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(English follows below)

Ymgynghoriad Cyfyngedig HASCAS - Ymchwiliad Annibynnol i'r Gofal a Thriniaeth a ddarparwyd ar Ward Tawel Fan: Adroddiad ar Wersi i'w Dysgu

Rwyf eisoes wedi anfon dolen atoch i'r dudalen ar wefan y Bwrdd Iechyd ble rhoddwyd copi o'r adroddiad uchod a deunyddiau cysylltiedig a hyderaf fod hyn wedi eich galluogi i gael mynediad at yr adroddiad.  Os ydych wedi cael unrhyw drafferthion neu os oes arnoch angen copi wedi'i argraffu o'r adroddiad, rhowch wybod i mi'n syth.

Byddwch yn gwerthfawrogi bod sylw mawr wedi bod yn y wasg, ynghyd â sylwadau eraill, ers cyhoeddi'r adroddiad ar 3 Mai 2018.  Yn anffodus, mae peth o'r sylw wedi cynnwys sylwadau y mae'r Bwrdd Iechyd yn gwybod sy'n anghywir, neu y mae'n teimlo sy'n gamarweiniol. Roeddwn yn teimlo y byddai'n ddefnyddiol ceisio ymdrin â'r materion hyn mewn llythyr atoch, fel bod y wybodaeth orau bosibl gennych yn eich rôl fel cynrychiolwyr etholedig eich etholwyr. Rwyf yn bwriadu rhannu'r llythyr hwn gyda'r Cyngor Iechyd Cymuned a'r cyfryngau fel eu bod hwythau hefyd yn ymwybodol o'r manylion hyn a'u bod wedi cael eu rhannu â chynrychiolwyr etholedig. Rhoddir manylion y sylwadau rydym yn bryderus yn eu cylch, ynghyd â'n hymateb iddynt isod:


Pryder 1:	Sylwadau am broffesiynoldeb ac annibyniaeth HASCAS

Ymateb:	Mae Gwasanaeth Cynghori Iechyd a Gofal Cymdeithasol (HASCAS) yn sefydliad datblygu gwasanaeth yn seiliedig ar dystiolaeth, sy'n gweithio ar draws y continwwm iechyd a gofal cymdeithasol.  Mae ganddo hanes o 49 mlynedd o ddarparu cyngor arbenigol, diduedd ac awdurdodol o ran ymchwilio, dadansoddi a herio sefydliadau'r GIG a gofal cymdeithasol. Mae wedi meithrin cyfoeth o brofiad mewn cynnal adolygiadau gwasanaeth ac ymchwiliadau annibynnol a gomisiynwyd gan ystod amrywiol o sefydliadau ar hyd a lled Cymru, Lloegr a Gogledd Iwerddon.  Mae'n llwyr annibynnol ar holl adrannau'r GIG a'r Llywodraeth ac mae'n gallu tynnu ar arbenigwyr proffesiynol a chlinigol un ai drwy ei weithlu a gyflogir yn uniongyrchol neu'r rhai a gontractir i gefnogi darnau penodol o waith.  Mae gan Fwrdd Iechyd Prifysgol Betsi Cadwaladr hyder yn eu proffesiynoldeb, eu hygrededd a'u gwaith.

Gellir cael mwy o fanylion am HASCAS fel sefydliad a bywgraffiadau aelodau'r panel ymchwilio yn Atodiad 1, tudalen 346 i 351 yr adroddiad ar wersi i'w dysgu. 


Pryder 2:	Nid yw'r adroddiad yn dangos ymgysylltiad gwirioneddol ac eang â chleifion a'r cyhoedd. 

Ymateb:	Comisiynwyd HASCAS i ymchwilio diffygion posibl yn y gofal a thriniaeth a ddarparwyd i gleifion yr oedd eu hachosion yn yr archifau oedd yn bod eisoes ac a oedd wedi cael gofal ar ward Tawel Fan. Fe wnaethant hynny drwy adolygu'r archif o gofnodion, ac o hynny, dynodi ble'r oedd arfer gwael yn cael ei ddisgrifio neu ble'r oedd problemau'n cael eu codi, un ai'n ymwybodol neu'n ddiarwybod. Ni chomisiynwyd HASCAS i ymgysylltu â'r cyhoedd, ond i ymchwilio i achosion cleifion penodol. 

