the work of the Directors to align staff to a common purpose, which was to
‘deliver consistent and effective healthcare.” Hurst had ‘asked the question’ in
April 2012, ‘Are the Directors fully sighted on the areas where there is still
variation of practice/procedures: and have you agree (d) a target date for
standardising practice in each of these areas? (Hurst C 2012, page 4).

Staff numbers 100, 106, 111 recall that during this period of time BCUHB was
heavily involved in ‘clinical reconfiguration and modernising processes, with
some centralisation of specialist services and some controversial services
closures. .....These years were a time of developing and reinforcing an all North
Wales identity, but at times it felt like we were driving against strongly held
allegiances, particularly by senior clinical staff, for the old DGH model..” This
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theme was found throughout the review undertaken by HIW of the Ysbyty Glan
Clwyd site in February and March 2012. It was further discussed in the BCUHB
Quality and Safety Committee'®® in April 2012. (see 12/37.4)

12.19 Insufficient accountability and performance
management arrangements at BCUHB

Urgent work was required to improve the effectiveness of the Board and the
processes supporting its work. The joint HIW/WAO report stated that ‘Most
significantly we have concerns that the Health Board’s governance arrangements
and organisational structures are compromising its ability to adequately identify
problems that may arise with the quality and safety of patient care.” (HIW/WAO
2013, page 9.)

Staff number 47 in interview stated that ‘the fundamental problem for the
BCUHB Board was the CPG structure which ......prevented them from getting the
sight from the Board to the Ward........ there was a long process to try and reduce
the numbers of CPGs...." Staff numbers 100, 106 and 111 said in a joint statement
to the Ockenden review. ‘Concerns developed and intensified at Board level
about the effectiveness of the CPG structure model fairly soon after its
establishment.” They described that whilst the model devolved a great deal of
authority and decision making to CPG Boards, ‘there was the expectation from
Independent Members of a far greater level of transparency and accountability
to the Board than ever happened..

Staff number 47, further described at interview how information from the CPGs
would ‘immediately clog up the system because there would be so many of
them...” Staff number 4, stated at interview that it was often very difficult to
assimilate information provided by the CPGs into BCUHB wide themes. ‘Much of
the information was presented in silos with a view of this is what’s going on over
here and this is what’s going on there, they did try very hard to develop the
information base that they were working with so they had a stronger and more
in depth quality focus. Some of that worked well and was developing, some of it
actually struggled, partly because of inconsistencies of approach and information
gathering across the organisation and in some instances a difficulty in actually
analysing and synthesising that information too. ...,

Staff numbers 100, 106 and 111 stated that following an informal meeting of the
Chairman and IM’s in October 2012 ‘there was unanimous agreement on the
urgent need for change/ They subsequently described ‘the discussions and
agreements’ of that meeting ‘and the ultimate attempt by the CEO to over-ride
those agreements....” They describe in written communication to the Ockenden
review team that despite repeated requirements ‘for improved sharing of CPG
information’ to IM's which it notes was ‘a full Board decision approved in a public
session..’ this improved information sharing did not ever actually happen?*®.

15 http://www.wales.nhs.uk/sitesplus/861/page/60193
116 Written communication with Donna Ockenden January 2018
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They further add ‘The Director of NHS Wales was kept fully informed of those
concerns, agreements and development...” Finally these staff members advised
the Ockenden review that the IM’s ‘were entirely of single mind and united on
this matter, despite the fact that we ultimately failed to oversee the progress we
had hoped to achieve...”

12.20 The breakdown of the relationship between the then
CEO and then Chair in early 2013 as described by HIW
and others:

The concerns of IMs with the management and performance of the Board led to
what the joint HIW/WAQO report described as a ‘breakdown’ in the relationship
between the relationship between the then Chair and the then CEO. This was
described by HIW/WAO in their 2013 joint review as an issue of concern that
‘presents real challenges for the Board..

By early 2013 the relationship between the then CEO and then Chair was
described as being broken beyond repair. This has been confirmed by staff
number 47 and a significant number of others including 100, 107 and 111. Staff
number 100 and 111 advised the Ockenden governance review that the
relationship between the then CEO and the then Chair ‘“*’appeared to be warm,
friendly and cooperative’ until early 2013.

A significant number of former Board members at the time have raised with the
Ockenden review team their belief that Welsh Government did not intervene
sufficiently swiftly when it was very clear to many colleagues and indeed to HIW/
WAO in 2013 that working relationships between the CEO and the Chair had
become irretrievably broken.

The former Board members described to the Ockenden governance review a
‘sticking plaster’ approach by Welsh Government to service continuity at BCUHB
at this time. This ‘sticking plaster approach’ included other Board members
asked to act as ‘go between’ between the then CEO and then Chair. A number of
former BCUHB Board members raise the breakdown in the relationship between
a CEO and Chair (as happened at BCUHB) as a concern of ‘national governance’
and one that therefore should have had national leadership from Welsh
Government at the time. They note that the appointment of a ‘go between’ as
was put in place at the time at BCUHB was not an appropriate solution since
whilst it facilitated communication (to a degree) between the Chairman and CEO
the ‘go between’ did not ‘have the authority to drive improvement through the
chaos that this partnership dysfunction [created.] The Ockenden review has not
seen evidence of any further input from Welsh Government at the time other
than that shared by former Board members.

Staff number 47, a former Board member in interview discussed a formal letter
which they had written to the then CEO in November 2012 raising concerns

17 Written communication with Donna Ockenden January 2018
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about the resilience and the cohesion of the Executive team at BCUHB and the
weakness of the CPG management structure.

The letter (written after a very significant period of time of the Independent
Members raising very serious concerns) said:

‘The HIW report on Glan Clwyd highlights weaknesses in the operation of the
CPG Management structure. This confirms the belief of Independent Members
that there are fundamental problems in the management and governance
implications of the CPG structure. In management terms the HIW report
highlights the ineffectiveness of onsite CPG control. This is deeply worrying and
needs to be addressed immediately...” The Ockenden review was advised by
staff numbers 47, 100 and 111 that these formal written concerns on behalf of
Independent Members regarding the ineffectiveness of the CPGs followed on
from many discussions held between Independent Members and the CEO
throughout 2011 and 2012.

Staff numbers 100, 106 and 111, all former Board members submitted a joint
written statement to the Ockenden review team in November 2017. They said
that the ‘devolved structure’ associated with the CPG model ‘disempowered and
subsequently divided (the BCUHB Executive team) and that across the CPGs
‘there was a variable commitment to necessary cost improvement and efficiency
plans throughout the organisation’ Furthermore, the Ockenden review was
advised that (the Board) ‘was unable to aggregate CPG plans into corporate level
strategic plans which were costed and deliverable..” They further advised the
Ockenden review that following an ‘informal meeting’ between the Chairman
and the then IM’s in October 2012 ‘there was unanimous agreement on the
urgent need for change...” This change did not subsequently happen for a number
of years.

12.21 The need for Board Development in 2013

HIW and WAO (2013) stated that focused Board development was required to
ensure that cohesive Board working was established. (HIW/WAO, 2013, page
10.) Staff member 16 agreed at interview and said that in 2013 the Board needed
training and development to become an effective, high performing and well led
Board..’). Staff member 16 said of the Board in interview ‘It knew a hell of a lot,
but it didn’t have any overview so it would go into great detail...” Staff number 47
agreed and said at interview ‘huge amounts of information came to the Board
about all sorts of issues....

Board development at the time was described as ‘rubbish’ by staff number 20.
Staff number 20 described to the Ockenden review being given ‘stickers if we
had been very good in Board development sessions......not everybody would
turn up and the Execs...were constantly on...Blackberries because there was
some other crisis all in all” Staff number 20 reflected on the lack of Board
induction and development available at this time and said ‘I asked about
Executive induction or an Executive pack or something that might help me, there
was nothing...”

The ‘devolved
structure’
associated with
the CPG model
‘disempowered
and
subsequently
divided (the
BCUHB Executive
team) and that
across the CPGs
‘there was a
variable
commitment to
necessary cost
improvement
and efficiency
plans
throughout the
organisation’.?”

{This confirms
the belief of
Independent
Members that
there are
fundamental
problems in the
management
and governance
implications of
the CPG
structure. In
management
terms the HIW
report highlights
the
ineffectiveness
of onsite CPG
control. This is
deeply worrying
and needs to be
addressed
immediately....”

147



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

In a written statement submitted to the Ockenden review staff number 28,
reflecting on the joint HIW/WAO review (2013) said ‘The joint review of
governance arrangements at the Health Board undertaken by WAO/HIW and
reported during June 2013 represented an external perspective on the
governance arrangements of the Health Board during this period. Its findings
have not been contested....

12.22 Key points: Final recommendations in the joint 2013/14
HIW/WAO review

Overall twenty four recommendations were identified by the joint HIW/WAO
review in 2013 to address the concerns previously described above. Further
detail can be found in the original report. (Pages 25 to 26.) There was a
commitment by HIW/WAO to return to BCUHB for further review within
12 months.

12.23 Actions undertaken by BCUHB in response to the 2013
joint HIW/WAO review

Following on from the joint HIW/WAO review in June 2013 Staff number 28,
refers to ‘a work programme of activities’ that were undertaken by BCUHB. These
included the establishment of a ‘Governance and Leadership Delivery Team’
supported by an external to BCUHB NHS Wales CEO and the then interim CEO of
BCUHB... Staff number 28 notes in a written statement ‘The progress made.....
was reported to the Health Board during September 2013....

12.24 What assurance did the BCUHB Board have in 2013-14

The BCUHB Annual Governance Statement 2013-14 published in June 2014
stated the following on behalf of BCUHB’s Head of Internal Audit; (HIA)

‘The Board can take limited assurance that arrangements to secure governance,
risk management and internal control, within those areas under review, are
suitably designed and applied effectively.” and:

‘The HIA has concluded reasonable assurance for the domains of corporate
governance ... however the results of internal audit work offer only limited
assurance across other domains and significantly amongst these is the primary
assurance domain of clinical governance, quality and patient safety’. (BCUHB
2014, page 26.)

Subsequent to this BCUHB were further supported by the Good Governance
Institute (or GGI) throughout 2014 and then by Mrs Ann Lloyd CBE. The work of
the GGland Mrs Lloyd in 2014 to support development of an effective governance
system for BCUHB is described later in this report.
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12.25 The systems, structures and process of governance
underpinning Infection Prevention and Control at
BCUHB that are relevant to an overview of the systems,
structures and processes of governance and as specified
in the Ockenden review Terms of Reference

During May 2013 and prior to the commencement of the first joint HIW/WAO
review an outbreak of Clostridium Difficile was reported at Ysbyty Glan Clwyd.
The outbreak, how it was managed and the implications for the systems,
structures and processes of governance across BCUHB was subject first to a
review by Public Health Wales then to an external report by Professor Brian
Duerden in 2013. The implications of the 2013 Duerden report for the systems,
structures and processes of governance in the Mental Health and Learning
Disabilities (MHLD) CPG, Older Peoples Mental Health and ultimately Tawel Fan
ward will be considered later in this report.

12.26 The following failings were reported by Public Health
Wales prior to the Duerden review in 2013:

e Inconsistencies in incident reporting;
e Inconsistencies in receiving information;
e Inadequate infection control governance;

e Inadequate Board scrutiny.

The PHW review (2013) found that the Health Board placed too much reliance
on the quality and safety arrangements within the CPG structures without having
had sufficient assurance of its effectiveness. It was noted that the CPGs only
reported to the Board annually and there was inconsistency in both the
information brought and the assurance processes underpinning the acceptance
of that information. This review has seen a similar arrangement for the scrutiny
of the then MHLD CPG by the Board

An overview of the recommendations from PHW (many of which have relevance
to the systems, structures and processes of governance within the Mental Health
and Learning Disabilities CPG at the same time) were:

e The Board must give greater priority to control of infection and ensure that
the safety of patients is not compromised

e A review of governance arrangements must be undertaken as a matter of
urgency

e The review must include the process of Executive and Board ‘performance
meetings and reviews’ with the Clinical Programme Groups

e The Board must be assured that the Health Board wide policies for all
aspects of Infection Prevention and Control are implemented in full and
understood by all healthcare staff.
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The lack of structures, systems and processes of governance found within
infection prevention and control in 2013 had already been found in Maternity at
YGC in 2012/13 and the BCUHB Board had been slow to take action over the
course of three external reviews in Maternity.

Staff number 21, recalls ‘Star Chamber meetings’ held between the then CEO
and Chiefs of Staff. In these meetings staff number 21 describes that the emphasis
was on ‘good news’ and said at interview: ‘The emphasis was very much on what
have we got to celebrate rather than let’s talk about your mortality, let’s talk
about your C —Diff rates, let’s talk about your VTE rates..

In consideration of the evidence this governance review has found that the
governance failings that were evident within the C. Difficile outbreak could have
been applied to and seen within any patient safety issue across BCUHB (i.e.
staffing, lack of incident reporting, inadequate governance systems, structures
and processes underpinning infection prevention). Staff number 21 said, ‘If you
were good at reassuring, that was good enough...”

By mid-2013, six months before the closure of Tawel Fan ward the systems,
structures and processes of governance underpinning clinical care across BCUHB
were clearly contributing to continuing and significant risks to patient safety. The
BCUHB Board were far too slow to recognise this.

The BCUHB Board in 2013 was not analysing or scrutinising with sufficient rigour
the gap between the Board and the ward(s) across the six counties of North
Wales. There were fundamental issues relating to the inability of the Board in
holding the CPG(s) to account and the mechanisms for escalating concerns from
the individual CPGs to the Quality and Safety Committee to the BCUHB Board
needed to be reviewed and strengthened.

There was an urgent and ongoing need to ensure effective lines of communication
and accountability between the CPG(s) and the hospital management teams and
then the Board in order that concerns which impacted on the quality and safety
of patient care were identified and addressed.

12.27 The Duerden review (of Governance Arrangements,
Structures and Systems for the Prevention and Control of
Healthcare Associated Infections in the Betsi Cadwaladr
University Health Board (2013)'®

This review'™® of governance arrangements, structures, systems and processes
for the prevention and control of healthcare associated infections, (or HCAI) was
commissioned by BCUHB following an outbreak of Clostridium Difficile infection
(CDI) at Ysbyty Glan Clwyd (YGC), in January — May 2013. It has relevance to a
review of the governance arrangements relating to the care of patients on Tawel
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18 http://www.wales.nhs.uk/sitesplus/documents/861/BCUHB%20Prof%20Duerden%20Report%20Final%20version%20

11th%20August%202013.pdf. (Link accessed July 22nd 2017.)

119 Report by: Professor Brian |. Duerden CBE, BSc, MD, FRCPath, FRCPE Emeritus Professor of Medical Microbiology,

Cardiff University)
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Fan ward prior to its closure on 19th December 2013 for a number of reasons.
The C. Difficile outbreak occurred on the YGC site where the Ablett unit containing
Tawel Fan ward was found. Staff member 16 in interview described the
consequence of the lack of hospital management team structure as part of the
‘Clinical Programme Group’ (or CPG) structure as ‘the hospital down the road
(YGC) that everybody and nobody was in charge of......because every CPG had a
finger in it, but there was no hospital management.

Staff number 28, discussed the theme of governance and the C difficile outbreak
both at interview and in a post-interview note said ‘If the governance structures
had not been deemed sufficient to identify the C Diff concerns, then it was
probable that they wouldn’t have been sufficient to identify the Tawel Fan issues
if warning signs were there.. Staff number 28 continued ‘If they [governance
structures] did not work in one aspect of quality, is it reasonable to say the
governance structures were not fit for purpose to ... pick up another quality
aspect..

The total number of Clostridium Difficile cases at YGC from January to May 2013
was 96 of which 15 were in January, 16 in February and 37 in March 2013. Later
that year in December 2013 Tawel Fan ward closed. This was an outbreak of the
utmost seriousness and combined with the joint HIW/WAO report into
Governance at BCUHB also occurring in 2013 it consumed a considerable amount
of Board time and focus at a time of Board personnel change, key vacancies,
churn and turmoil.

Staff number 16 noted in interview the background to events at YGC in 2013.
‘The weaknesses in BCU had gone back to the very beginning, they were not
new. The infection control was.....a symptom of a much deeper systemic issue.....
Little work had been done on creating an integrated organisation, so there were
legacy systems, legacy approaches, legacy policies.......Insufficient work had been
done to build the new organisation and to give it a distinctive .....culture,
processes....” This view has been repeated by many staff working at a senior level
at BCUHB throughout the interviews undertaken as part of this governance
review including staff numbers 14, 15, 20, 22 and 78. Staff number 15 told the
review at interview: ‘I think in previous organisations there was a clear sense of
direction of travel and you’d know what was expected of you and you would
know that you’d be supported to do those things even if they were difficult and
there would be [a] shared sense of values and everyone pulling in the same
direction....| didn’t get that feeling working within the BCU..

The overall numbers and rates of C. Difficile cases at BCUHB were higher than in
most other Welsh Health Boards in the years prior to this outbreak. There had
been a 20% reduction in the number of cases in 2011 but this reduction had not
been sustained in 2012.

Staff number 47 at interview acknowledged the lack of BCUHB Board knowledge
around the C. Difficile outbreak in 2013 and said ‘A, we had not been on top of it
as we should have been, B it should never have happened and C we had no idea
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what the scale of it had been, it was clear that this [was] a much, much bigger
problem than anybody had been told or understood it to be..

The Chair and Vice Chair subsequently tendered their resignations from the
Board in response to the HIW/WAO report published in June 2013; (although the
Chair remained in post until October 2013.) Other Board members remained in
post and did not resign because as stated by Staff number 52 ‘they wanted to be
part of the solution, to put things right....” Staff number 52 continued ‘I hope |
would have acted differently ...they considered that the best course of action
was to stay and be part of the solution.... the balancing issue was....if they had all
resigned at the time, would they have destabilised the Health Board more?’

The subsequent independent external review by Professor Duerden in 2013
was commissioned as part of the BCUHB Board response to the PHW
recommendations. The purpose of the Duerden (2013) report was to help advise
the Board on the changes needed to improve the governance and delivery of the
Board’s infection prevention and control service. This report was not intended to
repeat the earlier report presented by PHW but is an example of an external
review of an aspect of the systems, structures and processes of governance
within BCUHB building upon an earlier external review when the previous
recommendations have yet to be met.

12.28 What did Duerden find?

Duerden (2013) found a lack of a single, BCUHB wide structure for infection
prevention in 2013.

Following the establishment of the new BCUHB in October 2009, a single unified
Infection Prevention and Control, (IP & C) service covering BCUHB’s geographical
area was developed. With the creation of a single service, the individual Infection
Control Committees (ICC’s) in the predecessor organisations were disbanded.
However, the Duerden review (2013) found that this single unified service did
not have a clear line of organisation and leadership. (See Duerden 2013, page 4)
Duerden also found a lack of cohesion over management responsibilities,
accountability and assurance lines. (Page 4). Duerden (2013) noted that the
standing down of the local ICC committees in the three main sites after the
merger which created BCUHB left a serious gap in the management of IP&C
services.

This situation was found in and across the Mental Health and Learning
Disabilities CPG at BCUHB where members of BCUHB staff also describe the
dismantling of existing systems, structures, processes and relationships within
legacy sites across the Mental Health and Learning Disabilities CPG. The
dismantling of existing structures was described as occurring prior to the
establishment of effective new structures pan BCUHB. Also described was the
‘stretching’ of existing structures from one former (smaller) Trust across the new
larger BCUHB catchment area across North Wales. These systems, structures and
processes were described as having worked effectively prior to the merger.
Examples include the mental health ‘bank’ for temporary staff that needed
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complete rebuilding after the new central BCUHB ‘bank’ failed to provide
sufficient staff and as described by staff number 15 ‘the MH/LD governance team
were not expanded to reflect new organisational challenges. For much of that
time the governance personnel largely reflected the small department that
existed within North East Wales NHS Trust MH/LD directorate who attempted to
stretch themselves across North Wales to support governance activity..

12.29 The impact of cost improvement plans on the systems,
structures and processes of governance underpinning
infection prevention and mirroring mental health

As with the experience described by multiple staff within mental health and
Older People’s Mental Health, (OPMH) specifically Duerden (2013) found that
the Infection Control Nursing (ICN) team at YGC, in particular, had been subjected
to very significant financial savings, vacant posts had been deleted and the
number of ICNs had been reduced from 7 to 4. (Duerden 2013 page 5)

Staff member 16 agrees with Duerden. In interview staff number 16 said ‘The
organisation had also stripped out a lot of its support functions when it was first
set up to save money....what it ended up doing, [was] it stripped out the wrong
bits..” Staff 55 agrees and describes the atmosphere in Older Peoples Mental
Health within the CPG in 2013 as ‘very anxiety provoking, | was always, [l] felt
quite scared, | thought God, what if | drop the ball, what if...” Staff number 55
told the Ockenden review team ‘It didn’t feel safe’.

Board members/senior managers in post at the time discussed at interview the
expectation that at the merger creating BCUHB management costs would be
significantly reduced. The review has been advised by a number of senior/Board
level staff in post at/around merger that circa a 20% reduction in management
costs was expected in the ‘new’ organisation, BCUHB when compared to the
management costs in the multiple organisations prior to the creation of BCUHB.
(These included staff numbers 11, 14, 22, 28, 63, and 78.)

The situation within the ICN teams identified by Duerden 2013 with vacant posts
and key functions effectively ‘stripped out’ also mirrors the situation seen within
the safeguarding adults team across BCUHB. The safeguarding adults function in
BCUHB is central to the care of vulnerable older people. From 2009 at the
creation of BCUHB until 2013 the review has been advised that the safeguarding
adults team was made up of only 1.6WTE across the catchment area for BCUHB.
This increased to 2.6WTE during 2013 but reduced again with long term sickness
of IWTE during 2014.
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12.30 Findings from Duerden (2013) around the lack of an
effective system, structure and process for medical
leadership in infection prevention which mirrors the
situation around safeguarding adults in BCUHB from
2013 onwards

Duerden (2013) described the difficulty in appointing a single Infection Control
doctor, (or ICD) pan BCUHB which this governance review has found mirrored
the difficulty in appointing a named doctor for safeguarding adults and
appointment to an appropriately resourced safeguarding adults team pan BCUHB
post merger and to the current time, (2018.) Duerden (2013) described that
following the merger creating BCUHB the three ICDs for the three sites, each
with responsibility for one main hospital, continued with their roles as pre-
merger. Although the Executive Management team intended to appoint a single
lead ICD for the BCUHB IP&C service, none of the existing ICDs wanted to be
appointed to the role which would have been in addition to their existing
responsibilities.

Instead, they attempted to work as a team of three ICD’s pan BCUHB, but this did
not provide an effective system, structure or process for medical leadership and
management across BCUHB. Duerden (2013) described that the lack of a lead
ICD for BCUHB led to a failure to establish effective systems, structures and
processes for infection prevention and control within the CPGs.

A similar situation to that seen with the lack of an effective medical leadership
structure and system across BCUHB ICD was seen with lack of medical leadership
and lack of an appropriately resourced safeguarding adults structure across
BCUHB from 2009 to the current time. The requirement for a ‘named doctor’
role to support the safeguarding adults function across BCUHB was noted in the
BCUHB Safeguarding Children, Young People and Vulnerable Adults annual
report for 2010-11 dated March 2011. BCUHB had intended that the provision of
a ‘named doctor’ for safeguarding adults would mirror the provision found
within safeguarding children at BCUHB. In 2011 the Annual Safeguarding
Children, Young People and Vulnerable Adults report noted that two single
safeguarding children’s doctors, (in two of the three main BCUHB hospital sites)
remained, following the retirement of one post-holder and that ‘no agreement
has been made regarding the revised structure for Betsi Cadwaladr University
Health Board.” (BCUHB 2011 page 11.) There remained no progress in appointing
a ‘named doctor’ for safeguarding adults as of May 2018. BCUHB advised!® the
Ockenden governance review that the appointment was supported by the
Executive Director of Nursing and Midwifery and that work was underway on
‘the development of the JD [job description] which will progress through
recruitment. The JD will fulfil the safeguarding role and remit and support the
legislative framework of the'? SSWWA'.

120 Correspondence from BCUHB May 2018
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Duerden (2013) stated that for infection prevention at BCUHB ‘the upward lines
of management accountability and Board assurance were combined and
somewhat confused in the way the organisation was set up. There was a lack of
distinction between line management and accountability on the one hand and
Board assurance on the other’ (Duerden 2013 pages 5 to 6.)

Staff number 4, described at interview the Duerden report as ‘very insightful’
and describes ‘the scenario....in the Board ‘where those things were sometimes
blurred, sometimes disconnected, information didn’t flow, it wasn’t getting to
the right place at the right time. It wasn’t being looked at through the right lens
at times..." In a situation that echoed that found within infection prevention and
control staff number 25 says of adult safeguarding from the creation of BCUHB
to 2015: ‘An immediate factor was the lack of organisational awareness regarding
safeguarding adults, [the lack of] experienced personnel to undertake the
corporate function, and lack of operational policies to support the agenda. This
was further hindered by the lack of financial support to increase the workforce...
BCUHB Annual Safeguarding reports provided to this governance review by
BCUHB show this position persisted from the creation of BCUHB in October 2009
until at least the end of 2016.

Duerden (2013) stated that neither the function of management or assurance
appeared to have been fulfilled adequately in infection prevention and control in
BCUHB in 2013. (Duerden 2013, page 6.) This mirrors the situation with
Deprivation of Liberty (DoLS) across BCUHB in the Mental Health Act Committee
at a similar timeframe where this review has found little discussion, challenge
and ultimately minimal resolution of long term and serious issues of concern.
The Ockenden governance review has noted parallels between the lack of
information flow in infection prevention and control with events on Tawel Fan
ward. Staff number 4 stated at interview: ‘If | think about Tawel Fan in that
context then, my recollection of that is....a number of probably not
interconnected systems, so there was work ongoing, so HIW did their things and
came in and had a look, there was work like dementia mapping ongoing which
was looking at it in a certain way. | think concerns and incidents and particularly
safeguarding was not as visible as it might have been...there were systems to
look at these things and........ I’'m not aware the intelligence, such that it was, was
pointing to flags or issues that might have said there is a difficulty in this area,
one needs to be closer to it....” In discussion with the Ockenden team staff around
the systems, structures and processes of governance and information flows that
existed at the time staff number 4 noted the lack of ‘an integrated governance
strategy or a governance strategy’ and stated ‘If you could go to the shelf and say
where’s our governance strategy, no | don’t recall documents of that nature..

Staff number 52, also noted that ‘information [was] gathered from......the
plethora of Healthcare Inspectorate Wales reports which .......... tended to come
in individually...” Staff number 52 stated in interview ‘individual action plans
were always developed so nobody was actually, ......looking at them in a thematic
way and seeing, again, what the pan Betsi issues were and how they could be
responded to, to make sure that what was happening in Cefni wasn’t actually
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happening over in the East as well, so some of the governance systems began to
shift in the summer to autumn period of 2015..". This was almost two years after
the closure of Tawel Fan ward and highlights the limited success BCUHB had in
putting in place effective systems, structures and processes of governance both
more generally and underpinning older person’s mental health for a number of
years after Tawel Fan ward closed.

12.31 Creation of the clinical management structure in BCUHB
and relevance to the adult safeguarding workforce/
establishment

With reference to the BCUHB clinical management structure in place in 2013
Duerden (2013) stated that which had already been said by a number of external
reviews by mid-2013. At the creation of BCUHB in 2009 clinical leadership was
provided through Clinical Programme Groups or CPGs. Each CPG had a part time
Chief of Staff and was supported by two Assistant Chiefs of Staff (or ACoS) for
both Nursing and Operations. The CPGs were responsible for the delivery and
provision of clinical services in their speciality across BCUHB.

The structural reorganisation creating CPGs left a gap in the clinical management
and co-ordination at local level, (i.e. for each main hospital site.) This was
eventually addressed by the appointment of an Associate Medical Director and
Assistant Director of Nursing for each main hospital site. Eventually, in April 2013,
this structure was added to by the appointment of a senior site manager to
complete the local team in each main hospital. The senior site manager post was
however only established in April 2013 on a temporary basis, with a further delay
until these posts were made substantive.

At the same time it was agreed that each main hospital site should re-establish
its own Infection Prevention and Control (or IP&C) committee to deal with issues
atlocal level and manage the local IP&C service. This recognised that local actions
and co-ordination at each hospital site were required to deliver an effective IP&C
agenda across BCUHB. A number of Board members in interview recalled how
much time was spent dealing with the issues that came out of the C. Difficile
outbreak in 2013, and the difficulty BCUHB had at the time with a largely interim
senior leadership structure.