	Cysylltwyd â chleifion neu aelodau eu teulu pan ddynodwyd bod posibilrwydd bod diffygion yn y gofal a thriniaeth.  Byddai HASCAS wedi ceisio cysylltu â theuluoedd nad oedd wedi codi cwynion i ddechrau, ond a oedd er hynny wedi gofyn cwestiynau am y gofal ar ward Tawel Fan neu rywle arall.  

Dywed yr adroddiad (tudalen 36, paragraff 5:64) "Cyfarfu'r Ymchwiliad â 65 aelodau teulu yn cynrychioli 35 o gleifion.  Gweithiodd yr ymchwiliad hefyd â 24 o deuluoedd eraill a ymgysylltwyd â nhw ond nad oedd yn dymuno cael eu cyfweld. Er y dynodwyd 108 o gleifion, nid oedd gan bob un ohonynt ffrindiau neu berthnasau oedd un ai'n dal yn fyw neu oedd yn dymuno bod yn rhan ohono.  Dynodwyd 48 o gleifion: 
· na ellid dod o hyd i'w teuluoedd a ffrindiau; neu
· na ymatebodd eu teulu neu ffrindiau i'r cyswllt; neu
· y gwrthododd eu teulu neu ffrindiau gymryd rhan yn yr Ymchwiliad a/neu nad oedd yn dymuno i'r Ymchwiliad gysylltu â nhw."

Mae'r adroddiad yn mynd ymlaen (tudalen 39, paragraffau 5.79 - 5.83) i ddisgrifio'r ymgysylltiad eang ag aelodau staff presennol a chyn aelodau staff.  Dywed "Dynododd yr ymchwiliad 186 o staff BIPBC .... rhoddodd 101 ddatganiadau digon manwl neu (ar ôl archwiliad manwl), tynnwyd y sylw oddi arnynt gan nad oeddynt o ddiddordeb .... roedd 82 yn destun proses gyfweld fanwl...(a) methodd 3 ag ymgysylltu."


Pryder 3:	Beirniadaeth bod HASCAS wedi adolygu cofnodion meddygol yn unig

Ymateb:	Mae adroddiad thematig HASCAS (tudalen 23, paragraff 5.12) yn nodi y bu'n rhaid i'r Panel Ymchwilio sicrhau pedwar prif gategori o ddogfennau er mwyn dechrau'r broses ymchwilio. Y rhain oedd:
· Archifau cyn ymchwiliadau ac adolygiadau (adolygiad blaenorol Ockenden, ymchwiliad Heddlu Gogledd Cymru a'r adolygiad i farwolaethau)
· Cofnodion clinigol
· Dogfennau corfforaethol
· Dogfennaeth a grëwyd yn allanol a llenyddiaeth eilaidd (gweler y Llyfryddiaeth ar dudalennau 341-344).

Gweithiodd y Panel gydag oddeutu 500,000 o dudalennau o ddogfennau (paragraff 5.7, tudalen 22).

Mae'n amlwg nad dim ond cofnodion clinigol a adolygwyd gan HASCAS.


Pryder 4:	Beirniadaeth na chysylltodd HASCAS â rhai teuluoedd.

Ymateb:	Penderfynodd HASCAS pa deuluoedd yr oeddent yn dymuno eu holrhain wedi adolygu'r ystod o ddogfennau a nodwyd eisoes. Pan ddynodwyd achosion cleifion yn unol â'r Cylch Gorchwyl, ysgrifennodd BIPBC at yr holl deuluoedd.  Anfonwyd gwahoddiadau i gyfarfod â HASCAS drwy'r Bwrdd Iechyd, sydd wedi cadw archif manwl o'r llythyrau a anfonwyd a'r ymatebion a gafwyd.  Nid anfonodd HASCAS wahoddiadau uniongyrchol at unrhyw aelodau teulu.