Board members have explained to the Ockenden review team that around the
time of the outbreak (at various times) there was an acting Chief Executive,
interim Medical Director, an interim Chief Operating Officer, an interim Finance
Director and no Director of Therapies. Staff number 4 stated that the action
required because of the outbreak ‘was a massive, rightly a massive draw upon
clinicaland managerial resource....” The Executive Team are described as spending
‘a huge amount of time’ on the C. Difficile outbreak and staff number 4 describes
the situation within the Executive team as ‘the challenge was how many issues
can you progress at one point in time with a very interim structure...it was very
challenging to do some of those things.
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12.32 Surveillance of key HCAI across Wales and subsequent
surveillance of HCAl in BCUHB in 2013

Duerden (2013) describes that the national priorities for infection prevention
and control across Wales are (and were) determined by the Welsh Government.
The national programme required that Health Boards report their numbers of
cases of certain HCAIl though a system run by Public Health Wales; (PHW.) Boards
are/were required to ensure that they had an effective programme of Ward to
Board surveillance that would then feed into national statistics. This provided a
system across Wales for real time measurement of cases in order to drive
improvement.

Duerden described that HCAI Surveillance in BCUHB should have operated at
four levels of escalation and then finally to Welsh Government (Level 5) (see
Duerden 2013 page 8). Had these systems, structures and processes of
governance been in place across BCUHB for infection prevention and control the
BCUHB Board could have been assured that in place were the governance
structures required for effective ‘Ward to Board’ oversight of infection prevention.
The Ockenden governance review has found that had the structures described
by Duerden been in place underpinning all aspects of clinical care the Board
could have been assured of effective Ward to Board oversight across CPGs, main
hospital sites and community care for a range of clinical specialities including
Mental Health and Older Persons Mental Health specifically. The Board at the
time in 2013 did not appear to understand the significance of the absence of
these structures, systems and processes of governance until the Duerden report
(2013) set it out as below:

Each ward/unit (Level 1) should have a regular (monthly) report showing
what its numbers and rates of the key HCAIs are. The discussion of these
figures and decisions on any actions required should be standing agenda
items at ward/unit meetings alongside audit data on hand hygiene,
environmental cleanliness, IV line care and antimicrobial stewardship

Each CPG needed the same information brought together for each of the
specialties within the CPG. (Level 2) Robust discussion of these figures and
any necessary actions should be standing agenda items at CPG Board
meetings. Appropriate priority should be given to CPG wide actions

This information should then be received and discussed. Actions for
improvement would be discussed with Chiefs of Staff and senior leadership
staff at the CPG. Plans for improvement should be developed. This should be
presented to an expert operational group to lead the implementation of
practice change and also to monitor success. (Level 3)

Finally the comprehensive and amalgamated data for the whole of BCUHB
would be reported to the Board through its Quality and Safety committee
(Level 4) and be the basis of the reports to Public Health Wales under the
Welsh HCAI surveillance programme
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The BCUHB IP&C committee would also be the route through which the
need to report outbreaks and deaths as required by the Welsh Government
should be determined. (Level 5)

The terms highlighted above in bold and italics by the Ockenden governance
review could reasonably be considered to be the building blocks of any system,
structure and process of governance for any matter, and any clinical speciality
not just infection prevention and control.

Duerden found that in 2013 the systems, structures and processes of governance
thenin place in BCUHB did not provide appropriate levels of action and assurance
as described above. Monthly reports were produced but they were said to be
‘complicated to follow’ (Duerden 2013, page 8) and it was not clear at what
levels they were reviewed and assessed for any necessary actions. (Duerden
2013, page 8). Staff number 21, a former Chief of Staff said ‘there was unreliable
connection between Board and Ward and there was a real lack of clarity about
who was accountable for what and where.....and how the Board was given
assurance....” Even post the comprehensive and clear Duerden (2013) report the
Ockenden review team note that the Board at BCUHB were extremely slow in
ensuring the necessary change for safe and effective systems, structures and
processes of infection prevention and control. Neither did the Board extrapolate
the lessons to be learned from the C. Difficile outbreak and the information they
had been given by Duerden and apply them across other clinical specialities and
services across BCUHB.

Evidence provided to the Ockenden review shows that the situation in Infection
Prevention and Control in 2013 mirrored that of adult safeguarding at that time
with interviewees outlining the challenges to the safe operation of the adult
safeguarding due to the inconsistent availability of IT access across the
organisation. This meant that as late as autumn 2017 there was a combination of
(limited) IT records and multiple paper records held across all BCUHB sites.
Interviewees have explained to the review that the lack of appropriate IT
‘hindered the strategic direction required for the development of electronic
databases for corporate safeguarding....” (Staff number 25, written statement,
September 2017, page 12.)

Staff number 19 noted in interview ‘it (the C. Difficile outbreak) highlighted
significant flaws in our Governance and reporting arrangements....” Staff number
19 describes the presence of risk registers in 2013 prior to the C. Difficile outbreak
but concludes ‘We inherited a number of different systems which we were trying
to migrate over a couple of years from paper based systems to an electronic
system........... those systems were imperfect and immature at best.... Staff
number 19 adds ‘I recall from about 2012 there was real disquiet emerging
amongst Board members that our leadership and governance arrangements on
a number of fronts were not as you would want them to be...
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12.33 ICN establishment and comparison with the Adult
Safeguarding workforce/establishment

In a detailed analysis of the BCUHB workforce available to meet the Infection
Prevention and Control agenda within BCUHB Duerden states that the
establishment numbers for the ICT had been eroded systematically since the
organisation had merged to create BCUHB in 2009. Thus it fell below recognised
benchmarked numbers of staff. In a situation that the Ockenden review has
found mirrored Older People’s Mental Health, (OPMH); the adult safeguarding
function, which is a critically important aspect of keeping vulnerable older people
safe Duerden says ‘Staff who left were not replaced as part of an efficiency (cost
cutting) programme aimed at bringing that part of the BCUHB into financial
balance during a time of considerable financial pressures within the organisation..’
(Duerden 2013 page 9).

Multiple interviewees for this governance review, including 3, 11, 14, 15, 22, 38
57, 63, and 78, note delays in recruitment of clinical staff in mental health and
specifically Older Persons Mental Health caused by a number of factors including
slow and complex vacancy control factors, with the need for the Executive team
to scrutinise clinically essential vacancies after the CPG had approved them.
Examples of ‘vacancy control’ documentation has been shared with the Ockenden
review team. An interviewee told the Ockenden review ‘They [vacancies] were
definitely signed off on high and it was a big industry....” Other interviewees told
the review that nursing posts were held vacant whilst awaiting graduate
appointments. There was some disagreement between staff as to whether
delays occurred in approving vacancies whilst a lengthy staffing review took
place. Some staff recollect that there was delay, others state not. The outcome
was that, in a situation that mirrored infection prevention and control services
within the Mental Health and Learning Disabilities CPG including Older Persons
Mental Health frequently found themselves short of clinically essential staff.

12.34 Key point: What was the consequence of vacancy
controls across the MHLD CPG until the end of 20137

The consequence of the lengthy and many layered recruitment process in place
in BCUHB means that multiple interviewees including staff numbers 3, 11, 14,
15, 22,38,57, 63 and 78 have told the Ockenden review that there was frequently
insufficient staff in older peoples mental health at BCUHB from 2009 to 2013
both to provide direct clinical care but also a significant lack of senior staff to
provide leadership, management and strategic planning across older peoples
mental health care in BCUHB. Staff number 57 told the Ockenden review. ‘It
seemed that the vacancies were reviewed in isolation, even though the staffing
complement and its impact were usually stated on the documentation. It did not
feel that consideration was given to the long term consequences that may result.
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12.35 Training and Audit —a comparison between Infection
Prevention and Control, Adult Safeguarding and Mental
Health in BCUHB in 2013

Duerden states that the reduction in the IPC team prevented the delivery of
training and providing ICT support and audit at both ward and organisational
level. In a situation found by the Ockenden review to further mirror the Mental
Health and Learning Disabilities CPG Duerden notes that failures in mandatory
training ‘was noted in several IP&C reports during 2012 but there was no
indication of what was being done to rectify the situation..” (Duerden 2013 page
9). The situation with lack of mandatory training in Infection Prevention and
Control as described by Duerden mirrors that within both Safeguarding Adults
and Deprivation of Liberty (or DoLS). Staff number 25 notes ‘The organisation in
2012 would not allow funding for an e-learning package...as they did for a similar
Safeguarding Children Training Package in 2010. This was because a national
programme was about to be developed. This package was considerably delayed
and progress was only made in 2015....

Staff number 57 describes an absence of training in dementia for support workers
within Older Persons Mental Health at BCUHB and only a very basic level of
training in dementia for registered nurses. This training was described as ‘really
very basic....” In addition staff number 38 described at interview the difficulty in
releasing nursing and support worker staff to attend training and supervision.
This was because of long term poor staffing levels across Older Persons Mental
Health over a period of time described from 2009 to the current day.

Mirroring the difficulty in provision of mandatory training in infection prevention,
adult safeguarding, dementia and DoLS, (despite the lack of training being well
documented and frequently discussed across BCUHB). Staff number 25 described
how from 2012 onwards practical steps could not seemingly be taken to increase
the ability of clinical staff to attend planned training in adult safeguarding. Rather,
BCUHB as an organisation made it very difficult for ward staff to be released at
appropriate notice ‘The organisation in 2012 would not support the pre-booking
of venues to enable planned events to increase attendance and pre-book external
speakers, on occasion training was cancelled as the organisation held [an] urgent
or unscheduled Board meeting and required the venue. The clinical centre in
YGC Hospital would only allow a pre booking of 2 weeks, this caused continued
difficulties ..... [in arranging training and releasing staff...] The annual report
2017/18 for safeguarding cites this as a continuing problem in 2017.
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12.36 Concerns with Root Cause Analysis (RCA) and Serious
Untoward Incident (SUI) reporting and review with
reference to infection prevention, and relevance to
Mental Health specifically and BCUHB overall in 2012-13

Duerden stated that BCUHB had in place a system for Root Cause Analysis, (RCA)
following outbreaks or serious incidents and/or deaths relating to HCAI. (Duerden
2013, page 11) In a situation that the Ockenden review found mirrored a
consistent lack of appropriate review of serious incidents in Older Persons Mental
Health, the wider Mental Health and Learning Disabilities CPG and BCUHB overall
Duerden (2013) found the RCA process related to HCAI was not consistent with
best practice guidance on conducting RCAs. Duerden stated that the RCAs
associated with infection prevention and control appeared to have been an
exercise led by the nursing staff with limited medical involvement. The outcome
of the RCAs did result in recommendations for improved practice over most of
the period reviewed by Duerden, but these were not always acted upon within
oracrossthe CPGs. Therefore there was no investigative vehicle forimprovement.
Duerden notes the result of a report reviewing the results of RCAs conducted
between April and December 2013. Duerden states that only 63% of RCAs that
should have been completed were actually completed and Duerden describes
‘numerous gaps’ in the material recorded. (Duerden 2013, page 11.

The discrepancy found by Duerden (2013) between the numbers of RCAs that
should have been completed and those that actually were completed was part
of a wider failure in the systems, structures and processes of governance
underpinning identification of and management of serious incidents in BCUHB at
the time. Correspondence in the form of a letter from BCUHB to Welsh
Government in December 2013 has been seen by the Ockenden governance
review team. The letter dated 6th December 2013 describes a quality assurance
process of serious incidents at BCUHB following the appointment of an interim
Director of Quality Assurance by the then new Executive Director of Nursing and
Midwifery. Some of the incidents which were subject to additional validation
had already been submitted by BCUHB to Welsh Government for closure. The
letter describes the need to ‘recall 17 closure forms’ for serious incidents
previously submitted to Welsh Government and reject a further 15 serious
incidents that CPG management teams within BCUHB had previously considered
to have been of sufficient quality to submit to Welsh Government for closure.

The review has also been provided with an internal BCUHB report created for the
handover of the concerns, (serious incidents, claims and complaints) process
dated December 2014. (‘Legacy/handover document for ‘Putting Things Right’
portfolio.) In this document is found:

e The history of the ‘concerns’ process at BCUHB with a detailed overview of
the situation within BCUHB in the summer of 2013:

e The performance of ‘concerns’ at that time was described as ‘of grave
concern. (BCUHB 2014, page 1.)
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e Information regarding the ‘significant variance in the resources within each
CPG from which to manage ‘concerns.” (BCUHB 2014, page 2.)

e Information regarding ‘the poor management of concerns and governance
arrangements prior to the review in late 2013.) (BCUHB 2014, page 5)

12.37 Key point: What did the Poole report (2012) into SUls in
mental health explain?

An analysis of SUIs in the MHLD CPG had been undertaken by Poole (2012) This
was predominantly an analysis of SUIs to address concerns about the level of
SUls in the MHLD CPG compared with other CPGs in BCUHB.

Poole examined the ‘sharp rise in the number [of SUls in mental health ] in
December 2011 and January 2012.. In this process Poole identified ‘achievable
improvements in the relevant SUI surveillance systems..

Professor Poole has subsequently advised the Ockenden review team that his
report was ‘making a distinction between severity thresholds and levels of
reporting. Professor Poole advised the Ockenden review: ‘Mental health practice
is in many ways different from other forms of healthcare and there are bound to
be major differences in criteria for SUls, including severity thresholds!??’

Professor Poole subsequently advised the Ockenden review that in his opinion
‘the NHS Wales criteria generated far too many full investigations. Professor
Poole continued that ‘a more targeted approach, with a different method of
deciding the intensity of the investigation, would be more effective. It would
lead to better investigation of the incidents of greatest concern, and would avoid
great effort being expended on incidents that could not be prevented and thus
generated no learning for the service.’

Poole also noted that mental health services typically remain in contact with
service users for a prolonged period of time and treat a large number of people
in the community. Therefore comparisons between the numbers of SUls in
mental health and comparisons between (for example) SUI numbers in medical
and surgical services were not appropriate, where ‘clinical relationships’ were
generally much shorter. (Poole 2012, page 2.)

Poole suggested that the concern regarding the higher than usual level of
incidents in late 2011 and early 2012 was ‘due to a combination of changes in
reporting practice, and chance variation.” (Poole R 2012, page 3.) Poole concluded
that ‘the difficulty in making sense of the information illustrates a real problem
with the SUI reporting system in general... (Poole 2012, page 11.) In
correspondence with Donna Ockenden in 2018 Poole stated that reference to
‘the SUI reporting system in general....” was intended to mean the SUI reporting
system determined at Welsh Government and Health Board levels. It was not
intended to indicate that there were flaws specific to the mental health CPG SUI
reporting system...” (Poole 2018, page 3.)

122 Communication to Donna Ockenden from Prof R. Poole April 2018
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Poole (2012) also noted the following requiring further work:

e There was a trend for higher reporting of SUIs to occur on Fridays and
Saturdays and around Bank Holidays. This might indicate a problem with
difficulty accessing services after 5pm on a Friday or be related to increased
alcohol use during weekends and Bank Holidays. Further work was required
to understand this

e Poole stated that SUI surveillance in Mental Health and Learning Disabilities
creates ‘real challenges with regard to the accurate identification of events
of concern, the analysis of findings and the implementation of necessary
service changes.’” (Poole 2012, page 11). Poole states that there are intrinsic
challenges in SUI surveillance in mental health and learning disabilities in
general, not that there were particular challenges in the MHLD CPG at the
time. Poole stated that ‘these challenges could be met more effectively
without an enormous investment of resources.” Poole did not believe that
local improvements were impossible, but ‘that these would require changes
at Health Board and Welsh [Government] levels, as the necessary changes
were beyond the authority of the CPG managers.’ (Poole 2018, page 4.)

e Poole noted that he had not systematically investigated the implementation
of action plans from SUI reviews as part of this work’ but was aware of the
‘limitations in the system of action planning’ associated with SUls in mental
health in BCUHB. Poole states in recent correspondence with Donna
Ockenden that ‘at the time ... there was a major problem in the Chair of the
SUI panel being a different non-executive director of the Health Board for
each review.” Poole states that this was because ‘they had minimal training
in investigation and very little knowledge of mental health.. (Poole 2018,
page 4.) This viewpoint was also held by a number of other colleagues
involved in SUI processes at the time who have also contributed to the
Ockenden review.

e Poole states there was a ‘de facto BCUHB policy that there should always be
recommendations and actions, irrespective of findings, which meant that
co-ordinated and coherent action planning was impossible. The system was
simply generating too many recommendations, with little or no
prioritisation.....This was an example of why improvement would require
changes that could only be authorised at Health Board level.” (Poole 2018,
page 4.)

e Asrecommended by Poole (2012) follow up work was subsequently carried
out by Dr Robert Higgo covering the period February 2012 to January 2014
and this evidence has been seen by the Ockenden review team.

12.38 Key point: What did the BCUHB Annual Governance
Statement tell us about the ‘state of governance’ in
2013/147

In the BCUHB Annual Governance Statement 2013/14 — published in June 2014
the following was said:
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‘The following internal audits received limited assurance (including):

Governance arrangements: Mental Health and Learning Disabilities Clinical
Programme Group (CPG)

&8 o

(BCUHB 2014, page 27.)
And:

‘During the year internal audit conducted the following draft audit report
with a conclusion of no assurance: Serious Incident Reporting.(BCUHB 2014,
page 28.)

The purpose of this audit as described by BCUHB (2014) had been to ‘establish
the system in place to report and manage serious incidents that fall under the
criteria set out by the Welsh government...in respect of patient services under
the responsibility of the Health Board...’

12.39 Issues identified with estates, facilities and
accommodation in the 2013 Duerden report which
resonate with issues found within the review of the
governance arrangements relating to the care of
patients on Tawel Fan ward

Duerden (2013) highlights issues with limited single room accommodation in all
of the BCUHB hospitals but with considerable concern regarding single/cohort
accommodation at YGC where the Clostridium Difficile outbreak occurred. The
lack of single rooms had been exacerbated by two factors — the extensive
re-building ongoing at the YGC site over many years, and the change of use of
some former single clinical rooms to non-clinical use.

The lack of fit for purpose estate that was a key feature of the C. Difficile outbreak
is also a significant factor in any review of events leading to the closure of Tawel
Fan ward in December 2013 and a review of the current systems, structures and
processes of governance underpinning older persons mental health care.
At interview staff number 65, stated that concerns had been raised about the
environment for in patient care of older persons with mental health problems to
the MHLD CPG leadership team, the Ysbyty Glan Clwyd medical leadership team
and the Executive team for more than a year before the closure of Tawel Fan
ward. Evidence has been seen by the Ockenden review confirming this is correct.

Many current and former staff including staff numbers 57 and 65 also provided
extensive evidence to the Ockenden governance review showing long term

164

{(Concerns had
been raised
about the
environment for
in patient care of
older persons
with mental
health problems
to the MHLD
CPG leadership
team, the Ysbyty
Glan Clwyd
medical
leadership team
and the
Executive team
for more than a
year before the
closure of Tawel
Fan ward.”?



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

concerns with the poor quality of the older person’s inpatient environment,
specifically Tawel Fan ward and Tegid ward on the Ablett unit. A range of internal
emails from these staff members, has been provided to the Ockenden review
team including one titled ‘Formal complaint re furnishings, décor and garden
(Tawel Fan) dated March 27th 2012 @0858hrs. This email says ‘1 am mindful that
we responded to a similar complaint last year but there does not appear to have
been any progress made despite our reassurances to the complainant at that
time.. The email details that ‘issues concerning the carpets/flooring have been
raised with the Estates Dept. since early 2011 (and 2010 in the case of the uneven
paving in the garden courtyard) | understand the courtyard still remains’ out of
bounds to patients’. Staff number 5, a former senior nurse within Older Peoples
Mental Health described at interview in October 2016 how when an adult ward
got new furniture Tawel Fan ward ‘got all their crummy cast offs.” Overall, in
mental health, staff number 5 told the Ockenden review ‘you couldn’t get stuff
seen to, beds were broken......I said where’s the furniture......ordered twenty
months ago — where is it?’

A letter from The Alzheimer’s Society to the then CEO of BCUHB, dated 22nd July
2011 raises concerns regarding the poor state of the courtyard in Tawel Fan ward
and that the courtyard in Tawel Fan had ‘recently been closed due to health and
safety precautions as a result of uneven flags.” A handwritten note on the top of
the letter, presumably by the then CEO says > X cc Y, need draft’ presumably
meaning that the letter needs to go to the then Chief of Staff, copied to the
Director for Primary Care, Community and Mental Health and then a letter of
response needs to be drafted for the CEO. The response has not been provided
but the letter of July 2011 and the concern raised that no progress has been
made in restoring the courtyard to use in March 2012 despite previous
reassurance to a complainant may well be linked.

An email dated 24th February 2012 (timed at1118hrs), from the lead consultant
for OPMH to the then site Medical Director and the BCUHB Executive Director of
Nursing around the poor state of Tawel Fan ward. This is clearly described as
both a ‘dignity’ and ‘safety’ issue. Emails have also been seen requesting the
Executive team visit Tawel Fan and Tegid wards for their next Executive ‘health
and safety’ walkabout. The email from the lead consultant makes it clear that
both wards are not fit for purpose and that significant modifications are required
to make these wards safer for older people. The outcome of this request to the
Executive team to attend a health and safety walkabout on Tawel Fan ward is not
known.

Overall the Ockenden review has seen and heard evidence from a variety of
sources that the Ablett unit had at least the following problems for a number of
years leading up to (and for a long time after) the closure of Tawel Fan ward:

e Broken and shabby furniture and difficulty in getting broken furniture taken
for disposal;

e Stained, torn and urine soaked carpets;
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e Poorly maintained and unsafe gardens that were ‘out of bounds’ to patients
for long periods;

e Antinfestations;

e A boiler that broke down leading to interruption in hot water supplies;
e Paintwork that was reported as peeling with mould and rust apparent
e Unsuitable bathroom facilities;

e Insufficient signage.

Evidence for these concerns were found in a range of internal BCUHB reports, family
and carer complaints and internal emails. All of these issues were escalated within
the MHLD CPG and importantly outside the CPG to the Executive team via personal
contact from within the MHLD CPG and via a series of external reviews that were
very clear about the lack of facilities available on Tawel fan and other units. There
was very limited response seen from the Executive team from 2009 onwards.

Further internal emails from January 2013 show difficulties with the ward layout
at Tawel Fan ward including the need for patients to share rooms. The purpose
of one email is to ‘escalate a concern ...at present on the bed situation on Tawel
Fan. They have 12 very complex, all of whom have differing challenging
presentations and none of whom....are suitable to share a room. They did try last
night and it did not work. A gentleman walked in on another gentleman this
afternoon and was punched. The problem is that there is a 4 bedded room and
2 x 2 bedded rooms thus making 5 beds unusable at present. We are trying to
manage the situation as best we can, but pressure on beds is growing....” (Email
from staff number 57 sent 29th January 2013 @1650 hrs.) The bed situation
across Older Persons Mental Health is described in the email as:

‘Wrexham 0 beds

Glan Traeth 1 bed

Cefni 1 bed + closed ward

Bryn Hesketh 8 beds, but concerns over lack of medical cover.

Further emails from the lead consultant for older peoples mental health (OPMH)
provided to the Ockenden review escalate concerns around beds and
inappropriate admissions to Tawel Fan ward include one email expressing
concerns about an out of hours admission to Tawel Fan from Bryn Beryl Hospital,
(Pwllheli). The email says ‘l am not convinced about the indication of admission
to a dementia ward as he is still physically unwell and recovering from a stroke.’
The out of hours and inappropriate admissions to Tawel Fan ward at the time are
described as ‘causing huge safety concerns...” (Email sent 1st March 2013
@1549hrs.)

Evidence has been seen by the Ockenden review team that the unsuitability of
and safety of Bryn Hesketh as a stand-alone unit for inpatient Older Persons
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Mental Health care was raised within the CPG senior management team as early
as July 2010. An email stated the need to consider ‘a robust plan to strengthen
the framework in the stand alone units and enhancement of the structure in old
age psychiatry service in Conwy and Denbighshire....” The email describes the
transfer of a patient from Bryn Hesketh to Tawel Fan ‘early this morning, hand
cuffed by the police as he was extremely aggressive and was a danger to other
patients.” The email raised concerns regarding: ‘the lack of support in the stand
alone units’ and describes the event as ‘an adverse event and a huge risk
management issue, as there could be ... complaints, potential for legal action...

At the time the following information regarding estates was known to the
Executive team at BCUHB following HIW visits to specific units providing care to
older persons with mental health.

12.40 Bryn Hesketh Unit and Glan Traeth Unit (2010)

The Ockenden review team has been provided with a letter to the then CEO of
BCUHB from HIW (17 June 2010) following an unannounced ‘Dignity and Respect
Spot Check’ visit to Bryn Hesketh and Glan Traeth EMI wards on 18-19 November
2009. Of note is that the letter to the CEO took seven months to be sent from
HIW to BCUHB despite there being issues of significant concern including a lack
of understanding of capacity and consent on Glan Traeth ward and a lack of
consistent recording of capacity and consent on both Glan Traeth and Bryn
Hesketh wards.

‘Staff at Glan Traeth had a general view of what was meant by capacity and
consent however we felt that there was a lack of understanding as to the precise
meanings of these terms. If staff are not confident that they fully understand
what is meant by capacity and consent then they are less likely to challenge any
inappropriate behaviour of colleagues..... (HIW 2011, pages 2 and 3). Staff in
Bryn Hesketh were said to have ‘demonstrated a good understanding of consent
and capacity.” (HIW 2011, page 3.) Both units were identified as having deficits in
the way these decisions were recorded within patients notes.

In Bryn Hesketh ward the environment was ‘very clinical and lacked personal
items such as pictures of family, flowers, clocks etc.” The letter stated that
‘patients, relatives and carers should be encouraged to make the patient’s room
as comfortable and individual as possible....” (HIW 2011 page 4). There was
concern expressed by HIW that ‘Protected mealtimes are rigidly enforced at Glan
Traeth and it is legitimately believed by staff that this is of considerable benefit
to the well-being of patients....this could lead to an inflexible approach which
might dissuade relatives from offering their services to help at mealtimes.” (HIW
2011, page 3)

Patient records were described as ‘inconsistent in terms of layout, content and
the lack of formal documentation from social care which indicates a lack of
integration.......... because of the inconsistency of the patient records deriving
relevant information can be a non-trivial task.. (HIW 2011, page 5). Evidence of
clinical audit activity was described as ‘sparse’ (HIW 2011, page 5).
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Action Plan from this visit

The action plan suggests a number of reasonable interventions to the issues
raised by HIW but without any detail on how these interventions would be
implemented or monitored by either the CPG or BCUHB governance structures.
From as early as 2009 onwards, from the ‘birth’ of BCUHB there was a lost
opportunity in response to HIW visits to ensure that the same issues did not
occur over and again throughout both Older Persons Mental Health and the
wider Mental Health and Learning Disabilities CPG (subsequently Division.)

At the HIW visit to Bryn Hesketh in 2010 HIW found there was limited awareness
of the Fundamentals of Care initiative-standards of which were published in
2003, with a revised audit tool*?* available from June 2010. (NHS Wales 2010)

12.41 Review of the Fundamentals of Care audit across Wales
(2012) with specific reference to BCUHB and Older
Peoples Mental Health

The 2012 Fundamentals of Care'?* audit results for Wales are available via the
link below. The report states that individual Health Boards were required to
collate and submit data from every ward across their Health Board during
October to December 2012. Whilst BCUHB attained a number of amber scores
(51-84%), they also scored significantly high numbers of green (85%-100 %.) in
areas where HIW and others had highlighted significant problems subsequently.
These included areas such as:

Communication and Information, (page 26)

Ensuring safety, (page 27)

Preventing pressure sores and ulcers, (page 31)

Sleep, rest and activity, (page 28)

Areas that BCUHB received an amber score for were:
Personal hygiene, appearance and foot care, (page 29)
Oral health and hygiene, (page 30)

The report states that the feedback from a patient perspective ‘reflects only the
responses of those patients who were audited..” (Welsh Government 2013,

page 5.)

However the Ockenden team notes with concern the significant differences in
feedback about BCUHB from a range of sources within the period of two years
(2012 to 2013) including the NHS Delivery Unit, NHS Wales Shared Services

123 http://www.wales.nhs.uk/sitesplus/documents/1064/Care%20Audit%20Tool.pdf
124 https://www.wales.nhs.uk/documents/All-Wales-FOC-audit-Report-English.pdf
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Partnership, HIW and WAO, (all 2013) the Duerden report and Public Health
Wales, (both 2013.) Reports from HIW’s earlier visits to older persons mental
health units, as above also seem to point to significant concern that was
highlighted to the then CEO. However these concerns are not present in the
Fundamentals of Care Audit of 2012/13.

The apparent difference between the positivity presented to the ‘world outside’
BCUHB when compared to the reality of what was happening within it was
mentioned by multiple current and former members of staff during interviews
with the Ockenden team. Former staff members described the presence of
‘almost a rah rah band’ at BCUHB creating a noisily positive atmosphere and the
inference given to external partners as ‘we’re doing marvellously well.” Internally
at key meetings former staff described a ‘looking down at papers’ and an
‘embarrassed silence’ when ‘bad news’ or potential issues of concern were
raised with the then CEO (2009 to 2013.) The culture was universally described
as ‘bring me good news..

12.42 Key point: Are problems with Estates across Older
Persons Mental Health still a significant governance risk?

Yes

From the perspective of a review of current governance arrangements across
Older People’s Mental Health in BCUHB lack of beds and the poor quality of the
estate has been (and remains) a key governance concern and is raised as a
concern in a number of HIW reports over a prolonged period of time until late
2017. There is a continuing lack of action by BCUHB to resolve estates concerns
when raised as a governance, quality and patient safety concern by HIW and
others over many years and to the current time.

The CEO of HIW wrote to Donna Ockenden, (HIW 2017) and noted that an
unpublished management letter was sent to BCUHB from HIW regarding a visit to
Bryn Hesketh on the 18th June 2013. The action plan, dated September 2013
has been seen and it is also included on the ‘Divisional action plan of action plans.

HIW do not appear to have visited the Bryn Hesketh unit from 2010 to 2013 and
then after the 2013 visit not until the end of 2017, with the report being published
2018. There had been significant issues raised both by BCUHB and the North
Wales Community Health Council (NWCHC) in the intervening time.

12.43 Summary: The C. Difficile Outbreak at YGC — What went
wrong with the systems, structures and processes of
governance underpinning infection prevention and
control and to what extent, (if any) did these failures
mirror events leading to the closure of Tawel Fan ward?

The key failures of the systems, structures and processes of governance in the
management of the C. Difficile outbreak was that a higher than comparable
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incidence of healthcare acquired infection was not recognised. The BCUHB Board
failed to recognise itself as an outlier.

This resonated with the lack of action BCUHB took following the Healthcare
Inspectorate Wales (HIW) Mental Health Act visit to Tawel Fan ward in July 2013.
Those involved in providing the feedback, (the HIW reviewer) and those receiving
the feedback from the visit on the day failed to realise the seriousness of the
issues raised. A member of the Board was not present for feedback, there has
been no evidence seen by the review that the feedback was shared with either
the CPG Chief of Staff or the Executive team. Finally, there was a significant failing
in the systems, structures and processes within HIW at the time in that
communication from HIW to the then interim CEO at BCUHB was also significantly
delayed from July 2013 to October 2013. When Dementia Care Mapping, (BCUHB
2013) equally serious concerns on Tawel Fan ward three months after the HIW
visit there was again little (if any) evidence of prompt or effective action by BCUHB.

12.44 Key points: Where do concerns within Duerden 2013
resonate with those seen in OPMH?

e Duerden (2013) found a grossly insufficient IP&C management structure at
BCUHB leading to a lack of leadership and action on key issues over a
prolonged period of time. Both the Mental Health and Learning Disabilities
CPG, (and specifically Older Persons Mental Health, safeguarding and DolLS)
suffered with this lack of management structure and therefore from a lack
of management and leadership over a prolonged period of time.

e As with OPMH there was a lack of adequate training provided for ward staff
in key areas of practice.

e As with OPMH there were considerable estates issues (and a failure to
respond to concerns around estates provision for both IP&C and OPMH for
many years until the current time (the end of 2017.)

e As with OPMH the way in which HCAI matters were reported to (or
understood by) the Board led to false assurance and complacency. For
OPMH this can be seen in the two Board presentations by the OPMH team
around ‘Healthcare in North Wales is Changing’ (July 2012 and January
2013) and the two visits by the MHLD CPG team to the BCUHB Quality and
Safety Committee in October 2010 and then not until March 2012. All four
of these meetings on critical issues affecting Older Persons Mental Health
care provided the Board and its Quality and Safety Committee with untested
and unchallenged assurances.

e The Ockenden review notes that other external reviews completed at/
around the same time found significant issues of concern in the systems,
structures and processes of governance underpinning the provision of
mental health care at BCUHB.

e As advised by multiple staff including staff numbers 3, 5, 11, 14, 15, 22, 25,
31, 54, 55, 57, 65 and others, (who are representative of a wide range of
BCUHB staff members at the time including nursing, consultant medical
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colleagues and ‘support functions’ to OPMH mental health in general and
most specifically safeguarding adults and older persons mental health)
safeguarding adults at the time appeared to have had a low priority at
Executive level and in the clinical management system through the CPGs.
This was the same situation faced by infection prevention and control at the
time according to Duerden (2013). Staff number 57 told the Ockenden
review ‘Adult mental health wards across BCUHB were able to access funding
and accreditation much easier than older persons.” Staff number 57 states
that Older Persons wards were only able to start the process of applying for
any accreditation ‘once the acute wards had completed theirs...."

12.45 Issues within Maternity services at Ysbyty Glan Clwyd
(YGC) 2012-13 which resonate with issues found within
the review of the governance arrangements relating
to the care of patients on Tawel Fan ward prior to its
closure on 19th December 2013

There were a number of external reviews of Maternity services at YGC in 2012-
13 including a review by Wallace Walker (2012) and two external reviews by the
Royal College of Obstetrics and Gynaecology (both in 2013.) This report will only
summarise a brief overview of the issues identified with relevance to a review of
the systems, structures and processes of governance in older people’s mental
health as set out in the Terms of Reference underpinning this governance review.

12.46 The Wallace Walker'?® review of Maternity services at
Ysbyty Glan Clwyd (YGC) in 2012 noted the following:

There had been a long history of concerns with the maternity service at YGC, and
Wallace Walker (2012) noted a number of previous external reviews with lack of
resolution of the issues raised, including 2005/6 and 2009. The Ockenden review
of governance has been provided with an internal document by BCUHB titled
‘Diagnostic Exercise: O and G, YGC, BCUHB, (July 2012.)

The document provided appears to be a feedback document to the Executive
team at the time and states that many of the cultural and behavioural issues
seen in Maternity services in 2012-13 had been subject to ‘a lack of follow
through under the new BCUHB clinically —led organisation.” (Wallace Walker,
2012, page 15). The Wallace Walker review noted ‘significant discipline issues
outside of women'’s services/within other CPGs at YGC/other hospitals within
BCUHB.! (page 11) and found ‘a clinically led leadership and management
structure significantly underperforming — top to bottom.” (page 13). Wallace
Walker (2012) described a lack of engagement with clinical governance processes
(page 14) and ‘a culture of no consequence for non-compliance (Wallace Walker
2012, page 21) the question is asked — is this ‘restricted to O and G or site —
wide?’ (page 21.)

125 Internal to BCUHB Wallace Walker document seen
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Echoing the findings around the lack of time and development given to the Chief
of Staff for the Mental Health and Learning Disability CPG, the Wallace Walker
review of Maternity services at YGC found a similar issue within the Chief of Staff
role for Women’s Services responsible for Obstetrics at YGC. (Wallace Walker
2012 page 23). The Wallace Walker review resonated with feedback from
multiple interviewees and other external reviews of governance more generally
and stated that at that time in BCUHB there was ‘confusion regarding roles and
responsibilities within all leadership roles — both at Executive and CPG levels, and
a failure to ‘act as a consequence’. (Wallace Walker 2012, page 23.)

12.47 RCOG reviews of Maternity services at YGC 2013

In the summer and autumn of 2013, two reviews by the Royal College of
Obstetrics and Gynaecology (RCOG) took place into Maternity services at YGC.
There were multiple findings and a lengthy action plan from the second review.
The report of the first RCOG review has not been seen by the Ockenden review
team. One of the key findings of the second RCOG review/report was the inability
to find any evidence of a BCUHB organisational response to the Wallace Walker
Report (completed May 2012; with issues first in escalated November 2011), and
previous reports dating back to 2004. The RCOG review stated that this reflected
a failure by the then BCUHB Executive team and its predecessors to take an
adequate account of any of the reviews and recommendations made over the
last decade. (RCOG 2013.)

Throughout 2012 and 2013 there was clear feedback to the BCUHB Executive
team on three occasions from two respected sources that Maternity services at
YGC had significant problems. The reviews stated clearly that were significant
issues around clinical leadership and managerial oversight, confusion around
roles and responsibilities and a lack of engagement with the systems, structures
and processes of governance within the service at YGC. There was no evidence
of any BCUHB response to the recommendations within the 2012 Wallace Walker
review and report, which had pointed to lack of action on reports going back as
far as 2004. The Ockenden review team has been advised that the then Executive
Medical Director took updates regarding the Wallace Walker review first to the
Workforce and Organisational Development (WOD) Committee and then to the
Quality and Safety Committee. However this did not appear to have resulted in
any actions that were easily identifiable by the RCOG team in 2013.

Following the three external reviews, (all highlighting the same issues) there
appeared to be limited understanding by the BCUHB Board that the problems
outlined in one clinical speciality on one main site could be found more widely
across BCUHB as proved to be the case.
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13 Chapter 5

The Francis Report!? (2013) — the findings of the Public Inquiry into events at
Mid Staffordshire NHS Foundation Trust between 2005 and 2008 and its
relevance to a review of the governance arrangements relating to the care of
patients on Tawel Fan ward prior to its closure on 19th December 2013.

13.1 The Francis Report*?’ (2013)

The Ockenden review team considered and discussed twelve papers presented
at the BCUHB Board and various BCUHB committees and meetings throughout
2013 concerning the Francis Report published in February 2013.

The purpose of the Ockenden review team considering the papers arising from
multiple BCUHB discussions regarding the Francis report was to assess the action
taken by BCUHB following the publication of the Francis report in 2013.

13.2 Key point: What was the relevance of the Francis report
to care of older people with mental health problems in
BCUHB in 20137

It was hugely significant.

The publication of the Francis Report (2013) was some ten months before the
closure of Tawel Fan ward in December 2013 and thrust the care of vulnerable
elderly people into a national (UK wide and Wales wide) spotlight. It would have
been reasonably expected that:

e All NHS bodies would have undergone a thorough review of their systems,
structures and processes of governance to ensure that the systems they had
in place, specifically around the care of vulnerable older people were robust
enough to have accurately captured concerns from staff, patients and
families in a timely manner.

e Secondly, and with reference to the Francis Report (2013), that all NHS
bodies were able to provide evidence of organisation wide learning.

13.3 What did the Ockenden team review?

The first paper considered by this review was a BCUHB Board paper dated 28.3.13
(Item 13/046.4.)

This Board paper and all subsequent papers and minutes were reviewed in full
by the Ockenden governance review team.

126 http://www.midstaffspublicinquiry.com/report. (Link accessed 17.11.17).
127 http://www.wales.nhs.uk/sitesplus/documents/861/13_046.4%20francis%20report_findings%200f%20public%20
enquiry%20mid%20staffs%20nhs%20foundation%20trust%20final.pdf (accessed on 28th January 2018)
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What does the Board paper'?® of the 28th March 2013 do?

The Board paper provides an overview of the report into the Francis Inquiry
(The Francis Report — the findings of the Public Inquiry into events at Mid
Staffordshire NHS Foundation Trust between 2005 and 2008) The purpose of the
paper was to bring to the BCUHB Board’s attention:

The publication of the Francis Inquiry;
Outline BCUHB's response;
Provide opportunity for a wider Board discussion.

The BCUHB Board paper provided a summary of themes from the Francis reports
which had 290 recommendations. Francis (2013) had identified a collective
failure by the Stafford Trust Board and others to respond to a number of warning
signs which are summarised within the Board report.

The BCUHB Board report stated that many of the themes and issues identified by
Francis were already receiving focused attention within BCUHB as they were
consistent with concerns which had already been raised in other reports received
by the Board following external review from a number of organisations including
Healthcare Inspectorate Wales, (HIW) the Ombudsman, the Older People’s
Commissioner for Wales and the Wales Audit Office, (WAO).

The Board report then goes on to expand on each theme within Francis (2013)
and the action said to have been completed to date, (March 2013) within BCUHB.
Of note is that this is just prior to the seriousness of the Clostridium Difficile
outbreak becoming apparent to the BCUHB Board, post the Hurst (2012) review,
post the Allegra (2012) review and post the HIW (2012) review into Ysbyty Glan
Clwyd.

As cited in the Allegra review (2012, page 10) the decision to undertake the first
joint HIW/WAO review (2013) had already been taken at this point and relevant
information was said to have been passed from Allegra (2012) to that review.
A summary of the themes outlined by Francis and the progress said to have been
made by BCUHB by March 2013 are found within the Board report.
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128 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20BCUHB%2028.3.13%20PUBLIC%20VERSION%20

V1.0x.pdf Item 13/046.4 pages 3 to 5).
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13.4 Themes found within the Francis report (2013) and the
BCUHB response at the time

Theme 1: Common Values

BCUHB response

The Board report stated that extensive work had already been progressed,
working with staff, to generate and describe the values!* of BCUHB. See the link
below for further information on the values of BCUHB.

The Board report at the end of March 2013 stated that these values had been
shared widely, were included in induction, in annual appraisals, were visibly
displayed across BCUHB and were said to be routinely referred to at many levels.
However, the Board report noted that there were times when these values were
not putinto practice and patient experience at BCUHB was poor as a consequence.
The Board report stated that the BCUHB values would be reviewed to ensure
they remained relevant and would be reinforced through ongoing training at
every level, as well as being modelled by all, in particular, senior staff.

Staff number 20, advised the Ockenden review that there was no Executive
induction in 2013. ‘When | asked about Executive induction.....there was
nothing.” Staff number 57 also advised the Ockenden review of no induction on
taking up a new role within BCUHB in late 2012/early 2013. Staff 57 confirmed,
‘there was an X, (specific role stated) development programme started but after
two or three sessions it ceased and nothing recommenced after that...’ The same
situation arose with appointments of the Chiefs of Staff.

The review has heard from many members of current and former staff and been
provided with significant amounts of evidence that at the time of this Board
paper reviewing the Francis report in March 2013 annual appraisal rates were
low, and training and development opportunities were limited. In the absence of
Executive and ‘new role’ induction for a number of roles within BCUHB, staff,
with low annual appraisal rates and poor mandatory training and development
opportunities, as described by interviewees for this review it is difficult to
understand how extensive work can be said to have been progressed on common
BCUHB values at this point in time. Whilst the Ockenden review was subsequently
advised that ‘there is and has [always] been a system of corporate induction the
actual experience of former and current BCUHB staff means that there were a
number of occasions when this simply did not happen in reality.

129 http://www.wales.nhs.uk/bcuhbwelcome/page/62114. (Link accessed on 15.11.2017
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Theme 2: Fundamental Standards — provision of equipment and basic care

What staff told this governance review

Referring to the time around the publication of the Francis report a senior nurse
working within Older Persons Mental Health told this review that the wards in one
BCUHB inpatient unit lacked basic equipment. The interviewee said [The wards]
‘didn’t have things/they didn’t have a blood pressure machine, they didn’t have
weighing scales......... the staff used to come and take the equipment [from one
ward to another] ‘and then we wouldn’t have the equipment and the equipment
would go missing, we wouldn’t know if it was on (ward X) or if it was on our ward....
Staff number 38 in interview confirmed that there was ‘one blood pressure machine
between two wards....

The lack of a blood pressure machine said by a number of staff to have been
raised over a twelve month period and the Ockenden governance review was
told that to acquire one per ward took ‘2 years really’ and happened ‘after Tawel
Fan.! Staff number 57 agreed and described at interview the use of the ‘Patient
Amenity Fund’ to purchase basic ward equipment, such as an electric
sphygmomanometer, (blood pressure apparatus.) Staff number 57 explained
that the Patient Amenity Funds held money donated by relatives or patients to a
specific ward for patient enjoyment or enrichment. Staff number 57, in a written
account submitted to the Ockenden governance review told the review of
objection to using the Patient Amenity Fund ‘for basic essential items such as a
sphygmomanometer’.

Emails provided to the Ockenden review by staff number 65 show further long
term problems with lack of availability of basic equipment in some Older Peoples
Mental Health wards across BCUHB. One example is the lack of a working ECG
machine in Cefni Hospital, (Cemlyn ward) in February 2011. The email provided
describes a request for a new ECG machine ‘several months ago, | have not heard
that we are any closer to getting one. (Email dated 23rd February 2011@
1106hrs). The email says ‘This is having an impact on inpatient and outpatient
care.’ The issue of the ECG machine is said to have been discussed ‘several times’
in meetings ‘to prioritise it as an urgent safety issue.” The same email titled
‘Confidential — basic care needs — OPMH (Urgent) says ‘Carers and patients are
writing letters to me about their difficulties particularly around the inpatient
environment in Tegid, (heating, mixed sex etc.) And | have asked that the last
complaint that | have received, to be registered as a formal one.’

The combination of evidence from staff interviews, minutes of CPG meetings,
and internal BCUHB documents suggested to this governance review chronic
and unaddressed problems with estates and a lack of basic equipment across
Older Persons Mental Health care provision in BCUHB from at least 2009 until
after the closure of Tawel Fan ward. The information provided to this review also
suggests a number of informal complaints from service users and their
representatives (which have not been provided to the Ockenden governance
review.) An email was provided to the review dated February 2011 where these
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informal complaints appear to start to become formal complaints. These
examples have not been provided to the review team for verification.

BCUHB response

The Board paper (28th March 2013) advised that fundamentals of care processes
were embedded within BCUHB as an organisation and provided a platform from
which BCUHB could measure the effectiveness of the care provided. The report
stated that BCUHB had ‘recently’, (no date provided) started to code all concerns
raised in a way which would identify any breaches in the fundamental standards
of care. (BCUHB 2013, page 6) These standards were said to be focused on
nursing care and consideration may be required as to whether or notamendments
needed to be made to include the actions expected of other members of the
multi professional team. If basic standards were not met, BCUHB needed to be
clear about what happens. (All BCUHB 2013, page 6.)

The Board paper said that a failure to meet basic standards of care should always
be reported and patients and their families told whether or not they ask. If death
or serious harm results from failure to meet basic standards this should
automatically result in a defined process for the staff and service involved. This
defined process (BCUHB 2013, page 6.) was not elaborated upon in the Board
paper. Later in 2013, following the arrival of the then new Executive Director of
Nursing of Midwifery comprehensive external reviews of the concerns process
(which included complaints and serious untoward incidents) was carried out.
Unfortunately the assurance given to the Board in March 2013 on ‘fundamentals
of care’ as set out by Francis (2013) and any process regarding the understanding
of the content of complaints proved to be incorrect since the reviews found
limited assurance around the systems structures and processes utilised within
BCUHB for the management of and learning from concerns.

Theme 3: Openness, Transparency and Candour

BCUHB response

The Health Board stated it had made progress in implementing the nationally
agreed ‘Putting Things Right Regulations for Managing Concerns’ See:**® which
reflected the themes arising within the Francis Report. However, there were said
to be areas for improvement locally with regards to the timeliness and quality of
responses. (BCUHB 2013, page 6.) Unfortunately the comprehensive review of
‘concerns’ undertaken by the incoming Executive Director of Nursing and
Midwifery from June 2013 onwards proved that the bland assurances around
‘progress’ given to the BCUHB Board were overly optimistic. The external reviews
of concerns later in 2013 found a range of issues including repeated ‘Never
Events’ and a lack of appropriate investigation techniques in serious untoward
incidents such that many serious incidents, even those that were previously
declared closed by BCUHB required reopening and reinvestigating. The Board
report stated that ‘Patients should always be informed if they have or may have
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130 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20BCUHB%2028.3.13%20PUBLIC%20VERSION%20
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been unavoidably harmed, whether or not they ask.” In the circumstances
outlined in the reviews of the concerns process from the summer of 2013 to
December 2013 it was clear that BCUHB did not have an effective system,
structure and process in place to be able to inform patients of all cases of
unavoidable harm.

Theme 4: Compassionate, Caring, Committed Nursing

BCUHB response

The Health Board and Welsh Government had set out an agenda to ensure that
all wards had safe staffing levels, this included a Wales wide approach to
identifying acuity of patients as well as working towards a common dependency
tool. The Board report stated that nurse staffing must always be triangulated
with professional judgement and benchmarking. This review has been provided
with extensive evidence of chronic problems with staffing within mental health
and most specifically older peoples mental health from the formation of BCUHB
in 2009. A complex and lengthy Executive led vacancy control process was
described by a number of interviewees and examples of the documentation
utilised has been seen by the Ockenden review. Examples of inpatient wards
across older persons mental health trying to assist and share from a depleted
pool of staff have been provided to the Ockenden review. Inpatient wards in the
MHLD CPG also undertook a detailed nursing establishment review using the
Hurst methodology®®, details of which are found below. Staff working within the
service at the time described that in the medium term whilst this review was
underway, staffing levels were very poor, since substantive recruitment to vacant
posts did not occur.

This followed on from a recognition that historic staffing establishments were
not appropriate to mental health care provision in BCUHB at the time.

Theme 5: Strong Patient Centred Healthcare Leadership

BCUHB response

Staff in NHS Wales are expected to behave in accordance with a code of conduct.!*

The Board report stated that BCUHB recruitment, training and development
programmes need to be tested to ensure that they reflect these expectations
and the systems and processes that support this work must ensure that when
patient safety, well-being and candour is not put first then this is challenged and
dealt with and is not tolerated.

This summary for the Board was in the future tense using phrases such as 'should
be’ ‘need to be,’ (BCUHB 2013, page 7.) ‘will ensure” ‘will result” (BCUHB 2013,
page 8.) There was no specific, measureable or timed plan with no named
ownership as to how this would be achieved.

131 https://www.england.nhs.uk/6cs/wp-content/uploads/sites/25/2015/06/mh-staffing-v4.pdf
132 http://www.wales.nhs.uk/governance-emanual/values-and-standards-of-behaviour-framew
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Theme 6: Accurate, Useful and Relevant Information

BCUHB response

The Health Board stated it had made ‘substantial progress’ (BCUHB 2013, page 8.)
in developing its website and social media arrangements including Facebook and
Twitter. Board meetings were open to the public and papers from the Committees
of the Board were published. More work was said to be needed to ensure that
the data presented, (particularly as it related to indicators of quality and safety)
was available to the public in an accurate, useful and relevant format. There was
no detail provided as to how this would be achieved, by whom (and when).

In 2013 the Health Board produced an Annual Quality Statement which was
described as ‘first and foremost for the public. It was intended to summarize
how BCUHB as an organisation was ‘continuously improving the quality of all the
services it plans and provides for its local citizens, in order to drive both
improvements in population health and the provision of healthcare services.
(BCUHB 2013, page 8.)

Theme 7: Culture Change Not Dependent on Government

BCUHB response

The Board report stated that BCUHB will ensure that the actions already
underway to address the issues raised in previous reports and within the Francis
Report are addressed. (BCUHB 2013, page 8.) BCUHB needed to continue to
work to create a climate which supported staff and patients to speak up when
things go wrongin a way in which they feel supported, listened to and appropriate
responses are put in place. (BCUHB 2013, page 8.)

Theme 8: Improving Services for Older People

Francis Recommendations

The Francis Report made a number of specific recommendations that related to
care of older people. These covered teamwork, communication, hygiene, and
provision of food, water, medicines and the recording of observations. (BCUHB
2013, page 9.)

BCUHB actions stated to be in place as of March 2013

BCUHB stated that The Health Board had already committed to a programme of
improvement, building on the reviews undertaken by the Older Peoples
Commissioner. As with the BCUHB response to the previous Francis
recommendations this response gave no indication of the responsible person,
the timeline for meeting the recommendation, and how BCUHB would assess for
itself that the recommendation had been met. Again the response is in the future
tense, with no responsible individual identified, no defined and specific timeline
for achievement and no discussion on how the Board would measure progress
or success. (BCUHB 2013, page 9.)
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13.5 Overview of various BCUHB documents concerning
implementation of the Francis Report in BCUHB

28th March 2013

The Ockenden team undertaking this governance review found that all the
responses in the March 2013 Board paper associated with the Francis Report are
narrative in nature and have no key performance indicators or detail on how
improvement or success would be measured or described by BCUHB. The report
did not identify how any learning would be shared organisation wide across
BCUHB. There were no indicators that would link to any organisational
performance matrix or dashboard. Finally, the BCUHB Board was asked to
support a six month update to the Board with ‘regular’ updates to the Quality
and Safety Committee. There is no indication what format the report will take
and the time line of ‘regular’ is not explicit.

13.6 Overview of BCUHB and the BCUHB Community Health
Council Board (BCCHCB) 16 May 2013 discussion on The
Francis Report

The May 2013 joint Board report provides an overview of the report Francis
Inquiry (The Francis Report 2013) to the Board of the North Wales Community
Health Council. There is a great deal of repetition to the previous report and the
report is almost identical to the previous Board paper some two months earlier.
The only additional information related to an update on the progress of Executive
implementation.

It was noted that a national approach from Welsh Government (BCUHB 2013,
page 5) to Francis was beginning to evolve. This was known as ‘Safe Care,
Compassionate Care.” (2013) This document was explicit that everyone who
worked in, or for the NHS in Wales had an absolute responsibility to serve the
public. Therefore, everyone, at every level had a part to play in driving up
standards of safe, effective, patient centred care. Patients and patient safety was
central to decision making. This document required the publication of an Annual
Quality Framework by each Health Board which focused the provision of care to
the people of Wales from a compassionate and qualitative perspective.

Learning for Wales'* from ‘the Report of the Mid Staffordshire NHS Foundation
Trust Public Inquiry’ published by the Welsh Government in July 2013 set out the
allWalesresponsetothe Robert Francis Reportinto eventsin the Mid Staffordshire
NHS Foundation Trust. It demonstrated an all Wales commitment to deliver safe
and compassionate care to all who used health services in Wales. The response
was broken down into key action areas with supportive Executive leads, a
timeline and delivery expectations. NHS Wales were very clear that this response
would not be a traditional action plan, this was in order to ensure that there is a
culture which focuses, at all times, on the needs and rights of patients.

133 http://www.wales.nhs.uk/governance-emanual/document/219549
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The minutes of the joint Board meeting show a degree of challenge from the
CHC members present around what was described as lapses in basic standards
of care in BCUHB. This included concerns around ‘provision of food and water,
(BCUHB 2013, page 5) and failures around courtesy, suggested in the minutes to
be medical staff (BCUHB 2013, page 5)

13.7 Continuing overview of Betsi Cadwaladr University
Health Board’s response to the 2013 Francis Report

(See The Quality and Safety Committee Paper 5.9.13 Item QS13/160 for further

reference). This reportin September 2013 from the Quality and Safety Committee

(a sub-committee of the Board) provided a summary of progress to date. Again, UThereisa
there is a great deal of repetition from previous reports. Additionally the Health ~ great deal of
Board had been in receipt of specific reports regarding dignity and the care of  repetition from
the elderly particularly at Glan Clwyd Hospital and this had led to formation of ~ Previous

Older Peoples Commissioner and Ombudsman Report Working Group. An early reports.?
output from this group was the creation of dignity ambassadors at ward level.

The paper concluded that:

Responding to Francis (2013) specifically was increasingly complex for BCUHB as
chronologically the report had almost been superseded or duplicated by the
2013 Joint HIW/WAO report into the Health Board, and the Duerden (2013)
report into the C. Difficile outbreak at Ysbyty Glan Clwyd (and more recently the
2013 Keogh Report into concerns raised within 14 English NHS Trusts.) External
reviews into BCUHB's ability to manage and learn from concerns were underway.

It was evident that all three national reports; Francis, Berwick*** and Keogh?'*
and the multiple BCUHB external reviews of 2012, plus those of 2013 focused on
(or considered) many of the same themes particularly the systems, structures
and processes of governance, safety, care and candour.

13.8 Key point: what do the external reviews into BCUHB of
2012-13 tell us?

e There was evidence as early as mid-2013 of a series of multiple external
reviews, both specific and individual to BCUHB and those external to BCUHB
containing recommendations of relevance to the systems, structures and
processes of governance at BCUHB.

e There was already a real risk that work to meet key recommendations either
in those reports individual to BCUHB, as in the reviews concerning maternity
services (2012 and 2013), specific HIW reports of 2012 and 2013 and the
Public Health Wales and Duerden reports of 2013 or reports concerning the
wider NHS in England and Wales could be either be duplicated or ‘lost’ in

134 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/226703/
Berwick_Report.pdf
135 https://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf
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the multiple recommendations around the systems, structures and processes
of governance at BCUHB now becoming apparent.

13.9 Key point: How much progress had the BCUHB Board
made with responding to Francis by September 20137

Very limited

The September 2013 report was consistent with the previous BCUHB reports on
the Francis (2013) Inquiry in that it was highly narrative with a lack of specific
and/or measureable progress or clear identification of issues.