Pryder 5:	Beirniadaeth nad ymgysylltodd HASCAS ag Aelodau Cynulliad

Ymateb:	Rôl HASCAS oedd ymchwilio i bryderon oedd yn wybyddus i'r Bwrdd Iechyd a'r rhai a ddynododd HASCAS drwy adolygu dogfennau. Os oedd gan Aelodau Cynulliad bryderon oedd yn mynd y tu hwnt i'r rhai oedd wedi eu mynegi i'r Bwrdd Iechyd eisoes, yna dylid fod wedi eu hanfon at y Bwrdd Iechyd fel comisiynydd yr ymchwiliad annibynnol er mwyn gallu eu cynnwys yn sgôp y gwaith, neu eu cyflwyno'n uniongyrchol i HASCAS.  Nid oes gan HASCAS unrhyw gofnod bod neb wedi mynd atynt yn uniongyrchol gyda gwybodaeth ychwanegol a allai fod yn berthnasol i'w gwaith.  Fel ymchwilwyr annibynnol, mae HASCAS wedi bod yn ymwybodol o'r angen iddynt gael eu gweld yn anwleidyddol ac maen nhw wedi canolbwyntio eu gwaith ar achosion oedd yn wybyddus i'r Bwrdd Iechyd neu'r rhai a ddaeth yn amlwg wrth iddynt adolygu'r ddogfennaeth.


Pryder 6:	Methwyd â diogelu cofnodion clinigol pan gaewyd ward Tawel Fan ac mae posibilrwydd yr ymyrrwyd â'r cofnodion.

Ymateb:	Ni welodd HASCAS unrhyw dystiolaeth yr ymyrrwyd â chofnodion clinigol a adolygwyd fel rhan o'r ymchwiliad, ac fel ymchwilwyr profiadol, byddent wedi bod yn effro i'r posibilrwydd hwn. Pe dynodwyd unrhyw arwydd o ymyrryd, byddai HASCAS wedi cyfeirio hyn at yr Heddlu, gan ei fod yn drosedd.

Dywed HASCAS hefyd y byddai wedi bod bron yn amhosibl ymyrryd â'r cofnodion a ddefnyddiwyd yn yr ymchwiliad oherwydd nifer o ffactorau yn cynnwys anallu i ragweld pa gofnodion oedd yn mynd i gael eu dewis i'w cynnwys; nifer y bobl fyddai wedi gorfod bod yn rhan honno; y ffaith bod cofnodion wedi eu cadw ar draws llawer o safleoedd; a'r ffaith bod cofnodion yn cael eu cadw fel copïau caled.


Pryder 7: 		Bod adroddiad HASCAS yn canolbwyntio ar y darganfyddiadau positif ac nid y darganfyddiadau negyddol.
Ymateb: 		Roedd ymchwiliad HASCAS yn annibynnol ac fe'i cynhaliwyd gan banel o 16 aelod a ddewiswyd gan HASCAS am eu harbenigedd penodol.  Mae'r adroddiad yn feirniadol iawn o amrywiol agweddau o'r gwasanaeth cyn cau'r ward a rŵan. Cafodd y llwybr gofal i oedolion hŷn a'r rhai â dementia ledled Gogledd Cymru ei feirniadu'n hallt.  Mae'r Bwrdd Iechyd yn cymryd y darganfyddiadau a'r argymhellion o ddifrif ac mae'n gweithio i roi'r argymhellion ar waith.
Fe all fod yn ddefnyddiol yn y fan hyn, i rannu gyda chi bod y Bwrdd Iechyd, dros y blynyddoedd diwethaf, wedi cyflwyno nifer o fentrau newydd i wella ansawdd ein gwasanaethau dementia.   Mae llwybr gofal dementia gofal llym nawr yn ei le ar gyfer pobl sy’n cael eu derbyn i’r ysbyty, sy’n diffinio’r safonau gofal yr ydym ni’n disgwyl i gael eu darparu.  Rydym wedi penodi Nyrs Ymgynghorol Dementia sy’n darparu mewnbwn ar lefel strategol tra’n cefnogi ein harbenigwyr nyrsio, sydd â sgiliau ychwanegol i gefnogi ein gwasanaethau dementia.   Mae’r Bwrdd Iechyd wedi buddsoddi mewn Mapio Gofal Dementia, gyda nifer o’n staff yn derbyn hyfforddiant gan Brifysgol Bradford.   Mae Mapio Gofal Dementia yn fframwaith arsylwadol arloesol sy’n cofnodi ansawdd bywyd ac ansawdd gofal o safbwynt y sawl sydd â dementia.   Mae adborth o’r ymarferion Mapio Gofal Dementia misol yn cael ei ddefnyddio i ysgogi gwelliannau parhaus ac mae’n dangos darlun o welliant.    Rydym wedi gweithio hefyd i osod gofalwyr ac aelodau teuluoedd mewn sefyllfa gryfach o ymgysylltiad er mwyn cefnogi ein staff i ddarparu gofal sydd wir yn rhoi’r claf yn ganolog.  Mae hyn wedi arwain at gyflwyni nifer o fentrau wedi’u hanelu at ofalwyr a theuluoedd, gan gynnwys Ymgyrch John (John’s Campaign), sy’n ffafrio hawl perthnasau a gofalwyr i aros gyda’u hanwyliaid, a chyflwyno Pasport Gofalwyr.   Hefyd, mae ‘Da chi eisiau Sgwrs’ ar gael fel offeryn i sicrhau ymgysylltiad yn y broses o gynllunio gofal gan gleifion a theuluoedd.    Yn olaf, mae yna ffocws cryf wedi bod ar recriwtio gweithwyr cefnogi dementia a gweithwyr gweithgaredd dementia, sydd wedi cael effaith bositif ar les cleifion fel yr arsylwyd yng nghanlyniadau’r ymarferion Mapio Gofal Dementia, ac a nodwyd mewn archwiliadau diweddar gan Arolygiaeth Iechyd Cymru.   Mae pob un o’r pum ward Iechyd Meddwl Pobl Hŷn nawr yn cyflogi o leiaf un gweithiwr gweithgaredd dementia.