BCUHB had no evidence of:
e Areconciliation of the actions still required;
e Board scrutiny of the effectiveness of the plans that the CPGs had produced;

e Triangulation of the organisational learning across BCUHB achieved to date.

13.10 Key point

Whilst the evidence outlined above showed little progress as of September 2013
report, the Ockenden review team also undertook a search on the BCUHB
website and could also not find any further evidence of organisational learning
at the time.

13.11 Key point: How much progress had the BCUHB Board
made with responding to Francis by November 20137

Again limited, the Quality and Safety Committee paper of the 7th November
2013 (see item: QS13/214.2); provided an almost identical overview of
information previously discussed.

The report described the associated Director line of responsibility and
accountability and identified the requirements needed by the Quality and Safety
Committee in order that that the Committee was able to provide assurance to
the Health Board or raise concerns to prevent a repeat of the issues raised within
the Francis report.

Some of the recommendations had been progressed with further work required
to strengthen the focus on the quality of care and safeguards to protect patients
from harm.

The Quality and Safety Committee would need to build into its annual work
programme a process for aligning the themes of the Francis review with those of
Keogh (2013) and Berwick (2013).
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13.12 Key point:

e The report is dated November 2013, and eight months have passed since
the publication of The Francis Report.

e The language still focuses on ‘analysis’ in the future tense i.e. the Director
‘will need’ rather than a plan focused on current action and measurement
of progress. This is against a history of two previous reports to the Quality
and Safety Committee and many months following the publication of the
Francis Inquiry.

e The previous reports were consistent with the presentation of this one with
a complete absence of robust and measureable data.

13.13 Conclusion

Overall, the lack of systems, structures and processes of governance within
BCUHB to drive forward in a timely manner the recommendations of Francis
(2013) were further evidenced within the three reviews into maternity services
in YGC in 2012 and 2013, the Public Health Wales Report, (2013) the Duerden
report, (2013), the external reviews of the ‘concerns’ process throughout 2013,
the Good Governance Institute review (2014), the Ann Lloyd Report®3¢ (2014)
and both the first (2013) and second Joint HIW/WAO review (2014). All of these
reports had significant relevance to the delivery of Mental Health care and
specifically Older Peoples Mental Health care as provided by BCUHB.

136 http://www.wales.nhs.uk/sitesplus/documents/861/Ann%20Lloyd%20Report.pdf
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14 Chapter 6

14.1 Progress in the implementation of systems, structures
and processes of governance as explained in the
2012/13 Annual Governance Statement and from
the perspective of current and former members of
BCUHB staff

The Annual Governance®®” statement for 2012/13 is dated June 2013.

There was an interim CEO in post at BCUHB at the time. In the section titled
‘Scope of Responsibility’ (BCUHB 2013, page 1) the statement describes
‘particular attention to patient safety and the reconfiguration of service (s) to
ensure they are safe, sustainable and affordable now and in the future. The
statement also says that in the time period under review BCUHB had worked
‘closely with partner organisations such as local authorities and the third sector
to discuss and address health inequalities and promote community engagement.’
(BCUHB 2013, page 1.)

Board responsibilities were stated to include:
e Maintaining high standards of corporate governance;

e Ensuring effective communication between the organisation and the
community regarding plans and performance and that these arrangements
are responsive to the locality’s health needs.

Board member responsibilities and those described as ‘Champion roles’ are
clearly set out on pages 2-8.

The BCUHB Governance Framework in 2012-13 as set out in the Annual
Governance Statement*® (see BCUHB 2013, page 11.)

A range of BCUHB quality, governance and annual reports from 2012-13 onwards
are available on the BCUHB website. These have been reviewed from 2012-13 to
the current day. To avoid repetition or consideration of those issues already
known only those issues that the review team consider have relevance to care of
patients on Tawel Fan ward prior to closure in December 2013 have been
considered in any detail.

At the time of publishing the Annual Governance statement BCUHB was in the
midst of the C. Difficile outbreak. The statement said that BCUHB had ‘strived to
deliver improved performance in challenging circumstances, as well as to
improve quality and safety and achieve financial balance’. (BCUHB 2013, page
11.) The statement refers to the setting up of a ‘Recovery/Delivery Board’ in
existence from May 2012, chaired by the then substantive CEO. The Annual
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138 http://www.wales.nhs.uk/sitesplus/861/page/87716
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Governance statement describes the ‘Recovery/Delivery Board as leading a
‘strategic approach to ‘Turnaround’ (BCUHB 2013, page 12.) Subsequent and
multiple external reviews and this governance review have all found very limited
evidence of a strategic review to ‘turnaround’ at the time. Instead 2012/13 marks
a period of time when BCUHB begins a process of multiple external reviews over
an extended period of time, (to the current day) with limited evidence of meeting
therecommendations and requirements of one external review before embarking
on another. This is one of a significant number of examples of the ‘outward
facing’” BCUHB presenting an altogether more positive image than that which
was the reality.

The 2012/13 Governance Statement acknowledges the difficulties experienced
by CPGs including “....significant differences in the CPGs’ span of responsibilities
which required review alongside concerted effort being needed to embed
effective models of clinical leadership and engagement’. The solution is described
as a revision and refinement of the ‘performance and accountability framework
between corporate and CPG areas during 2012-13.” This was said to ensure that
a ‘Director is accountable for each CPG and that regular meetings are held
between the Director and Chief of Staff and Senior CPG management teams.’
Former Board members including 47, 20 and 91 have described to this review
the ‘impossibility’ of making this initiative work across 11 CPGs, since it relied
upon only a small number of Executive Directors taking responsibility for those
CPGs in addition to their existing responsibilities. This is not acknowledged in the
2012-13 Annual Governance statement.

The Governance Statement acknowledged the need to both ‘build upon the
strengths of the clinical leadership model, whilst addressing the current
challenges in governance and operational delivery” The Board had agreed to
progress changes to the Executive structure, including moving the Executive
Lead for Quality and Safety within BCUHB to the Executive Director of Nursing,
Midwifery and Patient Services.

There were a number of changes to the Executive Director of Nursing, Midwifery
and Patient Services role that took place in 2013. The substantive post holder left
BCUHB in March 2013, having been in post in a legacy site pre-merger, during the
merger creating BCUHB and post-merger in the ‘new’ BCUHB from October 2009
to March 2013. An acting Executive Director of Nursing, Midwifery and Patient
Services held the role for twelve weeks from March 2013 awaiting the start of
the new substantive Executive Director of Nursing, Midwifery and Patient
Services who took up post from June 1st 2013. The Ockenden review has also
been advised of a change in the seniority of the nursing hierarchy in 2012. The
Deputy Director of Nursing role was removed from the senior nursing structure
by the then Executive Director of Nursing, Midwifery and Patient Services in
2012 and replaced with four ‘Assistant Nurse Directors’ with responsibility for
discreet functions, e.g. professional regulation, safeguarding.

At this stage an external review of maternity services at YGC has already been
completed. That review raised significant concerns regarding the leadership and
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management abilities and capacity within the then CPG structure. The authors
questioned whether the problems seen within maternity at YGC were wider than
one individual CPG and affected the whole of YGC. No measurable, visible and
definitive action was taken by the Board and the RCOG undertook two further
external reviews in August and September 2013, which were similarly critical.

14.2 Implementation of Datix at BCUHB and within OPMH

The Annual Governance Statement of 2012/13 discussed Datix as ‘an integrated
risk management solution [that] has been ‘embedded’ in 2012/13. (BCUHB 2013,
page 14.) Following on from the use of the phrase ‘embedded’ the AGS
acknowledges ‘variation in progress reported as an issue of significance’. (BCUHB
2013 page 14). However the use of the word ‘embedded’ to describe progress
when Datix was anything but ‘embedded’ will have been unintentionally
misleading. Whilst in theory at least BCUHB had a system where it should have
been able to capture and analyse information and ensure the timely investigation
of incidents from 2011 onwards this did not occur.

External reviews of the ‘concerns’ systems later in 2013 found issues within the
Mental Health and Learning Disabilities CPG such as introduction of the Datix
system without prior training. Issues with the utilisation of the Datix system
proved to be a long term problem for BCUHB generally and the Mental Health
Division and Older Persons Mental Health more specifically for a number of years
from 2009 until into the spring of 2017. This was presented to the Ockenden
review team via a number of interviewees working across BCUHB’s Older Persons
Mental Health service:

® Pressure and the amount of time ward staff spend to staff wards safely
meant that ward managers were unable to spend the time required to
review Datix appropriately and in a timely way, (Staff number 38, nursing,
describing the position in February 2017.)

e Feedback from Datix at ward level was ‘nil’ until 2015. (Staff number 53)

e Submitting Datix and getting no feedback 'not....anything closing the loop to
come back’ (Staff number 40, describing the position with Datix until
September 2016.)

e Lack of engagement by some medical colleagues as recently as the summer
of 2017. One colleague, number 79, told the Ockenden review ‘Datix, | don’t
do it personally, the nurses do it.......... At the moment | have not had any
reason to do that but if | had, | would learn how to do it..

e ‘I was shocked......I had no idea Datix was as broken as it was broken...there
were literally thousands being reviewed, with no timescale.....all they’d
actually done was just moved the problem from holding to being reviewed,
as opposed to actually reviewing and closing them down..” (Staff number 68,
describing the position with Datix across mental health in summer 2015.)

186

{pressure and
the amount of
time ward staff
spend to staff
wards safely
meant that ward
managers were
unable to spend
the time
required to
review Datix
appropriately
and in a timely
way.”

| was
shocked......I had
no idea Datix
was as broken as
it was broken...
there were
literally
thousands being
reviewed, with
no timescale.....
all they’d
actually done
was just moved
the problem
from holding to
being reviewed,
as opposed to
actually
reviewing and
closing them
down..”?



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

e Staff number 4 told the Ockenden review team ‘the systems and reporting
and the intelligence was not as streamlined and focused and rigorous as it
might have been........If that had been there it may well have detected issues
that would have manifested themselves in earlier intervention...’

e Referring to a situation that persisted in BCUHB for several years after the
closure of Tawel Fan ward staff number 25 noted the lack of ‘automatic flag
or alert system’ on Datix to identify the number of referrals against any
individual ‘by name or by ward or department..

e ‘Performance on Datix is dramatically better and has improved considerably
over the last twelve months’ (Staff number 68, describing the position with
Datix across Mental Health in June 2017)

14.3 In conclusion:

Implementation of Datix at BCUHB remained a considerable problem for several
years until 2017 after its launch in 2011/12 within Mental Health.

14.4 Key clinical risks identified within the BCUHB Annual
Governance Statement the Annual Governance
Statement or AGS (as at May 2013) included:

e Failure to manage concerns effectively and learn lessons to improve patient
safety; The AGS noted that more work is required to ensure that all incidents
are being reviewed in a ‘timely way’.

e Failure to create a climate and culture that puts the patient first;

e Failure to ensure that BCUHB had the right staff, with the rights skills at the
right time;

e Failure to provide information which supports effective governance,
assurance and decision making;

e Failure to locate and provide patient and corporate records to underpin the
delivery of safe patient care in a timely manner. (See page 15.)

The Annual Governance Statement said that ‘Measures are in place to address
theserisks, which arereported toand monitored by the Board and its Committees.’
(BCUHB 2013, page 16.) The Annual Governance Statement*® described the
development of the BCUHB Risk Management Policy (2012) — the link to access
this via the BCUHB website is found below.

The BCUHB Risk Management Policy (2012) included the objectives of:

e Creating a culture at BCUHB that puts citizens at the centre of everything
we do;

e Creating a fully ‘risk aware’ approach at BCUHB;
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e C(Clarifying that risk management at BCUHB was everyone’s responsibility.

The 2012/13 Annual Governance Statement said that the BCUHB Risk
Management Policy and Strategy included the development of ‘a robust
governance framework to achieve the highest standards of patient safety and
public service delivery. (BCUHB 2013, page 17) and that ‘there are mechanisms
in place to learn lessons from any incidents or untoward occurrences and that
corrective action is taken where required’ (BCUHB 2013, page 17)

The 2012/13 BCUHB Annual Governance Statement or AGS appears to paint an
altogether more positive picture of the success of managing ‘concerns’ than any
of the subsequent external reviews found. The Statement within the AGS said
that ‘The Director of Governance and Communications and the 3 clinical
Executive Directors together with the Director of Primary, Community and
Mental Health meet regularly to discuss clinical issues and trends in concerns
and incidents to ensure that the organisation learns from patient’ experiences.
(BCUHB 2013, page 22.) Whilst the Ockenden team would not dispute that
meetings happened ‘regularly’ as cited in the AGS — the effectiveness of the
systems, structures and processes of governance around the management of
concerns as a result of these meetings and other processes were in place at the
time were clearly questionable.

Staff number 25 advised the Ockenden review of a long term lack of sharing of
information across Sl’s, HIW action plans or complaints across BCUHB. Staff
number 25 further noted the lack of any ‘intelligence to inform or provision to
benchmark service risk or improvement or organisational briefing to enhance
awareness of service risk. Staff 25 concluded that as of September 2017 that the
only way of finding ‘any work to determine risk’ within BCUHB ‘was done by
personal research..
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15 Chapter 7

Key events across BCUHB leading up to the closure of Tawel Fan ward on 19th
December 2013

15.1 The Heddfan Unit

The Action Plan - following the unannounced ‘Dignity and Respect’ Spot
Checks at the Heddfan unit, Wrexham Maelor Hospital in February 2010

Many positives are included in the action plan as a result of the move to the new
Heddfan unit at Wrexham Maelor Hospital. Actions are mainly ‘to ensure’ (in the
future tense) that certain things happen and there are some changes to
documentation to facilitate this but how this is monitored and the timescale
over which it is monitored is not included. Training programmes are said to be
put in place.

Action Plan following HIW Inspection of the new Heddfan unit 16.5.2011.

This is found in the Divisional ‘action plan of action plans’ dated August 2015 and
updated December 2015 as provided by BCUHB. (see BCUHB 2015, MH 0029 to
0036.) The action plan, (see excerpt overleaf) draws attention to problems with
Mental Health Act documentation and a number of systems and processes
underpinning this particularly ‘Second Opinion'*®” and capacity assessments.
In addition there are concerns about the levels of activities and provision of
interpreting services. Staff training remains anissue despite the earlier assurances
and the actions to remedy this are reported as ‘ongoing with no defined timescale
for improvement to be delivered. Levels of pharmacy support are reported as
‘improved.’ (as of August 2015, four years after the visit)

15.2 HIW Inspection report: Wrexham Maelor Hospital,
The Heddfan Unit on the 15-16 April 2015

15.3 What had changed in the Heddfan unit since the last
HIW visit?

The inspectors noted many positive aspects of the service, including good team
working at ward level, with strong leadership and supportive management on
the acute and PICU wards. Patients were generally very complimentary about
staff attitudes and approach. The Inspection team noted ‘We were pleased to
learn of the good links the unit had with third sector organisations and the
advocacy service was proactive to assist with patient needs.” (HIW 2015, page 5)

As with many HIW inspections in the six years leading up to this HIW inspection
there were major issues with Estates management on all the wards and the
garden areas including the presence of ligature points. (HIW 2015, pages 9 and
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10). Concerns were also raised by the HIW team about the time nurses spent
completing non-nursing tasks such as undertaking the role of porter. (HIW 2015,
page 11). Work in open areas led to concerns about breach of patient
confidentiality on Gwanwyn ward. (HIW 2015, page 9). Issues of cleanliness,
medication recording and of poor completion of mandatory training were raised
as concerns by the HIW team. (HIW 2015, page 17). The shortage of medical staff
was also noted. (HIW 2015, page 19).

15.4 Did the attention, focus and time spent on the Hergest
unit in 2012-13 reduce the opportunities for attention,
focus and time to be spent on Tawel Fan ward?

15.5 What is the Hergest Unit?

The Hergest Unit is based at Ysbyty Gwynedd, Bangor and was built in the early
1990s. Initially there were three wards, each with 18 beds. These were Aneurin,
Cynan and Gwalchmai wards. In addition there is a Psychiatric intensive care
unit, (or PICU), known as Taliesin ward. Gwalchmai ward was closed in 2011, as
part of a move towards creating a ‘Home Treatment Team’; based within the
community. From 2009 onwards there was extensive scrutiny of the Hergest
unit. These include:

e Multiple HIW reviews and reports;
e An’Invited review’ by the Royal College of Psychiatrists — December 2013

e The Royal College of Psychiatrists (Accreditation for Inpatient Mental Health
Services), or AIMS;

e An external review, which was halted before completion, at the end of 2012;

e The Robin Holden investigation (the investigation taking place at the end of
2013, being reported to BCUHB January 2014.)

Multiple interviewees and an extensive review of internal BCUHB and external
documentation highlight a long history of inspection, reviews and concerns
regarding the Hergest unit in Bangor.

One family raised very significant concerns regarding care in the Hergest unit, at
the ‘Listening and Engagement’ exercises in the spring of 2017 — although these
concerns were from a ‘historic’ perspective in 2013. Those concerns have yet to
be investigated appropriately by BCUHB as of the end of 2017, which has caused
the family very significant distress. This example of very serious potential
concerns around poor care and poor systems, structures and processes of
governance underpinning clinical care and the failure of the concerns system
within BCUHB to have responded appropriately to this family over a four year
period (to the current day) is presented as an anonymised case study within the
report with the permission of the family, family number 21. In addition the
review considered a number of other internal pieces of BCUHB evidence, (as
provided by BCUHB), including Serious Untoward Incident (SUI) reports and
feedback from staff working within the CPG from 2009 onwards which highlighted
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to the review team the lack of systems, structures and processes of governance
underpinning investigation of concerns into older peoples mental health care
within the Hergest unit. The Ockenden governance review team further
considered a range of correspondence between HIW and BCUHB and reports
regarding the Hergest unit from 2009 to the current day.

The Ockenden team found that interviewees, (both current and former BCUHB
staff) in 2017 appear to see the issues around the Hergest unit from completely
opposing viewpoints. Those who were working within or had worked within the
Hergest unit remained angry at how they believed they were treated by the then
management team from 2009 onwards, with particular reference to the time
periods of 2010 onwards. An external review of the Hergest unit (Holden 2014)
appears to validate that viewpoint. Those managing the situation within the
Hergest unit (and across all other mental health services in North Wales) saw
and still see the situation differently. They described a unit with concerns raised
about it by HIW, The Royal College of Psychiatrists and within SUI reports from
2009-2016. They describe extensive work over a prolonged period of time to try
and improve upon these many concerns and then describe being subsequently
unsupported by the BCUHB Executive team, when they made difficult decisions.

Overall each of the reviews and reports seen have much positive feedback
regarding the staff working within the Hergest team. However, over a number of
years, the HIW reports particularly are characterised by repeated
recommendations for improvement (particularly around estates and staffing)
that BCUHB do little if anything to resolve.

15.6 HIW visits to the Hergest unit from 2009 onwards

The earliest records seen by the Ockenden team were from the HIW Inspection
of the Hergest Unit dated 30 and 31st July 2009. The letter to the then CEO of the
North West Wales NHS Trust is dated 1st September 2009, just a month before
the creation of BCUHB. The letter from HIW is sent promptly by HIW to BCUHB
within a month of the HIW visit. There is minor redaction of the letter, which was
previously unpublished.

It should be noted that practice over much of the period covered, (from 2009 to
2014) was for HIW to feedback verbally to the local management team
immediately following a visit and then to feedback more formally in a letter to
the Health Board Executive team. The personal nature of information in these
reports was such that they were not published for wider scrutiny. This practice
has now changed with formal reports being posted on the HIW website (Letter
CEO HIW to Donna Ockenden 28th February 2017). An extensive range of
unpublished HIW reports from 2009 onwards, with some limited prior redaction
by HIW to ensure that personal data, (patient information) was not disclosed
have now been shared with the governance review by HIW. The Ockenden review
team agreed with HIW that the redaction by HIW was very limited and appeared
to be completely appropriate. (Letter to Donna Ockenden from HIW, dated 30th
October 2017.)
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Four HIW visit reports were reviewed covering the period September 2009 to
August 2012.

The following were the main issues identified, and said by HIW to be requiring

acti
[ ]

on and improvement in the Hergest unit as of September 2009:
Inappropriate admission of adolescent patients to the wards;

The lack of a Section 17! leave policy, which still required development
‘despite several audits having been carried out previously by the MHA
administrator.” (HIW 2009, page 2)

Lack of occupational therapy and activity programmes, with staff informing
HIW that service reductions had been ‘made for financial reasons.
(HIW 2009, page 1.)

‘Dormitory rooms, which offer little privacy or dignity to patients’ (HIW 2009,
page 1)

Concern around staffing levels, ‘it was reported and observed that staff
resources appeared to be stretched whilst trying to meet both the needs of
all patients and the duties of the staff, given the levels of acuity and
challenging behaviour of patients. (HIW 2009, page 4.)

15.7 The significant positive comment made by HIW included

Describing staff being ‘supportive to each other.
The ward manager as sensitive to their [staff] needs;

Staff training and development was described as a ‘high priority with
mandatory training and Mental Health Act training up to date.” (All, HIW
2009, page 2.).

‘Staff were observed to treat the patients with respect and dignity;” (HIW
2009, page 3.)

Mental Health Act documentation was found to be in good order throughout
the visit.

There is a further visit to the Hergest unit just over a year later in October 2010
and again HIW write promptly to the then CEO of BCUHB, within a month of the
visit. There is much positive feedback of the Hergest unit again, specifically

aro

und:
Appropriate trainingin ‘Control and Restraint’ and ‘De-escalation techniques’

Positive interactions between staff and patients, ‘with patients being treated
with dignity and respect’ and ‘very evident’ interaction between patients
and staff that was ‘caring and respectful;’ (HIW 2010 pages 1 and 2)

Good patient access to advocacy services
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e Mental Health Act documentation was found to be in good order (All - HIW
2010, page 1)

15.8 Concerns raised by the HIW team regarding the Hergest
unit in 2010:

e Poor staffing levels, particularly on Aneurin ward, leading to ‘limited patient
attention’ and patients raising ‘concerns of boredom,” this was said to be
made worse by the loss of vacant posts (HIW, 2010, page 1)

e Staff described a ‘remote management style’ with staff reporting that whilst
they ‘are flexible to make appropriate changes....they feel they are not
sufficiently informed at present....

e Closures of other EMI units had increased pressure particularly on Aneurin
ward, resulting in ‘the placement of vulnerable elderly patients onto an
acute admission ward for working age adults.” (HIW 2010, pages 1 and 2)

e Concerns with ligature points were mentioned as an issue with fixed rather
than collapsible rails in patient wardrobes; (HIW 2010, page 1 and 2)

e A lack of patient activities particularly on Aneurin ward;

e |nappropriate admission of an adolescent onto Gwalchmai ward for 8 days
due to the CAMHS ward being shut due to staff shortages; (HIW 2010, page 3)

e A serious incident had occurred involving patient violence, aggression and
property damage in Taliesin. Staff had described issues around the ‘lead
consultant role” which had led to an alleged lack of involvement of other
consultants. This had been escalated to the CPG senior management team
but had not been resolved.

15.9 HIW visit to the Taliesin ward in Hergest unit (April 2011)

The Taliesin ward was visited by HIW because two wards were said to be closed
due to an outbreak of Norovirus and one ward closed in order to develop a new
Home Treatment team. There was a delay in HIW writing to BCUHB with the
letter to the then CEO being sent 10 weeks after the visit. Despite the outbreak
of Norovirus, the domestic ward cover (due to sickness of the regular domestic)
was said to be only 20 minutes a day. There had been no deep cleaning and
general standards of cleaning had not been maintained. (HIW 2011, page 1.)

Concerns within the HIW letter to BCUHB were around staffing and most
importantly the lack of Responsible Clinicians**? for some patients detained
under sections of the Mental Health Act. Lack of activities on the ward is also
highlighted. A combined Divisional action plan dated December 2014 and
updated August 2015 on a sixty two (62) page spread sheet refers to an HIW visit
to the Hergest Unit on this date. The August 2015 update, (more than four years
after the HIW visit) describes a locum Responsible Clinician in place, with a failure
to appoint after interview in June 2015. The post is said to be re-advertised but
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‘interview dates unknown’ (BCUHB 2015, page 1.) There is also an August 2015
update regarding the situation with domestic staffing. The Divisional action plan
describes a meeting with the domestic manager in June 2015, as ‘MHO0011’
(4 years after the visit) and the comment is ‘This situation has improved.

The divisional action plan, provided to the review by BCUHB which covers HIW
inspections and other visit and external reviews concerning Mental Health
services at BCUHB is of concern. It is sixty two pages long and has 411 separate
actions within it. It appears to have been collated in August 2015 and updated
December 2015 and contains incomplete actions from February 2011. (See
BCUHB 2015, pages 1&2 (excerpts below).

11708/2015

MHOO11  |HW visit |12/04/2011 |Hergest West Taliesin Stafling The regular domestic staff member was currenthy on sick leave and the
ward had been given cover of only 20 minutes per day. It was reported to
our reviewer that as a result, there had been no deep cleaning and general
cleaning standards had not Been maintainad. The Health Board are
requested to ensure & full cleaning rota for the ward can be maintained and
advise HIWV of the actions taken

MHO012  [HIW visit |12/04/2011 |Hergest West Taliesin Staffing It was highlighted to our reviewer that there was a significant issue

11/08/2015
regarding the lack of responsible Clinician on the ward. The previous
Responsible Clinician had moved to a new job and a new RC was currently
on matemity leave. Cover was by a consultant based in Wrexham for one
day a week, who had reportedly made one visit since February. The role of|
the RC is integral to the care of detained patients, as they have
responsibilities around areas such as:

MHO014

HIW visit

12/04/2011

Hergest

West

Taliesin

MH Act

The Mental Health Act Office identified four detained patients in the 11/08/2015
Hergest Unit and three patients without a responsible Clinician. Ward staff
raised concerns regarding the effects on both patients and staff of what
they feel is insufficient RC cover_ In addition, during an interview with our
reviewer, a patient also raised concerns that they felt they were unable to
take leave because there was no RC to authorise it. The Health Board is
requested to inform HIW when those patients identified as not having a RC

have been allocated one.

15.10 HIW Inspection of the Hergest unit 21-23rd August 2012

Workforce and workforce related issues are cited as a particular concern within
this report (HIW 2012, page 26) including problems with recruitment, staffing
levels, medical cover, supervision, preceptorship support for newly qualified
nurses and appraisal being raised. This report (HIW 2012 page 20) highlights
again issues with staffing and says ‘there was limited time for staff — patient
interaction. Staff acknowledged that due to pressures on their time that
occasionally they were required to prioritise patients and felt that they may
respond to patients that were more demanding rather than those patients that
required the assistance.” (HIW, 2012 page 20.) The report note that teamwork
was good with staff supporting each other across professions and taking pride in
their work. However due to gaps in the rota caused by vacancies and sickness
staff acknowledged that ‘they survived on the goodwill of colleagues....” (HIW
2012, page 20.)

The report highlights bed pressures and that due to this the beds that were
allocated to patients on overnight leave were then used for admissions. BCUHB
were told by HIW that they must review and monitor admissions and bed
capacity to ensure that there were available beds should someone return from
leave earlier than planned. (HIW, 2012, page 24.)
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The report highlights continuing problems within patient records, particularly
with finding relevant documentation in relation to the Mental Health Act, (HIW
2012, pages 23 and 24) and appropriate recording of medication administration.
(HIW 2012, page 23.) Concern is expressed by HIW around the lack of patient
therapies, activities and an inability for patients to undertake escorted leave.
(HIW 2012 page 27) The review has been provided with a blank copy of an ‘action
plan” which is undated. (See HIW 2012, pages 33 to 41.) This report identified
many of the issues that arose in previous visits to the Hergest unit, starting in
2009 and continued to arise within the Hergest unit over subsequent years.
There is little evidence of BCUHB taking any effective action to meet any of these
recommendations from 2009 to 2012.

The undated action plan developed following the August 2012 HIW visit
covered the following issues:

1. Application of the Mental Health Act —largely the onus for this appeared
to be placed on the Mental Health Act managers to ensure all
appropriate processes were completed in a full and timely manner.

2. Formanagement of beds the action plan has few constructive proposals
beyond the need to commission further reports.

3. The concerns regarding the ward environment — most problems are
placed under the auspices of a ‘Hergest Improvement Programme’
(later known as the HIP) but with little concrete information about
specific actions and timescales.

4. Privacy and Dignity —little is said other than ‘options are being explored.

5. The multi-disciplinary Team - staffing levels, ward reviews and
supervision are all being ‘looked at. (No information was provided
either in the action plan or to the Ockenden governance review
regarding specific actions or a timescale against which these would be
delivered.)