Pryder 8:	Galwadau ar i BIPBC wrthod rhai rhannau o'r adroddiad. 

Ymateb:	Mae BIPBC wedi derbyn darganfyddiadau'r ymchwiliad annibynnol gan HASCAS yn llawn ac mae wedi mynd ati i roi'r argymhellion yn yr adroddiad ar waith. Mae'r darganfyddiadau wedi eu seilio ar dystiolaeth a daethpwyd i'r casgliadau yn seiliedig ar adolygiad manwl a gwrthrychol o'r dystiolaeth oedd ar gael. Dylid deall na ddilynodd prosesau ymchwilio blaenorol ddulliau ymchwilio mor gaeth.


Pryder 9:	Galw am sicrwydd na fydd oedi o ran yr adroddiadau unigol.

Ymateb:	Mae BIPBC yn gweithio i sicrhau bod cleifion a'u teuluoedd yn cael eu hadroddiadau unigol cyn gynted â phosibl. Mae'r Bwrdd Iechyd yn dechrau derbyn yr adroddiadau cleifion unigol cyntaf ac mae'n bwriadu cynnig cyfle i bob teulu gyfarfod a thrafod cynnwys eu hadroddiad.  Mae'n rhagweld y cynigir y cyfarfodydd cyntaf cyn diwedd mis Mai 2018 ac y bydd pob claf neu aelodau teulu wedi cael cynnig cyfarfod erbyn diwedd mis Gorffennaf 2018.


Pryder 10:	Nid yw'r Bwrdd Iechyd yn cadw at y broses Gweithio i Wella.

Ymateb:	Gweithio i Wella yw proses GIG Cymru ar gyfer codi pryderon am ofal a thriniaeth fel y gall y corff GIG ymchwilio i'r hyn a allai fod wedi mynd o'i le a cheisio ei wella. 

	Er bod amserlenni'r adolygiad HASCAS wedi bod y tu allan i'r rhai fyddai'n ddisgwyliedig dan Gweithio i Wella, rydym wedi ymdrechu i weithredu mor agos â phosibl at y safonau a disgwyliadau a nodir yn y rheoliadau ac arweiniad. 
	Yn yr achosion hynny ble mae'r ymchwiliad wedi dangos nad oes unrhyw atebolrwydd cymwys mewn camwedd, bydd BIPBC yn cyhoeddi ymateb terfynol dan Ran 5 rheoliad 24 rheoliadau Gweithio i Wella. Yn unol â darpariaeth rheoliad 24, bydd yr adroddiad yn egluro pam ein bod o'r farn nad oes atebolrwydd cymwys. Ni fydd y trefniadau gwneud iawn yn cael eu defnyddio ac o ganlyniad, ni fydd cymhwyster am gyngor cyfreithiol am ddim i gleifion na pherthnasau.