6. A letter was shared with the Ockenden review sent to the then CEO by
a consultant (Letter to CEO, dated 5th November 2012.) The letter
raises a number of specific concerns about the action of individuals
which is not the remit of this governance review. Importantly, however
the letter highlights an apparent difference in vision between the CPG
management team and some clinicians working with in the unit. There
is a divergence of views on the philosophy of care and the actions
required to resolve staffing issues and a range of other issues. HIW had
been raising staff concerns regarding the ‘remote management style’ in
the Mental Health CPG since November 2010. It appears little has been
done to resolve the concerns which appear to be growing rather than
reducing.

7. Patient therapies and activities — the only detail contained within the
action plan is that a timetable has been ‘drawn up.

{{BCUHB were
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15.11 Hergest update (Quality and Safety Log) September 2012

An internal BCUHB document ‘Update for the Quality and Safety Log’ dated 7th
September 2012 has been provided to the governance review. This was prepared
by the then ACOS Nursing and the Chief of Staff at the request of the then
Executive Director of Nursing and Midwifery. The report says that ‘issues have
been noted through a number of serious untoward incident reviews, ranging
from escalation procedures, reporting arrangements, clinical processes and MDT
working.. (BCUHB, 2012, page 1.)

The update paper refers to the CPG having already commissioned an external
review of the Hergest unit. The review was to commence in November 2012,
with a report due in December 2012. (BCUHB, 2012, page 1.) An undated Terms
of Reference for that review has been provided to the Ockenden governance
review team. Staff number 4, advised the review of concerns regarding teamwork,
a number of quality indicators around the Hergest unit, concerns with service
user experience, and a number of adverse incidents and events. Therefore staff
number 4 advised the review ‘it was felt some external support would be
helpful...’

Also provided to the review was a letter from the lead of the review team to the
then interim CEO dated 15th December 2012 outlining a number of very serious
concerns with the Hergest unit. These are described as having been ‘drawn to
our attention in the initial listening and gathering of information stage of the
review. (Letter dated 15th December 2012, to then CEQ.) Staff number 4 advised
this review that the initial work had found a ‘range of issues....around relationships
between medical staff and others......issues about the environment.....issues
about service user experience and some of the feedback [they] picked up from
service users......pointed to an environment and a culture that was not conducive
to positive care and good mental health and wellbeing..

Staff number 11 advised the Ockenden governance review via a written statement
that ‘staff members in the Hergest Unit expressed opposition with the review.
Staff number 4 advised the review ‘the judgement that was formed was that the
issues identified could not be ignored, there needed to be a very detailed
response plan around that.......... Staff number 4 described to the Ockenden team
a desire for a ‘positive co-creative way of working with staff to improve things......
and a plan was developed that was termed the Hergest Improvement Plan........

15.12 The Hergest Improvement Programme (HIP)

The HIP commenced in January 2013, and was in place until September 2014.
This process is described as an ‘intense period of leadership and operational
management Staff number 11 said of the HIP ‘the ever increasing and complex
role within the Hergest unit demanded considerable amounts of time and energy
....between January 2013 and September 2014

The HIP was made up of eight work streams, (see the minutes of the Hergest
Improvement Group meetings dated 4th and 27th February 2013.) The progress
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of these 8 work streams were fed back to the Quality and Safety Committee.'*?
The feedback is grouped under four headings:

a) Service user/carer experience;
b) Management & Leadership;
c) Learning lessons;

d) Acute Care and Home Treatment.

Progress and priorities are noted. There is little discussion of any of the difficulties
experienced in the delivery of the HIP and the Committee is invited to receive
the report.

In May 2013 The Delivery Unit of Welsh Government were invited to undertake
a review of the Mental Health Measure Compliance. This was delivered in June
2013 with the findings prioritised for the HIP. Applying the Royal College of
Psychiatrists (2011) ‘Do the right thing: How to judge a good ward’ standards**
the NHS Delivery Unit noted that only one standard was met in full, 8 partially
and one not at all. Concerns were again raised about activities, access to
psychology, 1:1 protected time and the lack of a therapeutic environment. The
report concluded that the requirements of the Mental Health Measure were not
being met.

15.13 HIW visit to the Hergest Unit 2013

Letter dated 26th July 2013 from the Director of Governance and
Communications at BCUHB, in response to HIW. (Letter from HIW dated the
5th July 2013)

This letter is sent out with an accompanying eleven page action plan. Issues that
have been raised by HIW in previous inspections since 2009 and had been found
in multiple action plans on a number of occasions are found repeated once again
within this action plan.

1. Application of the Mental Health Act — again the onus is placed on
Mental Health Act Managers to provide greater assurances around
processes. A project group to improve clinical recordkeeping is expected
to report in September 2013.(BCUHB 2013, pages 1-4)

2. The wards — the action plan states that ‘reports’ concerning patient
flow are awaited as are ‘discussions’ with estates. These issues are said
to fall under the HIP (BCUHB 2013, pages 4-7)

3. Privacy and dignity — The action plan states that patient flows are being
‘reviewed’ as is patient privacy on the telephone. (BCUHB page 7.)

4. Safety—Ligature risk assessment has been undertaken and the seclusion
policy and associated monitoring is now in place (BCUHB page 7.)

143 see Committee Paper 7.11.13 Item QS13/216.1 as an example
144 https://www.rcpsych.ac.uk/pdf/OP79_forweb.pdf
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5. The multi-disciplinary team, (BCUHB 2013, pages 8-10) The action plan
states that recruitment remains an issue, ward review timetables,
supervision and appraisal are ‘to be monitored.”

6. Patient therapies — The action plan states that ‘proposals are in place’
There is no detail as to what these proposals are or the timescale for
delivering them. (BCUHB 2013, pages 10-11.)

15.14 Other sources of information on the Hergest Unit
considered by the Ockenden review team:

1. The Senior Management ‘Team Minutes’ of a meeting held on the 26th
July 2013 state that:

‘Hergest & Dryll y Car HIW action plans — ‘been agreed and to go to
Corporate today.” (BCUHB 2013 page 2) The Senior Management Team
Minutes of the 2nd August 2013 note that ‘Y responses gone to
Corporate.

2. There is further discussion around the Hergest Unit at the Senior
Management Team dated September 13th 2013. See ‘Item 6. Healthcare
Inspectorate Wales

X — Normal procedure would be to ask Matrons to work through action
plans with Y to collate. The minutes say ‘procedure for Hergest outside
this standard practice’” (BCUHB 2013, page 3.) In having a different
process for the Hergest unit this suggests that there is a greater concern
for the Hergest Unit at this time (BCUHB 2013, page 3)

15.15 The Royal College of Psychiatrists Report into the
Hergest Unit (2013)

This report was commissioned by BCUHB in October 2013 and reported in
December 2013. The Royal College of Psychiatrists report stated ‘The day to day
running of the Hergest unit does not appear to be posing immediate concerns in
relation to patient safety. However a key issue is that staff, including consultant
staff need to acknowledge that there is room for improvement at the Hergest
unit as in all services...” (RCP 2013, page 14.) There were a number of
recommendations.

Key Recommendations included the following:

e A review of the management structure to develop a locality based senior
management team (RCP 2013, page 15.) HIW had been raising similar
concerns regarding the remote nature of the CPG management team since
2010.

e Adevelopment programme for managers and nursing staff including support
for ward managers to be able to manage their defined areas;

e A training programmes for nurses involved in urgent assessment, also
involving peer support and mentoring; (RCP 2013, page 16 and 17.)
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e Engagement by staff in quality improvement initiatives;
e A revision of the nursing establishment;

e Urgent consideration to the provision of care for patients with physical
dependency needs;

e Electro Convulsive Therapy (ECT) should be provided in a neighbouring
approved unit. (RCP 2013, pages 15-17.)

15.16 MHLD CPG Senior Management Team Meeting 17th
January 2014

‘Hergest Action Plan’ — X updated meeting. ‘Unannounced visit from HIW on 2nd
December 2013 raised a number of concerns regarding poor professional
relationships, lack of staff engagement with the change process, low staff morale,
concerns regarding availability of staff to meet a variable patient group, dignity
of care issues with the mix of frail elderly patients with other mental health
patients. Estates issues. HB now approved an action plan to meet HIW
recommendations’ (BCUHB 2014, page 2).

Letter dated 17th December 2013 to the then CEO following an HIW inspection
of the Hergest Unit on the 2nd, 3rd and 4th of December 2013

The letter, (HIW 2013) cites a number of positive findings including staff co-
operation with the visit, unit refurbishment, patient activities, and patient
experience. (HIW 2013, page 1) They also note that Taliesin Ward (the Psychiatric
Intensive Ward (PICU)) is functioning reasonably well. Twenty one (21) significant
concerns are enumerated, (HIW 2013 pages 2-4.) highlighting the relationships
between some ‘Responsible Clinicians’ and some nursing staff as being poor, lack
of engagement in change, poor morale, lack of training, poor supervision and
managers not being empowered to initiate change (identified in previous visits).

Also identified by HIW in a previous visit in August 2012 was the wide variety of
patients (both frail older adults, working aged adults and adolescents) on the
wards and a need to review the admission criteria, as was the state of the
seclusion room. There were significant environmental concerns. Care
documentation was often poor in relation to risk. Patient information was visible
to all on a white board and the ECT suite remained in only very occasional use
with concerns about competence. (HIW 2013, page 4.). This letter to the interim
CEO of BCUHB was sent from HIW within two weeks of the visit, sent to the Chair
of BCUHB and circulated also to the Delivery Unit at Welsh Government. (HIW
2013, page 5.) HIW have advised the Ockenden governance review team that
the speed of sending the letter should not be considered per se as a reflection of
the seriousness of the issues within it, rather that ‘this was a period when we
were specifically seeking improvement to the timeliness of our reporting.” (HIW
2018 to Donna Ockenden.)
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Response from BCUHB to HIW

The then interim CEO responded to HIW in a letter dated 10th January 2013
(probably 2014). The combined letter and action plan is lengthy at 22 pages and
responds with the steps taken to mitigate the concerns under several headings.
Much of the content of the 2013 action plan has been seen in previous action
plans.

e Engagement

An external consultant has been engaged to advise and facilitate engagement
with the nursing staff with weekly senior nurse meetings and a leadership
‘away day.

A ‘Hergest Medical Group’ is being established and the local management
team is being supported with links to other areas of the Health Board.
e Staffing.

Basic Life Support and Fire training has taken place with ‘a plan’ to improve
appraisal and supervision rates.

An assurance framework to monitor training and a ‘range of quality metrics’
are reported to the Clinical Programme Group governance arrangements.

Recruitment ‘has taken place’.

e Bed Usage and Dignity of Care

Reconfiguration of the beds has occurred to allow for reduction in beds and
a specific frailty area.

ECT is not currently provided at the Hergest Unit.

e Estate.

The Board will take further guidance on the changes required for the seclusion
room whilst changes have been made to protect confidential patient
information.

15.17 ‘The Holden Investigation.
Author Robin Holden
Report date: January 2014

This investigation and the subsequent report was commissioned under the
BCUHB Raising Staff Concern/Whistleblowing Policy (WP4). The Holden
investigation was also informed by previous recommendations made by HIW,
the NHS Wales Delivery and Support Unit (DSU). The report describes liaison
with the Royal College of Psychiatrists who were undertaking an ‘Invited review’
in the Hergest unit at a similar time, at the request of BCUHB. HIW also undertook
a further unannounced inspection at the beginning of December 2013. (See
Holden 2014, page 1)
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Summary of Content

There were said to be thirty one staff concerns, (Holden 2014, pages 3 and 4,)
which are organized in the Holden (2014) report into five main themes.

e Weaknesses in communication (Holden 2014, pages 5 and 6)

e Atop down management style taking little or no notice of the views of staff.
(Holden 2014, pages 7 and 8)

e A culture of bullying and intimidation from senior managers (Holden 2014,
pages 8 and 9)

e High levels of bed occupancy and inadequate staffing to meet the needs
of the patients in the Hergest Unit, which is described as being ‘chaotic’;
with managers being unresponsive to the situation. (Holden 2014, pages 9,
10, 11)

e Low staff morale, with members of staff experiencing upset and concern
that they are unable to complete their duties adequately, by the end of their
shift; often phoning in worried they may have omitted something. (Holden
2014, page, 11)

Each of these five themes is then examined in some depth in the Holden
investigation (2014) following interviews with ward staff and managers. In each
theme significant problems are identified. Holden states ‘With the exception of
Taliesin Ward, the Hergest Unit is in serious trouble. Relationships between staff
and management at matron level and above have broken down to a degree
where patient care is in undoubtedly being compromised.” (Holden R 2014,
page 11)

‘The lines of communication are critically weak and although regular management
returns are received from the wards one has to question whether these
adequately reflect the worrying standards of the care being provided and the
inherent level of clinical risk. These systemic communication weaknesses have
been brought about, to a large degree, by a lack of presence on the wards by
senior managers.’ Holden acknowledges the lack of presence by senior managers
on the Hergest unit thus ‘To be fair, this lack of presence is understandable to a
degree, bearing in mind the geography of the BCUHB, the complexity of the CPG
and the distances that the senior management team have to travel to discharge
their duties..” (Holden 2014, page 12)

Staff number 4 told the Ockenden review ‘I think there’s no doubt, that looking
back, there are examples of where the management style adopted and the
approach adopted was probably less than it might have been in dealing with
some issues ... or tensions within the unit ... and that tension continued and
elements of that tension remain today and have been there for a long while.
A staff member working within Older Peoples Mental Health (but outside the
Hergest unit) told the Ockenden review team ‘There seemed to be a lot of feeding
up (of concerns) ... but not necessarily coming down..
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Another staff member, number 54 working within the CPG at the time told the
Ockenden review team ‘It’s critical that the information comes the other way
because otherwise the staff don’t know what’s happening and how can you work
within an organisation if you don’t know where your organisation is going and
changing...” . Staff number 54 continued: ‘So there was a great communication
gap ... | don’t know whether they were trying to communicate but nothing
bridged that gap...”

Whilst acknowledging the usefulness of the Hergest Improvement Plan, (HIP),
which includes multiple HIW recommendations, alongside the recommendations
from the previous DSU report, Holden states: ‘There is no agreed vision or shared
values to underpin the HIP. All eight work streams are being implemented
concurrently and at pace. The process of change is seen as bewildering at the
ward level. The HIP, consequently, has little ownership at the ward level and is
seen as a top down, distant document of low priority on a day to day basis/
(Holden R 2014, page 12)

Describing the situation regarding the lack of staff training and development
Holden says: ‘There has been a critical underestimation of the training and
personal development required by qualified and unqualified ward staff in order
to prepare them for the journey ahead. (Holden R 2014, page 12). On staff
morale Holden says: ‘Staff morale has plummeted. Staff feel unheard and
powerless. There is no trust in the managers above ward level. Consequently
any management interventions, even if well intentioned, are open to
misinterpretation, further reinforcing the belief system that has become
established.” (Holden R 2014, page 12).Nineteen recommendations are made
by Holden. (See Holden 2014, pages 12 and 13.) Many of them, can be seen to
have developed and become greater problems for the Hergest unit over time,
largely due to the continued non-compliance and lack of progress seen by BCUHB
in the presence of repeated HIW recommendations from 2009 onwards.

15.18 HIW Inspection of the Hergest Unit 12th, 13th and 14th
of May 2014

The letter dated 2nd June 2014 from HIW to the interim CEO, was sent within
two weeks of the visit. Verbal feedback had been provided to the Executive team
onthe 14th May 2014. Overall, some positive aspects were noted. These included
staff engagement with the HIW inspection, rapport between patients and staff,
patient reports, the involvement of the Mental Health Act (MHA) administrator
and development initiatives such as AIMS (Accreditation for Inpatient Mental
Health Services). Again Taliesin ward (the PICU) on the Hergest Unit is noted to
function more effectively than the other wards — perhaps because they have a
single ‘Responsible Clinician.” (HIW 2014, page 1.)

The report stated that improvements had been made in staff numbers and
governance with a number of groups taking place weekly or monthly. There had
been an improvement in staff morale. However the issue of the seclusion room
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remained with its lack of privacy and dignity. (HIW, 2014, page 2.) This had been
previously highlighted by HIW in December 2013 and August 2012.

The ‘frailty rooms’ were a step forward but had not progressed far enough.
A consultant psychiatrist was still recommending the ECT suite be used and it
required decommissioning. Care documentation remained poor in five sets of
notes reviewed by HIW and multiple issues were cited. (HIW 2014 pages 3 and 4)

Transfers between wards were undertaken in inappropriate ways and training in
Restrictive Physical Intervention'*®, was not complete. (Page 4) Supervision and
appraisal for medical staff needed to be embedded in professional development
and there was little assurance this was the case. The level of concern was such
that the Health Board was required to submit a detailed action plan to HIW by
the 23rd June 2014. (HIW 2014, page 5)

A fourteen (14) page action plan resulted from this visit which was then updated
in August 2015. The Ockenden review has been provided with a copy of the 2015
action plan by HIW.

a) The seclusion room — A review took place on the 16th June 2014 with
‘areport pending’ and an ‘intention to review seclusion policy’ The work
was described as complete in May 2015.(BCUHB 2015 pages 1 and 2)

b) Frailty — A final paper was to be agreed setting out a short term plan for
frail patients. A further meeting was arranged for July 2015.

c) The ECT suite had been decommissioned. (BCUHB 2015, page 4.)
d) Patient information — Completed in August 2015

e) Poor documentation — Memos sent out re general points (including
Mental Health Act issues) and the specific patient records reviewed.
Task and Finish groups were set up by September 2014.

f) Training — dedicated resource to update this information and ‘ensure
monthly reports are scrutinised at senior nurses meeting.’

g) Restrictive Physical Intervention — between 48 and 92% in June 2014
and 64% (Cynan) and 100% (Aneurin) and 75% in Taliesin in August
2015 (BCUHB 2015, page 8.)

Board Paper 3.6.14 Item 14/118.1 and 14/118.2 (BCUHB 2014, page 7)

This update presented by the then interim CEO updates the BCUHB Board on the
progress in Hergest to include the HIW visit) and the Royal College of Psychiatrists
(RCP) report of December 2013. The update does not mention the Robin Holden
investigation and report of January 2014. It invites the Health Board to note the
progress in addressing the issues of the HIW and RCP action plans. It does not
ask the Board to recognise the challenges still facing the Hergest unit or ask the
Board to become involved in addressing those challenges. The BCUHB Annual
Governance statement notes that: ‘A number of new risks have been identified
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during 2013/14 which are part of the corporate risk register. They included the
following:

e Inability to attract and train qualified staff with appropriate skills and
competencies;

e Failure to locate, provide and modernise patient medical records;

e Failure to provide safe patient care at the Hergest Unit. (BCUHB 2014
page 14)

Quality, Safety & Experience Sub Committee (see Item 15/25 Date of meeting
17.2.15.)

This February 2015 paper to the Q, S and E Sub Committee provides an update
on continued progress within the Hergest unit following previous briefings made
to the BCUHB Quality & Safety Committee in May and July 2014. This paper
describes the work that has been progressed in the Hergest unit since the HIW
visit of May 2014 which has been significant and is beginning to show results.
However there are some areas that have been very difficult to resolve including
the seclusion facility and job planning and appraisal for consultant staff. The
seclusion facility is described as completed in May 2015 in the action plan arising
from the HIW visit, updated August 2015. No further details were available on
consultant job planning in that action plan.

Whilst there is a recognition that there remain problems within the Hergest unit
the Committee is not asked to assist with these issues and they are not clearly
articulated in the body of the report. Minutes of this meeting suggest that
despite this report and the positive aspects, members were still not convinced
that the level of assurance was sufficient to allow the frequency of reports to be
reduced. BCUHB 17.2.15, pages 3 and 4). The minutes also record the need for a
‘more robust’ tracker system for the actions plans following HIW visits. (BCUHB
17.2.15, page 6 and 7). This had been and remains an ongoing concern in BCUHB
to the current day, (end of December 2017.)

The Senior Management Team minutes dated the 24th April 2015 note the
following (see 2015 04.10.7.1, page 3) ‘HIW Letter — A letter has been received in
respect of matters which the HIW wish to have us take immediate action’

a) Action plan to resolve estates issues;

b) For us to demonstrate that the instruction regarding nursing staff and
cleaning is altered in order that the nurses are spending time caring for
patients;

c) Action plan for improvement in the mandatory training levels as seen
on wards’.
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15.19 HIW Inspection of the Hergest Unit 6-8th January 2016

This HIW inspection found a number of improvements.

a) The seclusion room (now the Intensive Care Suite or ICS) had been
appropriately modified;

b) Patient information was now covered when not in use;

¢) Mandatory training had significantly improved across the wards in the
Hergest unit;

d) Supervision was now documented;

e) The achievement of AIMS reflected these improvements as did staff
morale;

f) Advocacy had improved.

However there were a number of continuing and long term concerns
a) Issues remained about the management of beds;

b) The levels of staffing reflecting a number of vacancies across the wards
within the Hergest unit;

c) Ligature assessment revealed continuing risks and this required urgent
attention.

15.20 NHS Wales Delivery Unit ‘Assurance review’ May 2016

Field work for this assurance review took place between the 16th and 20th May
2016. (NHS Delivery Unit 2016, page 3.) A wide range of recommendations
resulted around:

The safeguarding of patients

Thisincluded concerns around the use of the PICU for older adults and particularly
those with dementia needs. Where such an admission was unavoidable,
additional safeguards would need to be ensured.

The provision of quality care and treatment

There was a need to improve care and treatment planning, to ensure that care
plans were developed in partnership with patients and their carers and were
person centred and outcome focused. Positive practice seen in a number of units
should be shared across BCUHB.

The creation of a dementia and older person friendly environment

BCUHB needed to do more to improve access to activities on the wards, and
ensure equitable access to OT and psychology. There needed to be continuing
environmental reviews with specific reference to anti ligature work. Good
practice seen in a number of units should be shared across BCUHB.
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The involvement of carers and families

Carers should be involved to ensure that a patient’s life history was known.
The continued roll out of Johns Campaign and ‘Care to Talk’ should be ensured.
BCUHB needed to ensure that there was an increase in carers receiving a carer
assessment in line with The 2014 Social Services and Wellbeing Act (Wales).
Concerns around the continued use of Tegid ward as expressed by some carers
should be built into an ongoing strategic review of estates by BCUHB.

Leadership and oversight

The work underway to revise the MHLD Divisions organisational structure
needed completion. The new governance structures must be kept under review
to ensure they continued to deliver effective channels of communication
throughout the service and that strategic planning translated into operational
delivery and improvement. There needed to be continued use of annual reviews
and the appraisal process to continue to develop staff.

Learning lessons from concerns

There needed to be a greater focus on the delivery of action plans, ensuring that
the actions from within action plans were implemented. There needed to be
further development and embedding of the systems, structures and processes
around learning from serious incidents, claims and complaints.

Workforce development

The original work undertaken on the Hurst*® benchmarking, needed to be
revisited and there needed to be a clear strategy to deal with nursing vacancies
across the service. There needed to be robust workforce plans developed to
ensure sustainability of the multi-disciplinary team and appropriate skill mix.
(NHS Delivery Unit 2016, pages 4-6)

15.21 NHS Delivery Unit: Follow-up visits to Mental Health
inpatient units serving Older People

Following the May 2016 NHS Delivery Unit report it was agreed that a revisit to
the three (3) mental health units of greatest concern during the initial assurance
review would be undertaken. The wards visited were; Taliesin (Psychiatric
Intensive Care Unit), Cynan (male ward) and Aneurin (female ward) on the
Hergest unit, Cemlyn ward at Ysbyty Cefni and Tegid ward on the Ablett Unit
Ysbyty Glan Clwyd. The visits took place on the 2/3 February 2017. The report
concluded that:

e Progress has been made in all of the units since the initial assurance visits.

e \Work has commenced to improve the ward environments with some of the
developments being of a significant scale.

146 See footnote 56
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A capital programme has been developed to further improve the overall
estate which will, if completed, significantly enhance older adult mental
health provision. The speed of progress with the environmental
improvements achieved to date was welcomed but it will be important to
sustain this progress in the coming months.

A number of the concerns identified at the time of the initial visit related to
the case mix on a number of the wards, in particular those within the Hergest
unit remain. Whilst steps have been taken to try to mitigate these difficulties
the case mix remains a challenge on a number of the wards. This needs to
be kept under continuous audit with further steps taken to reduce the
necessity for adults of working age and older age adults being admitted into
the same wards. This had been a long term concern in multiple HIW reports.

Work was underway to improve the culture on the wards and continued
with a well-structured programme of Dementia Care Mapping being rolled
out across BCUHB and training initiatives being used to develop staff skills.

The recent implementation of a service management structure within the
Division appeared positive, with staff in some areas commenting that this
has improved relationships and familiarity and support from senior
management.

Staffing and recruitment was a continuing barrier to progress impacting on
the availability of multi-disciplinary input and a continuing reliance on bank
staff and in some cases agency nursing staff.

Additional Occupational Therapy (OT) input and OT technician support was
described as impacting positively upon the quality and culture on a number
of the wards. Service user representative feedback in May 2017 emphasised
the fragility of the changes being made to the OT structure within some of
the wards. Service user representative 11 told the Ockenden review team
‘When | was | was visiting the Hergest Unit at Ysbyty Gwynedd recently | was
told that the 2 activities co-ordinators were off on sick leave for a month
each. They had not been replaced and no activities had been arranged for
the patients — except for a bit of gardening’. (Service user representative
feedback 8th May 2017, Bangor)

Whilst efforts have been made to improve the way language is used to
describe patients in the case notes this had not led to a wide ranging
improvement in the quality of Care and Treatment Plans. This remained a
concern at the time of the NHS Delivery Unit visit in February 2017. Attendees
at the May 2017 Pwillheli ‘Listening and Engagement event also spoke of
limited involvement in care planning with families and a lack of choice when
planning care for elderly relatives. Discussion also followed regarding the
little understanding BCUHB had of county wide services in Gwynedd for
elderly people/patients following discharge from units such as the Hergest
Unit.
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15.22 Summary and conclusions of the Ockenden team around
the systems, structures and processes of governance in
the Hergest Unit to the current day:

The reports of Healthcare Inspectorate Wales (HIW) from 2009 to 2017 and
other independent reviews including the Royal College of Psychiatrists (2013),
the Holden review (2014) and a partially complete external review of the Hergest
at the end of 2012 reveal a unit with significant problems over the period from
late 2009 to 2016 when it appears that improvements are starting to be made. A
number of continuing themes and concerns run throughout this period including
staffing issues, both medical and nursing, poor compliance with training,
significant problems with estates, clinical records, Mental Health Act
administration, bed usage, lack of support services such as occupational therapy,
and poor relationships with the senior management team. Many of these issues
start being noted by HIW in 2010. Not surprisingly there are long term problems
noted with staff morale with staff being described as under significant pressure
and the wards within the Hergest unit running on ‘staff goodwill’ for many of
those years. Throughout these years, many of the recommendations made by
HIW were repeated over and again, with limited success by BCUHB in resolving
the issues. Multiple action plans, often repetitive have been considered by the
Ockenden review team.

There were attempts throughout 2013 using the Hergest Improvement Plan (the
HIP) to make improvements in the unit for the benefit of patient care and staff
wellbeing. This initiative is noted positively by the Holden investigation, (Holden
2014, page 12.) However, the delivery of the multiple work streams, concurrently,
at pace and with limited ward staff engagement proved ineffective. (Holden
2014, page 12.)

Some information regarding the Hergest unit and its long term issues is fed
upwards through the then Health Board governance structures. This does not
appears to have had a positive impact upon the process to support the Hergest
unit. The reports presented to the Health Board governance structure, both
Committees and the Board outline the work done in a very bland way but do not
accurately represent any of the significant difficulties experienced in making the
changes required over many years. Staff number 4 told the Ockenden review
team at interview ‘I think to caricature it, you know, that actually we were doing
alright in the West until we became part of this organisation...” Whilst this was
not entirely true, in that some issues of concern were identified at the Hergest
unit by HIW as early as September 2009 it is correct that review of extensive HIW
and other external reports showed the failure of the BCUHB Board to support
the Hergest unit in meeting multiple and repeating recommendations as was
clearly required over many years from 2010 to 2016. In addition staff number 22,
in a senior role within the then CPG advised the Ockenden report of an externally
commissioned review that was halted, (by the Executive team) at the end of
December 2013 prior to its completion. This then led to the creation of the
Hergest Improvement Plan (or HIP) which is discussed further in this report.
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The multiple HIW reports also appear to have little impact within the Clinical
Programme Group to judge by the minimal details around the Hergest unit found
within minutes of the senior management team meetings, the Operational
Group or the later Senior Leadership Group, from 2010 to 2016. Comments on
the repeated HIW visits are minimal sometimes just acknowledging the reports,
and that responses had been made. Whilst many of the recommendations are of
central importance to themes that run throughout these meetings including
training, staffing levels, estates, clinical notes, psychology and activities, the
recommendations and action plans do not appear to have been scrutinised in
any detail by these groups and there is no structured follow up to ensure that
actions have been completed. The shortcomingsin progressare clearly recognised
in the Quality, Safety & Experience Sub Committee (BCUHB February 2015) but
there is little evidence over the coming year that this has any impact on local
management. In discussing whether a response would be received to concerns
raised within the CPG staff number 54 stated that these were escalated to the
then senior leadership team in the CPG. In responding to whether a response
would be received Staff number 54 stated ‘Occasionally. Sometimes the response
was a bit unclear, you'd get a response but it wasn’t always clear what it meant..

It is of concern that HIW continually raised these issues with the Health Board
often in a timely manner and very clear manner. HIW subsequently received
multiple action plans from BCUHB but changes did not happen. The period of
time covered by these reports was one in which the HIW was under scrutiny from
the Welsh Government which recognised some of these concerns and significant
changes to the organisation have been made (see National Assembly for Wales
Health and Social Services Committee Inquiry into the work of HIW (2013) and
Marks (2014) An Independent review of the work of Healthcare Inspectorate
Wales; The way ahead to become an Inspection and Improvement Body**’.

The case study below is reproduced with the permission of the family and shows
an attempt to resolve concerns with the care of an elderly relative in BCUHB over
more than 3 years, (The case is still ongoing as of the end of May 2018).

The chronology was prepared by the family and was submitted to the Ockenden
review team by them. The chronology was then edited by the Ockenden review
team to ensure that any material identifying either the patient or family or BCUHB
staff has been amended. The final version has been approved by the family. The
concerns of the family have not yet been investigated by BCUHB, so the Ockenden
team makes no judgement as to the accuracy of the family’s concern.

The lack of support to gain basic nutrition on the Hergest unit is an issue that has
been raised by both Hergest unit staff and HIW on numerous occasions. Both
HIW and staff have told the BCUHB Board repeatedly and over many years that
staffing levels are of a concern and staff have stated on many occasions that they
were continually only able to support those in greatest need whilst other needs
went unmet.
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15.23 Case study 1 Summary highlighting existing family
concerns with the ‘Concerns’ process at BCUHB 2013 to
the current day — Family 21

15.24 Why is Case study 1 of importance?

Case study 1 highlights:

e Long term problems with the concerns process in BCUHB, still occurring to
the current day, (beyond the end of December 2017.) These have been
highlighted in external reviews since 2013 but were known about before
then

e Difficulty and discrepancies with the management of Continuing Health
Care*® funding

® Issues with the provision of basic care on the Hergest unit — which Hergest
unit staff and HIW have raised as a concern since 2009

e Potential issues with ligature risks which HIW had been raising as a concern
with BCUHB for a number of years before the incident reported.

15.25 What happened?

The family describe the patient became ill in 2011 and was admitted to Dryll y
Car. In July 2013 Dryll y Car closed and the patient returned home for less than
two weeks. The patient was hearing voices and self-harming and becoming
a danger to both themselves and their spouse and so was admitted to the
Hergest Unit.

Whilst on Hergest Unit the family reported the patient did not eat well as they
believed food would burn their throat or cause choking. Eating at mealtimes on
the Hergest unit did not appear to be assisted or monitored as the family would
often find the patient’s food untouched when visiting. Staff told the family that
the patient was not weighed whilst in the Hergest Unit. However, following this
statement, at a later date, weight records were given to the family, which
indicated that the patient had lost considerable weight over a very short period
of time. Although the family were aware the patient did not eat well, the figures
in the records did not appear either possible (28lbs in ten days) or to match the
patient’s actual weight loss, and as staff had told the family the patient was not
weighed during their stay in the Hergest Unit, the family believed these records
were falsified.

On one occasion, other patients on the Hergest Unit informed the family that the
patient had attempted suicide by hanging, using cords on the blinds in the dining
room. This incident was later confirmed as correct, but the family had not been
informed of this incident at the time.

148 See glossary
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The family state that appropriate procedures were not correctly followed during
the discharge from the Hergest Unit on 27th November 2013. This resulted in
the patient becoming self-funded, as the patient was effectively discharged as
having dementia and not acutely mentally ill, or under Section 117 of the Mental
Health Act, and therefore was ineligible for funding. This caused the patient’s
spouse considerable financial pressure and extreme distress. This was not
resolved prior to the spouses death. Following discharge from the Hergest Unit,
the patient was admitted to X Elderly Mentally Infirm (EMI) Home.

On querying the patient’s self-funding status, the family stated to the Ockenden
review that they were told by numerous BCUHB staff that the patient could not
receive any funding for X EMI Home. The family also state they were told if they
pursued funding, there was a possibility that the patient would be returned to
the Hergest Unit or a similar unit. Due to their poor experiences during the
patient’s stay on the Hergest Unit, they did not wish to happen.

17 months later during a multi-disciplinary Team, (MDT) Meeting in March 2015,
staff AA. gave the patient’s diagnosis as ‘dementia’, which was previously
unknown to the other MDT members or the staff and manager at X EMI, who
stated they believed the patient had frontal lobe damage. The patient’s family
did not consider the patient to have dementia prior to this diagnosis. Care was
then transferred from the Mental Health Team to the Older Persons Team and
the patient’s medication was changed.

The patient died on 19th June 2016, and the patient’s spouse continued to worry
about their financial situation, developing dementia, and dying in the summer of
2017 without the investigation into the family concerns ever being resolved.

The patient’s family have asked for details on:
e The treatment the patient received whilst on the Hergest Unit;

e Whether the patients discharge was appropriately handled, if the patient
should have been discharged under Section 117 of the Mental Health Act
and if therefore the patient should have been eligible for funding;

e [fitis confirmed that patient was eligible for funding, the family request the
return of the money paid by the patient’s spouse for the patient’s care in
X EMI.

15.26 Please see the appendices for the detailed timeline, it is
recommended that this is read to understand the length
of time involved in resolving this issue
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16 Chapter 8

16.1 Tawel Fan Ward: Significant issues concerning
governance arrangements in the Ablett unit and Tawel
Fan ward prior to its closure on 19th December 2013

Healthcare Inspectorate Wales (HIW) reports on The Ablett Unit, Ysbyty Glan
Clwyd at BCUHB

The Ablett Unit made up of Tawel Fan, Cynydd, Dinas, and Tegid wards had
received significantly less attention from HIW, than the Hergest from 2009 to the
end of 2013.

The following HIW visits to the Ablett unit were confirmed in communication
between HIW and Donna Ockenden dated 30th October 2017.

e Tegid and Tawel Fan wards October 2009
e Dinas ward — February 2011
e Tegid ward —July 2013

e Tawel Fan ward July 2013

16.2 What is the earliest communication from HIW seen
regarding the Ablett unit?

The earliest communication seen by the Ockenden review team between HIW
and BCUHB is a letter to the then CEO, from HIW dated December 2009 following
a visit to both Tegid and Tawel Fan wards in October 2009.

There are a number of positive comments. On Tegid ward patient documentation
was described as ‘in good order, accurate and easy to assess’ and all patients
having access to ‘therapeutic groups and one to one activities.” Staff training and
development was found to be ‘up to date and encouraged by managers’ on Tegid
ward and similarly up to date on Tawel Fan ward (HIW 2009, page 1.) Discussions
with staff number 55 (who had worked within a legacy site prior to the formation
of BCUHB) also commented at interview in April 2017 on the positive attitude to
staff training and development and the effective structure for delivering
mandatory training prior to the creation of BCUHB concurred with the HIW
findings and told the Ockenden team ‘Il found some records and we were....98%
compliant with safeguarding training.’

A concern was raised regarding staffing on Tawel Fan ward in the letter to the
CEO with reviewers observing staff difficulties in providing all the care necessary
for their patients and staff confirming their concerns. (HIW 2009, page 1.)
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16.3 Letter from HIW dated 21st April 2011 to the CEO and
action plan following the HIW visit to Dinas Ward in the
Ablett Unit on February 28th 2011

The action plan is found within a ‘Precis of Action Plans’ Excel spreadsheet
provided to the Ockenden review by BCUHB. The spreadsheet was undated but
was compiled in August 2015 and updated in December 2015. The following
issues are recorded in the letter to the CEO, (HIW 2011) and the combined
Divisional action plan created in August 2015:

e Insufficient bed capacity — with beds for patients on leave being utilised in
their absence, (a similar problem had been described in the Hergest unit.)
Some patients were having to be transferred to Wrexham and Bangor due to
a lack of bed capacity in the Ablett unit. (HIW 2011, page 1.)

e Patients fearful of taking leave, ‘losing’ their bed and having their clothes
and possessions put into store due to bed shortages’. (HIW 2011, page 2.)

e Problems with Mental Health Act documentation and relevant staff training.
(HIW 2011, page 3.)

e Insufficient staffing and resources to meet the increased acuity of patients,
(HIW 2011, page 2.)

e Adolescents being inappropriately admitted to the Ablett unit (HIW 2011,
page 2.)

e Issues with the privacy, dignity and safety of female patients, particularly at
night. (HIW 2011, page 3.)

There are a number of positive comments regarding the staff including positive
feedback from patients, their commitment to patient privacy and dignity in
difficult circumstances and success in achieving a number of awards. (HIW 2011,
pages 1 and 2.)

HIW undertook visits to both Tawel Fan ward and Tegid ward in July 2013. The
letter to the then acting CEO of BCUHB regarding Tegid ward was sent in August
2013, written feedback from the Tawel Fan ward visit was not sent until the 10th
October 2013.

Since HIW'’s last visit, Tegid had become a ward for older persons aged 65 and
above. (HIW 2013, page 1.)

A number of significant concerns were raised about the infrastructure in Tegid
ward including:
e Lack of nurse call systems in some bedrooms;

e lack of space in the ward communal areas, making them too small for
patients in wheel chairs and using walking aids;
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e Lack of bathroom facilities, (only one bathroom) with no hoist, access to the
shower was via a high step. Ward staff told the HIW reviewers that this
meant that some patients required bed baths rather than accessing a bath
or a shower;

e There was no sluice — body fluids were being disposed of using the toilet;

e The garden area was unkempt, littered with debris and cigarette ends, with
no ramp to allow access by wheel chair users.

There were significant concerns expressed by HIW regarding staffing and lack
of patient activities. An action plan was provided to the Ockenden review
team with timescales for completion of the concerns raised by HIW by
November 2013.

A second ‘master action plan’ created in August 2015 and updated in December
2015 records the same actions arising from the 2013 HIW visit to Tegid ward as
‘MH0095 to MH0105.” Of the 11 actions six are described as still being ‘in
progress’ as of August 2015, two years after the HIW visit.

MHOOZE |HIW visit |18/07/2013 [Ablett Cenire Tegid Ward  |Emvironment Physical environment of wand - does not meet the needs of cumrent patient
group, 2.9, mobility issues.. The Health Board should urgently review the
amaronment and its facilties 2t Teged Ward and take appropriate action to
ansure it meats the mental and physical needs of the patient group.

MHODIT  [HW wisit |18/07/2013 |Ablett Centre Tegid Ward  |Emvironment Bathroom — only one bathroom — no hoist, no support aids. The Health
Board should urgently review the emironment and its facilities at Tegid
Ward and take appropriate action to ensure it meets the mental and
physical needs of the patient group.

MHO0SE |HIW visit [13/07/2013 |Ablett Cenitre Tegid Ward  |Emvironment Shower Room = via high step, assistance from ward staff required,
therefare bed baths given.. Thie Health Board should urgently review the
emaronment and its facilties at Tegsd Ward and take appropriate action to
ansure it meats the mental and physical needs of the patient group.

MH0265 |HIWW visit [Ablett centre Environment The external grounds of the Ablett unit could have a tremendous

therapeutic value for the patients, however with the exception of Cynnydd
ward, where the external grounds were maintained by staff and patients,
the other outside areas were extremely neglected.

MH0266 |HIW visit [Ablett centre Environment General maintenance of the environment was required and entries

requesting repairs and replacements, made in the maintenance diary, had
not been completed, some entries dated back to April 2014.

There is supplementary text to MH 0265 that says ‘The grounds outside Tegid
ward were overgrown with brambles and weeds and patients had difficulty
accessing the gardens because of the steps. A ramp is required so this patient
group can access the grounds and regular maintenance of the grounds is required
to ensure accessibility and maximum therapeutic benefit for the patient group.
This had been highlighted over a number of years with limited action occurring
by BCUHB.

214

| ack of
bathroom
facilities, (only
one bathroom)
with no hoist,
access to the
shower was via a
high step. Ward
staff told the HIW
reviewers that
this meant that
some patients
required bed
baths rather than
accessing a bath
or a shower.”

11082015

117082015

110E2015

{The garden
area was
unkempt, littered
with debris and
cigarette ends,
with no ramp to
allow access by
wheel chair
users.”



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

16.4 The Ablett unit — Tawel Fan ward

A visit to Tawel Fan ward was also undertaken on the 17th July 2013 (more than
five months before closure of the ward on the 20th December 2013) HIW wrote
to the then Acting CEO on October 10th 2013:

‘As part of our visit we met with patients and staff, reviewed patient records and
other supporting documentation and observed the ward environment and the
interactions between staff and patients, focusing on:

e The Environment of Care
e The Administration of the Mental Health Act (The Act)

e Patient Care

HIW’s initial findings and recommendations were fed-back to staff throughout
the visit and more formally at the feedback meeting with BCUHB held at the end
of the day. ‘Any urgent concerns were notified to the Health Board and immediate
action taken. One interviewee, staff number 4 told the governance review how
HIW reports were dealt with at this time: ‘The HIW reports went in two directions,
they were, first and foremost ... managed ... through the Clinical Programme
Group ... were received within the Clinical Programme Group ... by the Chief of
Staff and the Associate Chiefs of Staff, ... the process was that they ... with the
local team, review the issues identified, identify a response plan and that would
be ... submitted back to HIW'.

Staff number 38, a nurse told the Ockenden team: ‘After the merger they would
be talking about the reports and yet, | wouldn’t see them. | would have to keep
asking for them, | didn’t feel a part of it.” (Staff number 38.) Staff number 38
continued: ‘l used to struggle to get the feedback and ... action plans would be
made and ... When | would see an action plan would be in one of the managers
meetings and it would already be underway and things would be ticked off and |
hadn’t even seen the action plan or the initial report......" Staff number 38 added
‘I didn’t feel they were deliberately withholding it, but it was like they were doing
all the work in the background but not including me or the team..

Staff number 4 told the review team: ‘If | think about Tawel Fan...... my recollection
of that is......a number of probably not interconnected systems, so there was
work ongoing, so HIW did their things and came in and had a look, there was
work like dementia mapping ongoing which was looking at it in a certain way.
| think concerns and incidents and particularly safeguarding was not as visible as
it might have been...there were systems to look at these things and........ I’'m not
aware the intelligence, such that it was, was pointing to flags or issues that might
have said there is a difficulty in this area, one needs to be closer to it...."

There was no record in the letter sent to the acting CEO who HIW had met with
for feedback on the day of the visit to Tawel Fan ward in July 2013. HIW have
subsequently confirmed it was two members of the CPG management team, at
ward level and Associate Chief of Staff level, (the level below Chief of Staff). It is
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unclear what route was then followed in escalating the immediate feedback
from HIW to the Chief of Staff or the Executive team. It has been confirmed by a
number of sources that no members of the Executive team directly received
feedback on the day of the visit to Tawel Fan ward.

Tawel Fan ward was described by HIW as ‘a mixed-gender ward providing care
for patients aged 65 and above diagnosed with organic mental illness.” (HIW
2013, page 1) The HIW letter describes ‘a mixture of single occupancy bedrooms
and shared bedrooms. Within the shared bedrooms patient beds were separated
by curtains which only provided the most basic form of privacy and dignity. This
dormitory style area needs to be reviewed for its appropriateness and the risks
of patients falling and disorientation. The patients’ dignity is also put at risk in
this dormitory style ward.” (HIW letter to BCUHB October 10th 2013 page 1)

Action Required by HIW

The Health Board must review the provision of dormitory accommodation.
(HIW 2013, page 1.)

HIW (2013, page 2) stated that ‘The ward, [Tawel Fan] was bright, with a good
amount of space available for patients. However, on entering the ward there was
a smell of urine, which pervaded around the ward...” This was a feature of family
feedback in the first Ockenden report into Tawel Fan ward where families
reported the ward smelling of urine on entry and other families stating soiled or
wet clothes (following incontinence) were sent home from Tawel Fan ward mixed
in with other dry clothes. A third family also added to the feedback around the
smell within the ward describing a refusal for their relative to have a daily shower
following episodes of double incontinence. In finding an explanation for the
smell of urine pervading the ward as stated by HIW in July 2013 a fourth family
supported other families and told the original Ockenden review that they
frequently found their relative smelling badly with dirty hair and nails. This family
reported to the original Ockenden review that they requested a daily bath in
light of their relative’s incontinence and reported being told the ward had too
many patients to allow a daily bath. A fifth family also told the original Ockenden
review that their relative was always unkempt, dirty and smelly despite multiple
requests to the ward staff for their relative to be bathed/washed. They informed
the original Ockenden review that the smell on occasions was so bad as to
prevent them from sitting next to their relative.

HIW further stated ‘Patients had access to a communal garden, however the
garden area was unkempt and there was little evidence that this had been
regularly maintained because the garden and flower beds were full of weeds.’
(HIW 2013, page 2.)
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Action Required by HIW
The Health Board must ensure that the garden area is maintained.

This review of governance has found that the concerns around the garden area
had been raised with BCUHB on a number of occasions since at least 2010. Staff
number 57 and others also provided extensive evidence to the review showing
long term concerns with the poor quality of the older person’s inpatient
environment, specifically Tawel Fan ward and Tegid ward on the Ablett unit. A
range of internal BCUHB emails has been provided to the review including one
titled ‘Formal complaint re furnishings, décor and garden (Tawel Fan) dated
March 27th 2012 @0858hrs. This email says ‘l am mindful that we responded to
a similar complaint last year but there does not appear to have been any progress
made despite our reassurances to the complainant at that time.” The email
details that ‘issues concerning the carpets/flooring have been raised with the
Estates Dept. since early 2011 (and 2010 in the case of the uneven paving in the
garden courtyard) | understand the courtyard still remains ‘out of bounds to
patients’. Communication has been seen by the Ockenden review complaining
about the Tawel Fan garden dating from the summer of 2011 from the local
Alzheimer’s Society to the then CEO.

The Administration of the Mental Health Act

HIW stated in their letter to BCUHB (HIW 2013, page 2) that they reviewed the
statutory detention documents of three of the detained patients being cared for
on the ward at the time of the visit. They found that all patients’ legal papers
were available, but one patient’s papers were spread over three files. HIW noted
that copies of legal papers should be kept in patients’ current notes and in date
sequence. HIW found that there was evidence of completed assessment of
capacity forms for all patients and assessments had been completed by approved
doctors within the set time limits. However, they found one patient who had a
CO3™ in place who had been prescribed and given medication that had not
been authorised. Medicines must not be given without authority on the CO3
form, urgent treatment may be provided once authorised under section 62**° of
the Act.

Action Required by HIW

The Health Board should ensure a regular programme of ward based Mental
Health Act documentation audits take place to ensure ward staff have a full set
of up-to-date patient documentation.

As found on Tegid ward, HIW found on Tawel Fan ward that no activities were
taking place. ‘During the visit we saw no evidence of group or individual activities
being undertaken.” (HIW 2013 page 3)

149 See glossary
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Action Required by HIW

The Health Board must ensure that there is a suitable programme of group and
individual activities available for the patient group.

HIW noted that staff were committed to providing good care for the patients and
there was good interaction between staff and patients as they carried out their
assessments and care needs. (See page 2, letter, HIW to BCUHB October 2013).
HIW continued that ‘Staff reported morale to be reasonable and said they were
spending long periods of time completing documentation. As a result there was
some concern amongst staff that they were unable to provide as much time
interacting with patients as they would wish. ‘Sickness levels on Tawel Fan ward
for staff were reported as high across the unit, however there was said to be
evidence that this was reducing.

During the visit HIW found two patients were on their own in their bedrooms.
One of these patients was sitting in a bucket chair®®, doubly incontinent. HIW
found that as the nurse’s station was ‘away from the patient areas, staff need to
ensure patients are checked upon on a regular basis. Patient safety and dignity
had been compromised in this situation. (See pages 2 and 3 letter, HIW to BCUHB
October 2013).

Action Required by HIW

The Health Board should review the staffing levels to ensure they meet the
needs for patient care.

BCUHB were required by HIW to submit a detailed action plan to be received by
HIW by the 1st November 2013, (three and a half months after the visit) clarifying
the action taken (or BCUHB intended to take) to address the issues raised. The
action plan was required to set out timescales and details of whom will be
responsible for taking the action forward. Of note is that HIW itself did not set
timescales for resolution of some of the critical issues outlined above.
These included a ward where:

a) Two patients were on their own in their bedrooms. One of these
patients was sitting in a bucket chair, doubly incontinent (Letter to
BCUHB from HIW dated 10th October 2013, page 2)

b) Therewasnoevidenceofgrouporindividual activities being undertaken;

c¢) Medicines management under the Mental Health Act did not meet
required standards;

d) Asmell of urine ‘pervaded around the ward;’

e) The garden area was unkempt and there was little evidence that this
had been regularly maintained;

%1 See glossary
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f) Patients’ dignity was being put at risk in a dormitory style ward patient
where beds were separated by curtains (which only provided the most
basic form of privacy and dignity.)

BCUHB did produce an action plan which has been provided to the review by
BCUHB. The response by BCUHB to the concerns as set out by HIW does not
appear to mitigate those concerns. Some of the timescales are nonspecific and
lengthy. Issues a) and b) above were conflated into one issue. Quarterly reviews
of privacy and dignity were to be carried out by the ‘Corporate Team’ and
‘toileting of patients occurs 2 — 3 hourly currently. The plan is for ‘intentional
rounding to be introduced. (Timescale 3 months). A Singing with Dementia
project was due to commence at the end of November and within ‘3 months’ the
action plan stated that ‘The Activities Process will be reviewed looking at options
of the possibility of dedicated hours for an Activities Coordinator.

Clearly provision of a dedicated Activities Coordinator would be an action with a
long ‘lead time’ since first the need would be identified, then the funding sought
then the recruitment process undertaken. Despite asking for a ‘detailed’ action
plan, some three months after the visit HIW do not appear to have been unduly
concerned as to the lack of detail, rigour or pace within the plan provided by
BCUHB at this time. Staff number 4 notes ‘In terms of when the written report
came in, it did not seek any sort of immediate response...”

It is of particular concern to the Ockenden governance review team that from
the end of 2009 onwards and up until and after the closure of Tawel Fan ward
HIW made numerous visits to mental health units across BCUHB. With reference
to the Ablett unit and the Hergest unit repeated concerns from HIW led to
development of multiple action plans over several years. All of the action plans
seen by the Ockenden review team were similar in nature, with many important
issues unresolved over several years and over many action plans.

At this time Mental Health Act Monitoring Visits were carried out by a single HIW
inspector. (Letter from CEO HIW to D Ockenden, February 2017). The letter states
that although there was a delay in issuing the management letter to BCUHB
verbal feedback had been given on the day to senior BCUHB staff. The CEO HIW
noted that the action plan created by BCUHB failed to give the kind of reassurance
that would be expected. (HIW 2017, page 3.) Finally the letter (2017) also notes
that HIW has made significant changes to its processes, integrating the Mental
Health Act inspections with broader inspections. Donna Ockenden was advised
that inspectors are now part of a team, timeliness of feedback to Health Boards
has improved and challenge to inadequate reassurance is more robust. (HIW
2017, page 2.)

A smell of urine
‘pervaded
around the
ward.”

(HIW October 2013)

The garden
area was
unkempt and
there was little
evidence that this
had been
regularly
maintained.”
(HIW, October 2013)

{pgtients’
dignity was being
put at risk in a
dormitory style
ward patient
where beds were
separated by
curtains (which
only provided the
most basic form
of privacy and
dignity.)?”?

(HIW, October 2013)

{Despite asking
for a ‘detailed’
action plan, some
three months
after the visit
HIW do not
appear to have
been unduly
concerned as to
the lack of detail,
rigour or pace
within the plan
provided by
BCUHB at this
time.?”?

219



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

16.5 Summary and conclusions: what does review of HIW
visits (and the subsequent communication and action
plans) tell us about governance arrangements relating
to the care of patients on Tawel Fan ward prior to its
closure on 20th December 2013

As in the case of Hergest Unit HIW had visited the Ablett Unit a number of times
between 2009 and 2013 without seeing significant and positive changes in the
way that the wards functioned. The inspection following shortly after the closure
of Tawel Fan in December 2013 is particularly pertinent as one would expect that
the management team and senior clinicians would be working incredibly hard to
ensure that the area was functioning at a high level. Whilst accepting that the
physical environment of the ward takes significant time to improve many of the
processes underpinning care could have been improved upon quickly and reliable
assurance therefore provided by the CPG senior management team to the
BCUHB Board.

As with the Hergest unit there appears to be a lack of meaningful discussion of
the reports at the CPG senior management team level and the absence of any
formal review of the action plans coming out of HIW visits. Many of the issues
identified in multiple HIW visits are concerns seen across Mental Health care
provision in the CPG so they could have been brought together as one single
‘action’ e.g. improvement in documentation across all inpatient units with little
additional work.

The Mental Health Act review®? on July 17th 2013 requires particular attention
as it specifically visited Tawel Fan ward. Mental Health Act reviews are limited in
scope, but given the nature of the client group on the ward the majority would
be either subject to the Mental Health Act or to Deprivation of Liberty Safeguard
procedures and processes and would therefore come under the remit of the
inspection. The issues raised by the inspection, the smell of urine and a patient
in a ‘bucket’ seat doubly incontinent should have raised significant and urgent
concerns. The very presence of bucket seats, designed to restrict the movement
of individuals, suggests practice that was outdated for 2013 and that lacked an
understanding of the basic principles of human rights enshrined in a number of
laws and clinical guidelines. There is no specific recommendation in the HIW
report concerning this practice. Whilst HIW have confirmed (HIW to Ockenden
D, letter February 2017) the recommendations post the July 17th 2013 visit were
conveyed orally to CPG representatives at the end of the day there was then a
significant delay in the letter to the CEO dated the 10th October 2013.

Staff number 4 says ‘I recall conversations with the Nurse Director at the time
......... who was looking specifically at some of the issues around there, about that
being an alarm for them ....their clear view was that bucket chairs should not
have been in use...” Staff number 4 continued ‘there were a number of concerns
that were coming through...my recollection is that their response, when they

152 See glossary
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were party to the information, was that that was very clearly not a practice that
should be followed, those bucket chairs needed to be removed..” Staff number
25 a senior colleague within mental health at the time said of bucket chairs ‘I
can’t recall when | saw one in any hospital in England......[but] they were still
piled up on the closed ward’ [Tawel Fan ward.]. Explaining what a bucket chair
was staff number 25 advised the Ockenden review ‘the bucket chair is one that’s
got a high back, sides, so you can plonk a tray in the front of it and you can push
it back......” Staff 25 continued ‘It’s a restraining chair,........ it’s not meant as a
restraining chair’

The BCUHB response to the HIW letter was wholly inadequate and changes such
as ‘intentional rounding’ were still only proposed many months after the visit
and subsequent report. In conclusion, the July 2013 HIW inspection appears to
represent a lost opportunity for HIW to escalate the need for changes within
Tawel Fan ward. HIW states they have recognised these issues and has made
significant changes to its practice to reduce the likelihood that such delays will
happen again. (HIW to Ockenden D, letter February 2017)

Internal review of Tawel Fan ward on the 17th October
2013

16.6

Areview of Tawel Fan ward was undertaken on the 17th October 2013 in response
to a number of complaints made about care on the ward. The review was
undertaken by a senior team of eight colleagues including the Nurse Consultant
for Dementia, the Matron, the interim Deputy Associate Chief of Staff and a
member of the BCUHB ‘Transforming Care’ team. The team were both senior
and experienced and large in number. In summary the following was found:

e On the day bed occupancy was 12 out of the 17 beds occupied. There were
3 registered nurses on duty, with four healthcare support workers, two of
whom were ‘bank’ staff;

e The ward environment was described as having ‘bright furnishings’ that
were ‘in good repair; The garden area was found to be ‘attractive’ and in
‘sood order’;

e The ward staff told the review they found patient acuity difficult to manage
and that activity sessions could not always be provided;

e The review noted that bank and agency staff were regularly used, this led to
difficulties in building a therapeutic relationship between patients and staff
they were unfamiliar with;

e Patients were noted to be clean, well cared for and dressed in their own
clothes. Personal hygiene was said to be carried out behind closed doors in
bathroom and bedroom areas;

e Staff were observed to provide appropriate and kindly support to patients in
taking food and drink.
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16.7 Dementia Care Mapping®>® in Tawel Fan ward in
October 2013 — what did it tell us about governance
arrangements relating to the care of patients on Tawel
Fan ward prior to its closure on 19th December 20137

The Ockenden review team has been provided with an October 2013 internal
BCUHB document describing Dementia Care Mapping being undertaken on
Tawel Fan ward. Dementia Care Mapping or DCM is an observational framework
that records quality of life and quality of care from the perspective of the person
with dementia.

DCM is regarded as an objective independent observational method of patient
behaviours and indicators of well-being. The methodology for the mapping
exercise and the consent gained prior to the exercise being undertaken is
described within the report.

DCM was completed in Tawel Fan ward at the end of October 2013. This was
three and a half months after the HIW visit of July 17th 2013. The Dementia Care
Mapping Report, (BCUHB 2013, page 3) found that ‘over the total mapping
period of 12 patient hours’, no patient experienced ‘a state of wellbeing.” The
report states that ‘each patient’s day from their perspective could be described
as uneventful, mundane and lacking in stimulation.” The report states that this
pattern remains the same even when the analysis is ‘broken down into morning
and afternoon sessions. The report notes the use of agency staff on Tawel Fan
ward on the day and a number of missed opportunities for engagement with
patients due to lack of staff presence. (Page 3.) It is of particular concern that the
Dementia Care Mapping, (or DCM) process was carried out three and a half
months after the HIW visit and seemingly found no improvement. (The report
from HIW to BCUHB after the July 2013 visit was significantly delayed until the
10th October 2013 but verbal feedback had been given to senior members of
the CPG on the day.)

In agreement with a number of families interviewed for the first Ockenden report
and the July 2013 HIW visit (with October report) the Tawel Fan DCM report
found that the patients observed on Tawel Fan at the end of October 2013
existed in a ‘neutral’ environment overall with ‘episodic periods of ill being,
reflecting the lack of engagement and stimulation.’” (Page 6.)

One family who visited their relative on Tawel Fan ward several times a week
over a period of time in 2013 provided feedback to the first Ockenden review
that agreed with the findings of the July 2013 HIW visit and the October 2013
DCM report. They noted a lack of activities for patients and a television that was
switched on continuously in the lounge, even when no one was watching it. They
also reported lack of staff engagement with patients. The DCM report described
‘the lived experience’ of agroup of three patients as ‘characterised predominantly
by inactivity or self-stimulation.” (BCUHB 2013, page 8.) Where engagement
occurred it was described as ‘a consequence of task related activities ...rather
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than an attempt at meaningful or human interaction...” (BCUHB 2013, page 8.)
The report described a patient spending ‘long periods of time talking to herself
and receiving limited opportunities to engage with others...” When staff known
to this patient engaged with her the patient experienced ‘heightened levels of
well-being....” (BCUHB 2013, page 8.)

Other patients were described as:
‘Sat in a communal lounge disengaged’ (page 13)
Having ‘interactions with staff’ that were ‘brief’ (page 13.)
Spending the ‘majority of the morning sleeping.” (page 13.)

In a neutral and inactive state for the majority of the mapping period.
(page 11)

The Dementia Care Mapping Report for Tawel Fan ward (October 2013)
recommended that:

e The ward manager increase staff awareness of the benefit that their
interactions with patients can have on their well-being.

e Orientation cues and signage should be available in every area; that written
orientation should be bilingual and that ‘orientation regarding day, date,
time, place should also be available.

e There should be a review of the clinical usefulness of daily blood pressure
checks which the DCM team considered was leading to a reduction in the
time that ward staff were able to spend with patients.

e All case notes should contain a completed copy of ‘This is Me®¥

Activities should be considered to support patients in response to faecal smearing
since it is considered that faecal smearing may be a response to a lack of activity
and engagement.’ (Page 15) The report noted that in one instance a patient who
subsequently did smear faeces during the DCM exercise ‘was keen to engage
with others but had limited opportunities to do so.” (Page 15)

All of the recommendations found within the DCM report would be considered
to be at or below the most basic level of care expected. The requirement of
assessors to recommend the ward team ‘consider’ these issues should have led
the senior leadership team within the CPG to have followed up this report with
a specific and measureable action plan that had a planned, effective and timely
journey throughout the governance processes within the CPG. In addition there
should have been an immediate review of all other older people’s inpatient areas
within the CPG to assess those areas against the measures and recommendations
within the report. (There should have been no requirement to await the next
cycle of DCM for this to occur.)

On receipt of this report there should have been a very clear message from the
CPG senior leadership team shared throughout the entire CPG at every shift

154 https://www.alzheimers.org.uk/download/downloads/id/3423/this_is_me.pdf.

“The report
described a
patient spending
‘long periods of
time talking to
herself and
receiving limited
opportunities to
engage with
others...” When
staff known to
this patient
engaged with her
the patient
experienced
‘heightened
levels of
well-being...."”
(BCUHB 2013,

page 8.)

{ Activities
should be
considered to
support patients
in response to
faecal smearing
since it is
considered that
‘faecal smearing
may be a
response to a
lack of activity
and
engagement.’
(Page 15) The
report noted that
in one instance a
patient who
subsequently did
smear faeces
during the DCM
exercise ‘was
keen to engage
with others but
had limited
opportunities to
do s0.”? (Page 15)
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handover for a period of several weeks saying ‘The standards of care found in
Tawel Fan ward as evidenced by the Dementia Care Mapping process are not
good enough. Despite review of all available governance, Senior Management
Team and operational minutes in the year prior to this Dementia Care Mapping
exercise and up to the middle of 2014 the original Ockenden report into Tawel
Fan ward found no evidence that this occurred. The recommendations and
findings within the Dementia Care Mapping report were validated (BCUHB 2013,
page 8.) by the HIW visit three months earlier.

The results of the DCM exercise clearly show a ward and an older persons mental
health team under considerable pressure. Within eight weeks internal BCUHB
documents prepared for the BCUHB Board and shared with the Ockenden team
by BCUHB describe six mental health services ‘in escalation.” In reality, taking
into account all we now know everyone involved in the provision of older persons
mental health care is likely to have been working way beyond capacity.

DCM is referred to in internal emails describing the need to reduce beds in Tawel
Fan ward in early December 2013. An internal email provided to this review says
‘| feel we have no option but to reduce the bed capacity [on Tawel Fan ward] for
the next couple of months.’ The email between members of the CPG management
structure describes insufficient staffing levels across all grades of nursing staff,
bank staff that are difficult to obtain, agency nurses who have not turned up and
are ‘unreliable. In the email staff morale is described as ‘low and stress levels are
rising amongst staff” The email also states that Dementia Care Mapping has
found that ‘patient wellbeing is lower when staff cared for by bank/agency.
(Email dated 9th December 2013 @0940hrs.)

Overall four reviews of Tawel Fan ward were carried out in the space of three
months, one in July 2013 by HIW, one of older adults ward generally — including
Bryn Hesketh, Cefni and the Ablett unit which reported in October 2013 and two
in October 2013, by different teams internally to BCUHB.

The findings of all four reviews, two external and two internal have both
similarities and differences. All describe difficulties with staffing, all describe an
increase in acuity of patients all describe a lack of activities for patients. The NHS
Delivery Unit stated that the lack of activities provision on older adults wards
generally failed to meet the Royal College of Psychiatrists standards!®*>. Only one
describes the ward smelling strongly of urine — the HIW visit in July 2013, this
resonated with family experiences of taking home bags of mixed and unsorted
wet and dirty washing and patients said by families to have been found dirty and
wet on a regular basis. The NHS Delivery Unit report of October 2013 specifically
criticised the sharing of bedrooms on Tawel Fan ward, unsafe garden areas and
a lack of a reliable hot water supply, (which had not been mentioned elsewhere.)
A number of the reviews noted the bureaucracy associated with nursing
documentation. Overall the concerns around estates issues raised in a number
of the reviews resonated with multiple HIW visits across inpatient units across
North Wales.

155 https://www.rcpsych.ac.uk/pdf/RCPsych_Standards_In_2016.pdf (see page 11)
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16.8 Shortage of staff on Tawel Fan ward

In the first Tawel Fan report families told Donna Ockenden how shortage of staff
on Tawel Fan ward affected the experience of their family members. Staff
shortage usually manifested itself as lack of supervision of very vulnerable
patients on the ward and (as observed by HIW in their July 2013 visit) a lack of
any meaningful activities for patients on the ward, (many of whom had long
stays on Tawel Fan ward.). Family members confirmed that when they visited
patients would be found wandering around corridors unsupervised and that
fights frequently broke out between unsupervised patients. At least one family
wrote to BCUHB expressing concerns around shortage of staff on the ward and
this evidence has been seen by the Ockenden governance review team.

A number of families told the first Ockenden review that unsupervised patients
on Tawel Fan ward walked continuously around the ward. Families observed
patients walking around the ward in a state of undress. Families also described
disinhibited behaviour between female and male patients and rarely saw staff
intervene to support, distract or assist these patients. Families stated that ward
staff spent most of their time in the office on Tawel Fan ward, rather than
supporting patients in the communal areas or providing activities. In the July
2013 HIW visit Tawel Fan ward staff fed back to the HIW inspector their concern
‘that they were spending long periods of time completing documentation.” (HIW
2013, page 2). Staff number 57 described at interview that the computers
necessary to complete mandatory documentation were based within the office.
Requests were made for the purchase of laptops so that staff could work more
flexibly within the clinical area but still complete the required documentation.
Staff 57 told the Ockenden review ‘I tried for Bryn Hesketh as well, for them to
have laptops ..and Tegid, but the answer was that computers had to be
condemned before we could apply for a laptop......... the computers were always
in the office, and......it did take staff away because they were moving more and
more towards electronic records...’

16.9 If warning signs or ‘red flags’ existed prior to the closure
of Tawel Fan ward what action did BCUHB take?

16.10 Finding

Red flags did exist for a number of years prior to the closure of Tawel Fan ward
and the BCUHB Board took very little meaningful action. Evidence seen from
multiple external reviews from 2012 show that the BCUHB Board had not
established systems, structures and processes of governance that provided them
with a clear ‘line of sight’ from the ‘Ward to the Board.” Concerns originally
expressed by Independent Members of the BCUHB Board regarding the overall
CPG structure from at least 2011 had not been acted upon, or acted upon very
partially. Instead the BCUHB Board relied upon a long series of external reviews,
the action plans of which were rarely completed before the next external review
took place.
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The HIW visit to Tawel Fan ward in July 2013 (where the verbal feedback was
attended by senior staff from within the CPG) and BCUHBs failure or inability to
react in a timely manner to that feedback was a lost opportunity to insist on
change in Tawel Fan ward many months before ward closure.

Throughout 2012 and 2013, there were a number of other external reviews of
services at BCUHB outside Older Persons Mental Health that the Board were
fully sighted upon. Three reviews of maternity services at Ysbyty Glan Clwyd in
2012 and 2013, (all before the closure of Tawel Fan ward) describe a clinical
leadership structure through the CPG that was ineffective and in feedback the
2012 report authors (Wallace Walker 2012) asked the Board to consider whether
this problem was wider than maternity at YGC. Public Health Wales and Duerden
(both 2013) highlighted to the BCUHB Board that the systems, structures and
processes of governance underpinning infection and prevention at BCUHB were
not fit for purpose. This led to a highly publicised and catastrophic C. Difficile
outbreak at YGC

Two reviews of the ‘concerns’ process in 2013 highlighted similar issues to the
Board. Independent members have also explained to this review their long term
concerns that the CPG structure was ineffective. They have provided evidence to
this review that they were vocal in this regard and ‘The Director of NHS Wales
was kept fully informed of those concerns, agreements and developments.” Staff
numbers 100, 106 and 111 told this review ‘Concerns developed and intensified
at Board level about the effectiveness of the CPG structure model fairly soon
after its establishment.” (All, staff numbers 100, 106 and 111, written statement
November 2017, page 2). They describe ‘major differences of opinion between
the CEO and the group of non —officers with what felt like a very divided and
dispirited group of Executive Directors looking on.....” (Staff numbers 100, 106
and 111, written statement November 2017, and page 2)

A post Tawel Fan ward closure and retrospective internal review of events leading
to the closure of Tawel Fan ward has been provided by BCUHB to the Ockenden
team. This is known as the ‘Merged Chronology Regarding Tawel Fan. The
Ockenden review team has been advised that this was prepared after the closure
of Tawel Fan ward at the request of the BCUHB Chairman. This retrospective
review shows that concerns were first raised by a family member directly to the
then Chief Executive of BCUHB on the 6th November 2012. At this stage the
concerns were said to be around a lack of adequate bathing facilities on Tawel
Fan ward. The letter of response is stated to have been sent on the 28th February
2013 by which time a POVA?®®, (described in the merged chronology as POVA 1)
concerning a head injury and a further complaint regarding staffing levels had
been sent to BCUHB. By the time of the HIW visit on the 17th July 2013 the
‘Merged Chronology Regarding Tawel Fan’ as provided to the Ockenden team
describes 6 POVAs and several complaints (from at least four different families).
By the time of the closure of Tawel Fan ward this had increased to at least
11 POVAs.

1% See glossary
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The Ockenden governance review team has not seen any evidence of the ability
of BCUHB to successfully share critical information across POVAs, Serious
Incidents (SI’s), complaints and Datix both up to and after the closure of Tawel
Fan ward. In a statement dated September 2017 referring to the position up until
September 2015, therefore including the time leading up to and after the closure
of Tawel Fan ward Staff number 25 outlines the challenges within the CPG and
across BCUHB of sharing any information across SI’s, complaints, Datix and
POVA'’s. Staff number 25 states: ‘Challenges remained due to the inconsistent
availability of IT access across the organisation....” Staff number 25 continued:
‘The sporadic implementation of Datix by the organisation and individual and
inconsistent CPG management of identified reporting caused inconsistency [in]
escalation. There was no automatic flag or alert system on Datix to identify the
number of incidents against each individual by name or by ward or department....

In addition this review has seen extensive documentation of visits by HIW
from 2009 onwards to both the Ablett unit and the Hergest unit where
recommendations and concerns from HIW inspections were transferred to an
action plan and little if any action took place by BCUHB. All of these HIW visits
were lost opportunities for change and each one had multiple red flags of a
mental health service under severe pressure.

16.11 HIW visit to Glan Clwyd Hospital (YGC) Ablett Unit —and
feedback to BCUHB in June 2014

This letter from HIW to the new CEO dated 14th July 2014 describes an HIW
inspection in June 2014 that came after the closure of Tawel Fan ward in
December 2013. Some positive features are noted by HIW including the up to
and after the closure of Tawel Fan ward evidence of working between inpatient
services and the home treatment team, cleanliness and ECT accreditation. (HIW
2014, pages 1 and 2).

However numerous issues of concern are raised. Many of these related to estates
and the wards not being fit for purpose. Many of these concerns had been raised
over a number of years by HIW with no or limited action by BCUHB. Concerns
included:

e Care planning and documentation, (HIW 2014, page 3.)
e Controlled drug administration, recording and storage, (HIW 2014, page 3.)

e Poor levels of mandatory staff training ‘On Tegid and Dinas wards there was
0% compliance in Mental Capacity Act 2005 training. The Mental Health Act
1983 and Deprivation of Liberty Safeguards (DoLS) training on Dinas ward had
0% compliance., (HIW 2014, page 4) Staff number 55 said of safeguarding
training within the CPG ‘It just plummeted....... It was diluted’ [training and
compliance in safeguarding across BCUHB immediately post-merger] ‘When it
[BCUHB] became one, and people were all getting into place, that was all
totally watered down and training sessions became like a two hour blitz..” Staff
number 25 stated at interview ‘Mandatory training was.... not seen as a
priority for CPGs and staff shortages were blamed for poor attendance at
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training events’. Training events were said to be cancelled due to poor
attendance.

Glan Clwyd Hospital (YGC) The Ablett Unit HIW inspection of June 2014 and the
resulting action plan Version 10 provided, updated 30th June 2015

MHO271  |HIVY visit Ablett centre Training There was a lack of mandatory training in the following areas:

A — on Tegid and Dinas wards there was 0% compliance in Mental
Capacity Act 2005 training.

B - The Mental Health Act 1983 and Deprivation of Liberty Safeguards
(DoLS) training on Dinas ward had 0% compliance.

Training in the areas identified above must be facilitated.

MHO273  [HIW visit Ablett centre Staff Files Staff training was recorded differently across all wards. A comprehensive
system that is used by all wards should be introduced to ensure
consistency across Ablett Unit and to enable an effective overall audit of
training at the unit.

A lack of references, medical checks and Disclosure and Barring Service (DBS)
documentation in a number of staff files were noted by HIW. (HIW 2014, pages 3
and 4). The excerpt below shows a divisional action plan dated August 2015 with
limited progress. At this stage the division had yet to establish a Task and Finish
group to agree what should be placed in personal files and yet to put in place a
system to maintain this appropriately.

MHO269  [HIW visit Ablett centre Staff Files We reviewed a sample of staff files and the following observations were
made:
A —There was a lack of references on the files examined 4/10 files had no
references.

B — 4/10 files had no evidence that a Disclosure and Barring Senvice (DBS)
check had been undertaken.

16.12 Correspondence to Welsh Government regarding Mental
Health services including Older Persons Mental Health
services in 2014

A letter dated 31st October 2014 from the then CEO of BCUHB to the CEO of NHS
Wales has been provided to the Ockenden review team by the author, (the then
CEOQ), It is 7 pages in length and provides a response to issues in:

e The Hergest unit
e ‘Issues relating to Tawel Fan ward’

e ‘Emerging concerns which have been noted in relation to Cefni Hospital’
The letter states that there is to be an update to the BCUHB Board in
December 2014. The discussion at the Board regarding Mental Health is
found at 14/267 and 14/268. The Board minutes®’ are found via the link

The Board minutes show discussion on:

e Depression in older people

e The need to ‘involve service users and listen to them’ and the need to
‘improve coordination of services for users and their families’

157 http://www.wales.nhs.uk/sitesplus/documents/861/Minutes%20BCUHB%202.12.14%20Public%20v1.0%20Approved.pdf.
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The interim Director of Mental Health services described ‘steps already taken to
improve the quality of care and family involvement.” (Board minutes December
2014, 14/268.2 page 3.) and discussed an HIW report®*® into the homicide
committed by Mr M, a former patient of BCUHB, available via the link below.

The interim Director of Mental Health services raised concerns about the ‘notes,
which remained an issue, and he was unable to give full assurance until the
electronic system was in place...” There were discussions by Board members
around a stated ‘lack of understanding of equality and diversity The interim
Director of Mental Health services ‘stated it was not simply about training;
listening to service users and carers was also crucial.

The paper discussing a ‘Strategic review™® of Older Peoples Mental Health
Services by Margaret Flynn and Ruth Eley presented at the BCUHB Board on 2nd
December 2014 can be found at 14/267.1 in the Board documents or via the the
link below.

The letter of the 31st October 2014 from the CEO at BCUHB to the CEO of NHS
Wales details:

e The appointment of an interim Director of Mental Health services;

e The standing down of the ‘former construct of the Clinical Programme
Group;’

e Areview of the operational arrangements within Mental Health by the new
interim Director with implementation of recommendations made being
actioned;

e The interim Director of Mental Health services ‘personally oversees the
Divisions clinical governance arrangements.

16.13 Glan Clwyd Hospital (YGC) — Ablett Unit — Inspection —
6-8 July 2015 and report

A further HIW visit took place to the Ablett unit in July 2015. The commitment,
effectiveness and ability of the BCUHB Board to deliver upon the action plan
arising from the visit a year earlier was called into question by this unannounced
HIW visit a year later. In some respects little had changed. There were significant
concerns around staffing (HIW 2015, page 3). The environment on Tegid ward
remained unsuitable to meet the needs of the patients who were admitted,
‘Tegid ward does not provide an adequate environment for the elderly patient
group.” (HIW 2015, pages 4)

There were a number of estates issues that were unresolved e.g. bathrooms,
communal space and lack of space for nursing care. Issues remained around,
staffing levels and training. ‘...on Tegid and Dinas wards there was still 0%
compliance in Mental Capacity Act 2005 training.” (HIW 2015, pages 16).

158 http://hiw.org.uk/docs/hiw/reports/141120mrmhomicidereporten.pdf
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159 http://www.wales.nhs.uk/sitesplus/documents/861/Item%2014_267.1%200PMH%20Strategic%20Review.pdf
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The excerpt below is found within a divisional action plan dated August 2015
showing limited progress over a number of years. The position in August 2015 is
described as ‘there is currently no training programme in place, apart from two
e-learning packages... Staff are being encouraged to undertake this e-learning in
the interim’.

MHO271  [HIVY visit Ablett centre Training There was a lack of mandatory training in the following areas:

A — on Tegid and Dinas wards there was 0% compliance in Mental
Capacity Act 2005 training.

B - The Mental Health Act 1983 and Deprivation of Liberty Safeguards
(DoLS) training on Dinas ward had 0% compliance.

Training in the areas identified above must be facilitated.

Care planning also remained a significant issue of concern. HIW stated ‘The {(The Health
Health Board should address issues around care plans lacking depth and detail, Board should
DolLS assessment and status, patient involvement in care planning and address issues
management of UTlIs, falls, wounds and diabetes/blood glucose testing’. (HIW around care
2015, page 20.) The Quality, Safety and Experience Sub-committee on the 15th  plans lacking
September 2015 (see QS15/145) notes the receipt of the above report and that ~ depth and detail,
a response was made to HIW in the timescales required but there is little =~ DOLS assessment

meaningful discussion amid an otherwise very long agenda. and status,
patient

Of particular note and concern to the Ockenden review team is that Committee involvement in
members do not make reference to the repeated concerns (and lack of BCUHB care planning
action) found within HIW inspections and reports which are very clear to the and

Ockenden team over a period of time from 2009 onwards. This questions the =~ Management of

effectiveness of the scrutiny carried out by QSE Committee members as of 2015. UTls, falls,
wounds and

Overall, in considering the feedback from HIW to BCUHB over a number of  diabetes/blood

reports spanning many years there are some positives but also many and  glucose

consistent failings in terms of staffing levels, mandatory training, medicines testing.”

management, leadership, audit and governance. (HIW 2015,
page 20.)

The positives largely appear to come from a dedicated staff group who are

struggling to maintain good levels of care in very difficult circumstances. That

some of these problems can still be found consistently in HIW reports in some

cases a number of years after the Tawel Fan closure in December 2013 suggests

both the size of the task that faced the Board at BCUHB and the capabilities and

capacity within the organisation to address the issues. The latest reports suggest

that change is slowly and sporadically underway but there is still very significant

work to do.

The Ockenden governance review team consider that there are questions to be
asked of HIW that would place decisions not to visit some of the smaller
peripheral units in the context of their broader workload and alongside
inspections in the well-known ‘hot spot’ areas that are considered to problematic
within BCUHB. Apart from the 2009 and 2010 letters regarding Bryn Hesketh,
following unannounced ‘Dignity and Respect Spot Checks’ (HIW 2010) there
were no other available reports until 2014. This may have been a follow up visit
as a consequence of the 2013 Joint HIW/WAO review and report on governance
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arrangements in BCUHB. In the 2015/16 Annual HIW report on BCUHB only three
community hospitals are reported as being visited. (HIW 2016, page 5.)

16.14 What have staff told the Ockenden review team about
governance arrangements at the time?

Staff in post within the CPG were asked to describe the governance arrangements
within the CPG from 2009 until before the closure of Tawel Fan ward. One
relatively senior member of staff working within older peoples mental health
stated that governance arrangements within predecessor Trusts for specific
professions ‘were fairly sophisticated already, before the join up,” (before the
merger creating BCUHB.) Post the merger, staff number 54 was unable to describe
the development of any CPG wide governance arrangements and said ‘I would
have no idea, to be fair, | wasn’t included.’ Instead legacy governance
arrangements based around individual professions continued within mental
health. Describing an individual governance structure within a profession within
the CPG: ‘Nobody really would know not to let us continue.....there wasn’t
anybody overseeing it..there was no integrated governance.. Describing the
existence of individual risk registers within a profession within the Mental Health
and Learning Disabilities CPG Staff number 54 said: ‘Il don’t know whether they
did (exist) outside XX (named profession) | mean in XX we had our own as part of
the governance process but we had no links really....... that was a major issue, we
had nolinks outside, (named profession) It was very much within the profession....
we were just sort of left to get on with that...”’

16.15 A summary of governance issues identified within
the Mental Health and Learning Disabilities CPG
(subsequently known as the Division) but outside Older
Persons Mental Health which all have relevance to
understanding of current governance arrangements in
Older Peoples Mental Health at BCUHB

The reports arising from a number of HIW visits to inpatient units other than
those providing mental health care for older people have been considered by
the Ockenden team where they have relevance and similarity to consideration of
current governance issues within older peoples mental health.

HIW visits to Bryn y Neuadd Hospital — Ty Liywelyn Unit

Two letters from HIW to BCUHB have been seen. The first is a letter dated 22nd
August 2013 to the then interim CEO, the second a letter to the then CEO dated
15th November 2014 following a visit on the 4th, 5th and 6th November 2014 to
Ty Llewellyn unit at Bryn Y Neuadd Hospital. A number of themes relevant to
those seen within HIW inspections of older people’s mental health and current
governance issues are noted.

The letter dated 22nd August 2013 to the then interim CEO noted a previous visit
undertaken by HIW in June 2010. HIW say ‘It was disappointing to note a number
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of issues identified during our last visit were reoccurring, such as lack of patient
activities due to insufficient staffing and limited availability of physical healthcare!
(HIW 2013, page 1.) The HIW report notes a reduction in staffing levels and the
seniority of post holders, high sickness levels and a cancellation of patient leave
as a consequence of insufficient staffing levels. (HIW 2013, pages 3 and 4.) HIW
plan required BCUHB to submit a detailed action plan within three weeks. (12th
September 2013.)

A number of issues raised within the letter written following the November 2014
HIW visit mirrored or were very similar to those raised a year earlier in 2013 and
four years earlier in 2010. The issues raised were also similar to those raised in a
number of older person’s inpatient mental health units and from concerns
expressed to the Ockenden review team by both former and current BCUHB
staff. These common or frequently found issues included the following:

Staffing where poor rostering of nurses ‘indicated a lack of a structured approach
to effectively staff the unit. (HIW 2014, page 2).

Poor availability of equipment. The HIW team found that there ‘were no
individual printers available on the wards (HIW, 2014, page 2.) As a result there
were therefore significant issues with IT and record keeping (which needed to be
addressed as a matter of urgency.)

Poor compliance with mandatory training, (HIW 2014, page 3.) around the
Mental Health Act and Mental Capacity Act, with staff compliance with Restraint
and Physical Intervention training said to be at 26% (Staff within the unit were
said to have informed HIW that figure this was not accurate but there were no
systems available to show what the correct figures were)

Lack of staff supervision with staff files found to be out of date. (HIW 2014,
page 3)

Staff morale was described to be low. (HIW 2014, page 3)
Concerns were also raised regarding GP cover and food.

A number of wider issues, seen in a number of other HIW reports were also
identified including the vacancies within the ‘Responsible Clinicians’ group. (See
Glossary — HIW 2014, page 4) There needed to be greater focus overall on staff
retention. The policy for rapid tranquilisation had been found as out of date by a
number of years. (HIW, 2014, page 4.)

HIW stated that ‘A review of the robustness of audit and governance processes’
were required ‘to ensure issues are addressed.” (HIW 2014, page 4) A further
HIW visit took place to Ty Llewellyn unit at Bryn y Neuadd Hospital in December
2016 The publication date of the HIW report was 8 March 2017.

A number of issues raised within previous HIW inspections were raised again by
HIW on this visit. Many of the issues raised were found across a number of

232

(A reduction in
staffing levels
and the seniority
of post holders,
high sickness
levels and a
cancellation of
patient leave as
a consequence
of insufficient
staffing levels.”?
(HIW 2013, pages 3
and 4.)

{The policy for
rapid
tranquilisation
had been found
as out of date by
a number of
years.”

(HIW, 2014, page 4.)

A review of the
robustness of
audit and
governance
processes’ were
required ‘to
ensure issues are
addressed.”
(HIW 2014, page 4)



Independent governance review relating to Tawel Fan ward, prior to closure and current governance

arrangements in older people’s mental health

mental health inpatient units, including those providing older persons mental
health. Concerns were expressed around the provision of occupational therapy
support to allow off ward and community activities. There were also concerns
raised by HIW that BCUHB must ensure that records of pre-employment checks
are filed in accordance with BCUHB policy. There continued to be concerns
around the completion and organisation of Mental Health Act documentation
and care and treatment plans and again HIW reminded BCUHB of the need to
have effective systems of governance to promote timely identification and
escalation of any quality and safety issues identified.

16.16 HIW visits to units outside the MHLD but to services
providing care for vulnerable older people where issues
raised resonate previous HIW visits to OPMH

16.17 HIW visit to Llandudno General Hospital — September 2014

HIW carried out an unannounced Dignity, Essential Care Inspection, (also known
as DECI) at Llandudno Hospital on the 2nd and 3rd of September 2014. The
resultant report!®® was published on the 13/02/2015.

The HIW inspection team concluded that the fundamentals of care were being
delivered at a basic level. However, the team also concluded that there were
staffing issues on the ward in terms of numbers, resilience and skill mix. (HIW
2015 Page 4) Further concerns were raised around documentation to support
the delivery of safe and effective care and treatment. This was considered to be
generally poor in terms of its quality and completeness (HIW 2015 Page 4)

The HIW inspection team found that there was a lack of effective management
and leadership to help and support staff to deal with the day to day challenges
and pressures they were experiencing. (HIW 2015 Page 4) Overall, the inspection
team concluded that given the number of concerns they identified during this
inspection, patients could not be assured that they would routinely receive a
safe and effective service. (HIW 2015 Page 4) The inspection team concluded
that patients with cognitive impairment did not have any specific support to
meet their particular cognitive needs. (HIW 2015 Page 6). With reference to
medicines management the report stated that BCUHB should provide HIW with
astatement onwhetherits current arrangements for monitoring the effectiveness
of its service are sufficiently robust. (HIW 2014 Page 12). HIW found evidence of
non-compliance with BCUHB policy and procedures with regard to the safe
storage, administration and recording of patient medication.

A number of issues were raised with BCUHB via a letter requiring immediate
assurance from BCUHB to HIW, (HIW 2015, and page 6.) HIW advised in the
report that BCUHB responded to these requests for assurance in a timely manner.
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180 http://gov.wales/docs/hiw/inspectionreports/DECI%20Inspection%20Report%20-%20BCHB%20-%20LIlandudno%20
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16.18 HIW Inspection Eryri Hospital — Peblig and Padarn Wards
December 2014

The HIW report published following this visit in December 2014 was published
published on 12/3/2015.

This report concerns care of the vulnerable elderly outside the MHLD Division,
however the issues are very similar which suggested to the Ockenden governance
review team that there were systemic issues at the time, more than a year after
the closure of Tawel Fan ward.

Once again, a number of issues were raised in this report that resonated with
elsewhere in BCUHB and within the Mental Health and Learning Disabilities
Division, specifically within Older Persons Mental Health. Issues that were raised
by HIW throughout these visits included staffing levels, the low levels of
mandatory training achieved including POVA and dementia awareness. There
were concerns regarding medicines management, organisational learning from
Serious Incidents (SI’s) and access to the BCUHB complaints procedure for those
who wished to raise concerns. (HIW 2014, Immediate Assurance Letter to BCUHB
pages 3-5). Further correspondence from HIW seeking greater assurance was
sent to BCUHB in January 2015. This was subsequently provided by BCUHB in a
follow-up letter which was promptly provided.

16.19 HIW visit to Denbigh, Penrhos Stanley and Mold
Community Hospitals November 2015

A further HIW visit that caused concern to the Ockenden review team was that
to Denbigh Community Hospital. The concern was raised by members of the
Ockenden review team because of the similarity of many of the issues found in
some HIW inspections of older persons mental health inpatient units across
BCUHB from 2009 to the current day. The HIW inspection occurred in November
2015 with publication of the report in February 2016. As part of this HIW review
the community hospitals — Penrhos Stanley, Mold and Denbigh were reviewed.
These had just over 120 beds in total broken down into the following formations.

Penrhos Stanley — Cybi and Fali Wards — 43 Care of the Elderly beds
Mold — Delyn and Clwyd Wards — 40 Care of the Elderly Beds and GP beds

Denbigh — Llweni and Famau Wards — 40 Care of the Elderly, GP and Palliative
care beds

This report raised very serious concerns about practice particularly on Fali ward.

HIW found that staff practices fell well below expected standards in several
areas. In particular, there were significant shortfalls in record keeping and
medication practices. Due to the potential risks to patient safety, HIW sought
immediate written assurance from BCUHB in relation to these matters. As a
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result of HIWs findings, HIW took the decision to refer one patient to the local
authority under the POVA procedures.

The Ockenden governance team have been provided with significant
correspondence between HIW and BCUHB highlighting the efforts made by
BCUHB to ensure standards were brought up to a level that was expected by
HIW. The correspondence from HIW to BCUHB requiring ‘immediate assurance’
commenced on the 27th November 2015, just two days after the visit took place
with confirmation as of 12th January 2016 that HIW were not yet satisfied that
sufficient assurance had been provided by BCUHB. (HIW 2016, page 1.)

Following a meeting between HIW and BCUHB on the 19th January 2016 HIW
confirmed that a further updated action plan specifically around Fali ward in
Penrhos Stanley Hospital was required since the earlier action plans had provided
HIW with sufficient assurance regarding Cybi and Delyn wards. This was provided
promptly by BCUHB and further correspondence between HIW and BCUHB seen
by the Ockenden review team indicate that the action plan arising from the visits
to Penrhos Stanley Hospital was considered a ‘live issue’ with regular updating of
the BCUHB action plan seen in correspondence between BCUHB and HIW until
the end of October 2016. (letter from BCUHB to HIW dated 27th October 2016.)

16.20 HIW visit to Deeside Hospital 2016

An example of an HIW inspection occurring outside of the Mental Health and
Learning Disabilities Division but providing care for vulnerable elderly patients
undergoing rehabilitation and palliative care is Deeside Community Hospital.
Review by the Ockenden team noted there are both Consultant led and GP beds
on the units at Deeside Community Hospital.

The HIW inspection dates were from the 15th to the 17th November 2016 and
the publication date of the report was the 27 February 2017. Again, common
themes from previous HIW inspections in mental health units and specifically
inpatient older person’s mental health units were found. This suggested to the
Ockenden governance review team that the concerns raised around older
persons mental health inpatient units were frequently found across a range of
mental health units and as recently as early 2017 in a number of other wards
across BCUHB providing health care to vulnerable older people. The HIW report
states that Deprivation of Liberty (DolLS) issues were found to be of such
significant severity that the team were required immediate reassurance from
BCUHB that improvements would be put in place. Medication management
required significant improvement and those records reviewed as part of the visit
did not reflect personalised care planning. There was further comment on the
poor level of staff appraisals achieved and significant environmental issues and
concerns. All of these issues had been commented on in HIW inspections of
older people’s mental health inpatient units since 2009, suggesting that very
limited, if any, organisational learning took place across BCUHB as a result of
HIW visits.
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The Ockenden governance review team has noted that there remains as of 2017
a significant challenge around locum medical staff use within the Mental Health
and Learning Disabilities (MHLD) Division to the current time, (at the end of
2017.) This has stretched back to the formation of BCUHB. Staff number 55
described parts of the service, in April 2017 particularly the ‘West’ as ‘existing on
locums’ and that this was the ‘biggest risk’ to the service. A further risk associated
with the use of locum staff was identified by staff number 68 in interview in June
2017. Staff number 68 discussed the issue of inductions currently with the
Ockenden team and described that ‘substantive consultants have always had
inductions butlocums didn’t.. Staff number 68 went on to describe a conversation
with a locum consultant colleague in June 2017. Staff number 68 described the
conversation as the locum colleague ‘not had an induction, been here for
months..

Further issues around induction were described by other new staff joining
BCUHB recently. A new member of staff joining BCUHB at a senior level as
recently as the end of 2016 was interviewed by the Ockenden team in June 2017.
This member of staff, previously employed outside of BCUHB stated at interview
that on joining BCUHB ‘the standard of ... mandatory training was very low .. very
wishy washy.......it"s just a tick box. Only safeguarding training and equality and
diversity training was described as ‘comprehensive.

16.21 2010 HIW visit to Wrexham Maelor Hospital and
feedback to BCUHB via ‘Management Letter’

Unannounced ‘Dignity and Respect’ Spot Checks Wrexham Maelor Hospital —
Visit 22nd and 23rd February 2010

The letter to BCUHB regarding this visit is dated 10th June 2010 (which is circa 15
weeks post the visit.) This inspection took place immediately after the move to
the new unit. Many positives concerning the care given to patients were noted
but the systems, structures and processes underpinning the care raised concerns.
Training was an issue (both mandatory and non-mandatory), there was a lack of
understanding of the issues of capacity, consent and POVA or the Fundamentals
of Care (FOC) audits. There was little recording in individual notes of capacity or
consent to treatment. Levels of bed occupancy were recorded as a concern.

The BCUHB action plan following this HIW visit is published with the report. The
action plan is detailed and specific and notes both responsible people for delivery
of actions and the associated time lines for delivery. There are plans to address
each of the issues that have been raised by the inspection.

However, whilst some of the actions included methods of monitoring the
individual plans to be put in place as a result of this HIW visit to the Heddfan unit
(See HIW 2010, pages 23-30.) there is no indication as to how these issues will be
addressed by the wider governance structure of the Mental Health and Learning
Disabilities Division and across BCUHB to ensure these issues do not come up
repeatedly across Mental Health, Older Persons Mental Health and in Care of the
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Elderly wards across BCUHB. Consideration of numerous HIW reports alongside
other external reviews show the same issues coming up repeatedly in different
clinical settings over many years from 2009 to 2017

16.22 HIW visit*®! to the Heddfan unit June 2017

This was an unannounced inspection by HIW 12th to 14th June 2017, this report
was published in September 2017.

The Heddfan Unit has five wards including Gwanwyn ward with 13 beds and
Hydref with 14 beds. These two wards are the wards designated for the care of
older adults.

Of particular note is the conclusion that ‘Staff at Heddfan provided safe and
effective care for the patients. There were good processes in place to maintain
patients’ safety whilst receiving a high standard of care on the wards’ (HIW 2017,
page 15.) and also that ‘Legal documentation to detain patients under the Mental
Health Act or restrict patients leaving the hospital by Deprivation of Liberty
Safeguards were compliant with the relevant legislation.” (HIW 2017, page 15.)

The report stated that ‘we observed that ward staff and senior management at
the hospital interacted and engaged with patients appropriately and treated
patients with dignity and respect. The staff we spoke to were enthusiastic about
how they supported and cared for the patients. (HIW 2017, page 9.) In addition
HIW noted in the report that patient and relative/carer feedback was also
positive.

However, a number of issues remain.

Considering the problems BCUHB has experienced with infection prevention and
control it is disappointing that completion rates in ‘Infection Prevention and
Control — Level 2’ training require improvement. (HIW 2017, page 18.) This
should however, be viewed in conjunction with the positive comments regarding
the process to monitor staff training, the levels of mandatory training, and
regime of annual appraisals and regular supervision, which have much improved,
although further progress is still required.

With regard to record-keeping, particularly on the Older Adults wards where
records were found to be disorganised, improvement was recommended. All the
wards were at full occupancy, and this creates many pressures on the mental
health services as a whole. This has been recorded in a number of previous
reports with recommendations to review the bed numbers, and service provision.
The inspectors also raised the issue of ‘out of hours’ mental health assessments
of young people under the age of 18, as these were not being undertaken by
staff with appropriate Child and Adolescent Mental Health Service (CAMHS)
experience.

161 http://hiw.org.uk/docs/hiw/inspectionreports/170913heddfanen.pdf
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Perhaps the greatest cause for concern was the medication management issues,
HIW said ‘we found inconsistencies in the safe and effective management of
medicines across Heddfan.” (HIW 2017, page 18.) This ranged from problems
with storage (medication fridge temperatures and unlocked storage) to
prescriptions not correctly written. This included not indicating the route of
administration for some medication (oral or intra-muscular) or stating maximum
daily dose. (HIW 2017, page 18.) One set of notes did not include a regular
medication review and also cited in the report were occasions when the use of
controlled drugs had not been signed by two registered staff.

The HIW inspectors record their view that no immediate causes for concern were
identified on the inspection. On consideration of the information regarding
medicines management at Heddfan the governance review team was concerned
about the medication management issues and would have been seeking ongoing
reassurance regarding these matters. HIW noted to the Ockenden review team
that this ongoing reassurance is gained by the immediate verbal feedback on the
day, the receipt by BCUHB of a draft report from HIW for factual accuracy
checking and the opportunity for the Health Board to commence actions where
concerns have been raised long before publication of the HIW report. (HIW to
Ockenden D, April 2018.)

Heddfan — Immediate Improvement Plan

The report contains the BCUHB detailed ‘Immediate Improvement Plan’ at
Appendix B (pages 29-45.) which addresses the concerns raised by the HIW
inspectors with timelines and identified staff roles responsible for each action.

Some immediate interventions regarding estates were reported to have been
made, whilst other issues such as managing the open nursing stations form part
of a larger estates programme. (HIW 2017, page 32.)

Addressing the issues of bed numbers and the CAMHS assessments were
described as part of longer term service redesign within mental health services.
It is stated that CAMHS staff are available for telephone consultation 24 hours a
day, seven days a week. As with other inpatient mental health units bed pressures
are an ongoing concern. On the day of the visit HIW described that all five wards
were at full occupancy. (HIW 2017, page 12.) The report described when all beds
were full the following options might be utilised:

e Out of ‘own area’ admissions — where patients are cared for within BCUHB
beds but away from their own place of residence;

e Admissions to other Welsh Health Boards;
e Admissions to NHS Trusts or independent providers in England.
This feedback on bed pressures and the steps taken were described as a concern

inallthe ‘Listening and Engagement’ events undertaken as part of this governance
review across the six counties of North Wales from April to July 2017.
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In line with feedback on the ‘sofa system’ described by staff numbers that include
68 and 38 and service user number 7 the HIW report records that ‘patients would
be admitted on to wards and the patient was accommodated overnight in ward
communal areas that were made private for that persons sole use.” (HIW 2017,
page 12.) This required the authorisation of the ‘on call manager.” HIW state it is
‘not appropriate for patients to be temporarily accommodated outside of a
designated bedroom.

Service user 7, described sleeping a communal ward area and how it was
impossible for the communal areas in Dinas ward at the Ablett unit to be made
private. They asked ward staff to ‘watch the door’ of the TV lounge to ensure no
one came in overnight. Staff had told service user 7 at the time this was not
possible. Service user number 7 also described to the Ockenden review team
how it was not possible to gain adequate sleep and rest on a sofa and that the
choice of late night television watching in the communal lounge by other patients
meant that service user number 7 had to remain awake longer than they would
have wished whilst the communal lounge was in use. This system was clearly still
in use in June 2017, a number of months after service user 7 met with the CEO
and Chairman of BCUHB to raise concerns about their experience of treatment
in BCUHBs mental health services.

The action plan arising from the HIW visit describes:
Current compliance percentages for Infection Prevention and Control are:
Level 1: OPMH —90%, AMH —92%

Level 2: OPMH — 60%, AMH — 60% with an aim to get level 2 to 90% by the
end of 2017.

(HIW 2017, page 38)

Issues associated with medication storage, administration and documentation
are being addressed through a series of reminders to staff regarding the issues
and the importance of maintaining standards. A series of audits are being
established to ensure that these standards are being met. Reference is made to
monthly pharmacy audits, but is not clear from the action plan if these were
already in existence and were not covering the areas identified by HIW, or if
these are being introduced in order to cover those areas. There are plans to
ensure that some issues are addressed in the trainee doctor induction which will
include a session from the pharmacy team and also stated is that staff have
received specific training in rapid tranquillisation from the ward Consultant, and
the Pharmacist. (HIW 2017, page 38-39.)

The Ockenden governance review team was concerned that these issues had not
already been identified by the ward pharmacy service prior to the HIW visit. How
this pharmacy support is provided, and the role of pharmacist on the ward was
not clear from the HIW report. It would be expected that each ward would have
a dedicated pharmacist who would regularly review practices on the ward, and
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would very rapidly identify any issues that required attention. It would not be
expected that this would be picked up upon by an HIW inspection, rather that
the ward pharmacist would have been proactively managing this issue before
HIW noted it. Ward pharmacist input is of particular importance on Older Persons
wards where the levels of poly pharmacy are potentially high as one is managing
the combination of physical and mental health problems. The issue of managing
the side-effect profiles against effective dosagesis an area that requires discussion
between pharmacist and clinician to ensure the best outcome for the patient on
an ongoing basis.

In conclusion, there are many examples of positive progress in this report
indicating that some systems have improved within the provision of mental
health services within BCUHB. Some of the themes cited in HIW reports since
2009 remain unresolved. Issues around outstanding estates work, medicines
management, induction and training of Bank staff and utilisation of the staff
bank have all been raised in multiple HIW inspections.

16.23 HIW and Cefni Hospital 2010-2017

HIW identified two unpublished management letters concerning this unit dated
02/11/2010 & 10/12/2012. The most recent inspection by HIW was on the 14th,
15th, 16th February 2017 with a report publication date of the 16th May 2017.
The report shows a positive and committed team who are working together to
provide good quality care. (HIW 2017, page 5) The staff are engaged with training,
the environment has improved and there are clear attempts being made to
develop the ward further. Staff commented positively on the senior management
structure and told HIW that communication between senior management and
staff was effective. (HIW 2017, page 21)

One significant concern is that of the Health Board failing to undertake DolLS
assessments in a timely way, thus leading to ‘unlawful detention’. (HIW 2017
Page 30)

The action plan published with this report with many of the required actions
either making significant progress or already complete reflects the aspirations of
the staff to develop the ward further. This is the first of the action plans reviewed
that refer to the wider governance structure of the MHLD Division and also the
wider governance structures within BCUHB. (HIW 2017 Page 30) The positive
nature of change on the ward is also reflected in the recent NWCHC report dated
June 2017.

16.24 Bryn Hesketh 2016-2017

16.25 What is Bryn Hesketh?

Bryn Hesketh is a stand-alone unit in Colwyn Bay, approximately eight miles, and
a 14 minute journey time from the Ablett unit based in Ysbyty Glan Clwyd. It was
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opened in 1995 to provide community based mental health care including
‘respite care’ beds and day hospital facilities for the local population.

16.26 North Wales Community Health Council (NWCHC) visits
to Bryn Hesketh in 2016-17

There were three unannounced visits by the North Wales Community Health
Council (NWCHC) to Bryn Hesketh in 2016/17. These took place on:

18th October 2016
10th February 2017
8th May 2017

The NWCHC visits to Bryn Hesketh in October 2016 was to ‘review the beds and
staffing levels [and] to look at amenities and fabric of the unit.” (NWCHC 2016,
page 1) The visit in February 2017 was a follow up visit to the October 2016 visit.
The visit in May 2017 was described as a follow up visit to review actions
undertaken following the previous visits in February 2017 and October 2016
(NWCHC 2017 page 1.)

The latest NWCHC report in May 2017 says of Bryn Hesketh: ‘The hospital staffing
levels are now in a desperate state.” (NWCHC page 1.) The report states that of
the six Band 5 vacancies in the unit, (a further deterioration of two since October
2016) three vacancies were described as ‘filled.” These were student nurses who
were not registering until September 2017, four months later. Of four Band 6
staff, only one was available for work at the time of the May 2017 NWCHC visit.

The unit was staffed by a number of bank and agency staff. Not all of these staff
had received appropriate training in ‘Restrictive Physical Intervention.” (NWCHC
page 2.) This had been raised at the NWCHC visits of October 2016 and February
2017. The report states that there is no doctor available at night in Bryn Hesketh,
the unit ‘depends on the duty doctor in the Ablett unit being available.

The report notes that one patient from the local area was receiving care in
Bradford. (NWCHC 2017, page 2.) Out of area care and treatment was a concern
from service user representatives in the ‘Listening and Engagement’ events held
by the Ockenden review throughout the spring and summer of 2017. The report
describes that Bryn Hesketh unit ‘had been refurbished to a high standard’ and
that the open spaces were ‘delightful.” The NWCHC team were ‘delighted to see
it being used by patients making full use of the safe area.” (NWCHC 2017, page 3.)

16.27 External review of Bryn Hesketh October 2016

An external investigation by senior staff at Aneurin Bevan University Health
Board was undertaken into Bryn Hesketh ward in October 2016 following a
number of serious concerns raised on Bryn Hesketh in September 2016. The
report from the Aneurin Bevan team was shared with the Ockenden governance
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review team by BCUHB. A considerable number of issues were raised as part of
this external investigation. The external investigation team found the following
which they described as ‘further issues’. (ABUH 2016, pages 20 and 21.)

a)

b)

c)

d)

e)

f)

g)

h)

j)

A closed culture at Bryn Hesketh demonstrated by some, (not all;)

Care and treatment plans ‘are not informing the delivery of care on
Bryn Hesketh;’

There was a lack of multi-disciplinary involvement in the decision
making regarding management of aggressive behaviours. The use of
restraint was viewed as a nursing decision, the use of restraint was not
recorded in patient care plans and not discussed in multi-disciplinary
ward rounds;

Staff on Bryn Hesketh were not clear about the definition of restraint
and were referring to restraint as ‘safe hold’ and believed this was
different from restraint;

There was a lack of visible clinical leadership on the ward. This was
particularly noted around untoward incidents occurring at a specified
time in September 2016;

Debriefing of staff and/or patients was not undertaken on Bryn Hesketh
ward;

There was a lack of clarity around the nursing hierarchy/structure in
Bryn Hesketh at the time, with a divide found between the ward staff
team

The ward roster was not effectively managed, with some shifts being
described as having up to 10 staff on duty, others having only 5;

The process for sharing information during handovers varies — with
handover reports not being completed for every shift;

Patient information and documentation was inconsistent in the patient
notes.

16.28 Nineteen recommendations were made by the external

team regarding Bryn Hesketh. These included the
following that concern the ‘governance’ underpinning
older persons care in the ‘current’ time

Many of the issues raised in these recommendations resonate with those found
in multiple prior inspections and reports in other inpatient mental health units at
BCUHB over a number of years.

a)
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There needs to be a wider review of care provided to patients at Bryn
Hesketh ward to determine if the issues highlighted in this report are
evident in other areas of practice. The Ockenden governance review
has not been provided with any follow up documentation subsequent
to the October 2016 report.

{There was a
lack of multi-
disciplinary
involvement in
the decision
making
regarding
management of
aggressive
behaviours. The
use of restraint
was viewed as a
nursing decision,
the use of
restraint was not
recorded in
patient care
plans and not
discussed in
multi-disciplinary
ward rounds.?”
(External review
into Bryn Hesketh,
October 2016)

{(Staff on Bryn
Hesketh were
not clear about
the definition of
restraint and
were referring to
restraint as ‘safe
hold” and
believed this was
different from
restraint.?”?
(External review
into Bryn Hesketh,
October 2016)

{Debriefing of
staff and/or
patients was not
undertaken on
Bryn Hesketh
ward.”

(External review
into Bryn Hesketh,
October 2016)
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b) There needs to be multi-disciplinary involvement in the development
of care and treatment plans and these plans need to reflect the current
context of care that is being delivered to patients on Bryn Hesketh
ward;

c) There needs to be clear and visible leadership on Bryn Hesketh ward;

d) A clear message should be communicated to all staff about the
appropriate use of reclining chairs and that their use is care planned if
the benefit of them has therapeutic value;

e) Staff would benefit from training in wound care;
f) ‘This is Me’ should be completed for every patient who requires one;

g) Training and clarity regarding the use of physical interventions/
restrictive practices needs to be delivered to ensure common
understanding across the service;

h) There should be a process to ensure all equipment, including wheel
chairs is for purpose;

i) There needs to be clear guidance and boundaries regarding staff
behaviour towards each other in the workplace and these should be
implemented;

j) There needs to be robust induction processes for all staff, (including
students.)

k) Staff should have regular access to supervision;

[) Aregularaudit of record keeping should be undertaken on Bryn Hesketh
to monitor the standards of record keeping;

m) Handover reports should be completed for every shift;

n) The systems and processes in place should encourage the development
of a ‘whole team’ approach rather than a divided or fragmented team.

16.29 HIW visit*® to Bryn Hesketh 8th to the 10th November
2017

This report was published on the 12th February 2018 and there were a number of
positive issues identified at this HIW inspection. HIW commented positively on
the new ward manager who was providing ‘strong leadership’ and ‘was in
the process of building a committed ward team with clear focus on maximising
patient experience.” (HIW 2017, pages 6 and 8.) HIW noted with positivity the
refurbishment of the unit, which NWCHC had also commented upon and that
legal documentation under the Mental Health Act and DoLS was appropriate and
compliant.

As with previous visits by NWCHC, HIW expressed concerns regarding staffing
and the stability of the workforce with a number of interim posts and significant

162 http://hiw.org.uk/docs/hiw/inspectionreports/180212brynheskethen.pdf

{There needs to
be multi-
disciplinary
involvement in the
development of
care and
treatment plans
and these plans
need to reflect the
current context of
care that is being
delivered to
patients on Bryn
Hesketh ward.”
(ABUH 2016)

A clear message
should be
communicated to
all staff about the
appropriate use
of reclining chairs
and that their use
is care planned if
the benefit of
them has
therapeutic
value.”

(External review of
Bryn Hesketh, ABUH
2016)

{HIW commented
positively on the
new ward
manager who was
providing ‘strong
leadership’ and
‘was in the process
of building a
committed ward
team with clear
focus on
maximising
patient
experience.””?

(HIW 2017, pages 6
and 8.)
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use of bank and agency staff. (HIW 2018 pages 7 and 16.) Staff described being
able to provide only ‘basic care for patients.” (HIW 2018, page 9.) Concerns
around training of temporary staff that had been found by HIW in the Heddfan
unit in June 2017 were also highlighted at this visit to Bryn Hesketh. (HIW 2018,
page 26.) Care and Treatment plans were described as ‘brief,[and] lacked specific
detail’ (HIW 2018, page 22).

Concerns were expressed around the medical support at Bryn Hesketh taking
into account the ‘standalone’ nature of Bryn Hesketh ward. This had been raised
by staff and HIW since 2010. (HIW 2018, page 16.) Staff described feeling ‘isolated
and anxious’ due to the stand alone nature of Bryn Hesketh (HIW 2018, page 17.)

Medicines management continued to be a concern as did completion of clinical
records. (HIW 2018, pages 19 and 20.)

There remained issues with ‘estates’ at Bryn Hesketh even following the
refurbishment, examples cited are the lack of observation panels on bedroom
doors which meant that in order to observe patients rest and sleep would be
disturbed. Equipment such as the tumble dryer was found to be broken. (HIW
2018, page 10.) There needed to be appropriate availability of equipment for
dementia care. (HIW 2018, pages 12 and 18.)
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{Staff described
being able to
provide only
‘basic care for
patients.””?

(HIW 2018, page 9.)

U Treatment
plans were
described as
‘brief,[and]
lacked specific
detail’?”

(HIW 2018,

page 22.)

{Staff described
feeling ‘isolated
and anxious’ due
to the stand
alone nature of
Bryn Hesketh.”?
(HIW 2018,

page 17.)

There
remained issues
with ‘estates’ at
Bryn Hesketh
even following
the
refurbishment,
examples cited
are the lack of
observation
panels on
bedroom doors
which meant
that in order to
observe patients
rest and sleep
would be
disturbed.”
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17 PART 2

Current Governance Arrangements in Older People’s Mental Health at Betsi
Cadwaladr University Health Board (BCUHB.) from December 2013 to the
‘current’ day.

17.1 Key points: What do we know from a review of a range
of HIW and other visits to Mental Health facilities at
BCUHB caring for older people from 2009 to 2017

HIW reviews and inspections happen over a period of time in excess of seven
years. There are some clear examples of good practice over the period of these
reviews. Staff are frequently commented on in a positive way. The good practice
seen is often despite (rather than because of) any specific interventions by either
the CPG management team or the BCUHB Board over the timescale, particularly
from 2009 to 2016. Throughout these reports and over this prolonged period of
time there are a long catalogue of issues that are similar across many of the HIW
inspection reports. These are repeated across multiple units with very little
assurance that the situation is improving. these include:

e Estatesthatare neither fit for purpose, maintained adequately or addressing
risks to patients — e.g. ligature risks left in place for several years following
on from HIW raising concerns about them in multiple visits;

e ‘Too many patients with too few beds’ and a lack of availability of alternative
models of care;

e Inadequate numbers of staff and staff not engaged in the appropriate work
for their skillset;

e Longterm concerns over senior medical staff numbers and ways of working;
e Lack of staff training (both mandatory and developmental;)

e Concerns regarding record keeping and formats — These concerns are found
at all levels from Mental Health Act documentation to risk assessment, care
planning and documentation of physical care provision;

e Lack of p