	Yn yr achosion ble mae'r ymchwiliad gan HASCAS wedi dangos bod atebolrwydd cymwys mewn camwedd, bydd y trefniadau gwneud iawn yn Rhan 6 y rheoliadau yn cael eu sbarduno.  Yr adroddiadau unigol yn yr achosion hyn fydd yr adroddiadau terfynol oherwydd bod yr ymchwiliad wedi darganfod bod y tordyletswydd gofal wedi achosi niwed i'r claf sydd â hawl i iawndal (sy'n debygol o fod yn iawndal ariannol).  Yna, bydd gan gleifion neu eu teuluoedd hawl i gael mynediad at gyngor cyfreithiol annibynnol, fydd yn costio dim iddynt, er mwyn sicrhau bod yr iawndal a gânt yn deg.  Rhagwelir na fydd yr adroddiadau hyn, fel sy'n digwydd fel arfer, yn cynnwys cynigion manwl o iawndal, ond byddant yn gwahodd y teulu neu glaf i weithio gyda ni i ddod i gytundeb am faint cywir yr iawndal.  Mae'r adroddiadau hyn yn dod dan ddarpariaeth rheoliad 33.  Efallai y bydd ychydig iawn o achosion ble mae'r iawndal yn fwy na'r hyn a ganiateir dan y Rheoliadau Gweithio i Wella, er bod peth hyblygrwydd ynddynt.  Os bydd hyn yn digwydd, bydd yn cael ei ystyried ar sail unigol gyda'r teulu.


Sylw 11:	Mae'r ail adroddiad Ockenden yn ymwneud â gofal ar ward Tawel Fan.

Ymateb:	Nid yw'r ail adroddiad Ockenden yn ymwneud â gofal a thriniaeth ar ward Tawel Fan.  Mae'r ail adroddiad gan Donna Ockenden yn Adolygiad Annibynnol i Lywodraethu, sy'n ymwneud â threfniadau llywodraethu yn y gorffennol a'r presennol o ran iechyd meddwl pobl hŷn.  Bydd yn canolbwyntio ar strwythurau, systemau a phrosesau.

Yn amlwg, bydd yr ymchwiliad annibynnol a'r adolygiad sydd i ddod ar lywodraethu gwasanaethau iechyd meddwl pobl hŷn, yn faterion o ddiddordeb parhaus.  Bydd y Cadeirydd a minnau'n sicrhau ein bod yn manteisio ar ein cyfarfodydd rheolaidd i roi'r diweddaraf i chi ar gynnydd.  Yn y cyfamser, os oes gennych unrhyw gwestiynau, mae croeso i chi gysylltu â'm swyddfa.

* * * * * * * * * * * * * * * * * * * * * * *

HASCAS Consultancy Limited - Independent Investigation into the Care and Treatment Provided on Tawel Fan Ward: a Lessons for Learning Report

I have previously sent you a link to the page on the Health Board’s website upon which a copy of the above report and associated materials was placed and I trust that this enabled you to have timely access to the report.  If you have encountered any difficulties or wish to receive a printed copy of the report then please let me know by return.

You will appreciate that since the publication of the report on the 3rd May 2018, there has been considerable media coverage and other commentary.  Unfortunately, some coverage has included comments that the Health Board either knows to be untrue or feels to be misleading.  I thought that it would be helpful to seek to address these issues in a letter to you so that you have the best possible briefing in your role as an elected representative of your constituents.  I intend to share this letter with the Community Health Council and the media so that they too are aware of these details and that they have been shared with elected representatives.  The comments that we have concerns about, together with our response on these matters are detailed below:


Concern 1:	Comments made on professional standing and independence of HASCAS.

Response:	The Health and Social Care Advisory Services (HASCAS) is an evidence-based service development organisation working across the health and social care continuum.  It has a 49-year history of providing expert, impartial and authoritative advice in relation to investigation, analysis and challenge to NHS and social care organisations. It has built up a wealth of experience in undertaking service reviews and independent investigations commissioned by a diverse range of organisations across Wales, England and Northern Ireland.  It is entirely independent of all NHS and Governmental functions and is able to draw up professional and clinical experts either through its directly employed workforce or those contracted in to support specific pieces of work.  The Betsi Cadwaladr University Health Board has confidence in their professionalism, credibility and work.

Further details on HASCAS as an organisation and the biographies of the members of the investigation panel can be found at Appendix 1, pages 346 to 351 of the lessons for learning report. 


Concern 2:	Report does not demonstrate true and wide engagement with patients and public. 

Response:	HASCAS were commissioned to investigate potential failings in the care and treatment of patients whose cases were already contained within the existing archives and who had been cared for on Tawel Fan ward.  They did so by reviewing the archive of records, from which they identified where poor practice was described or where issues were raised either consciously or unconsciously.  HASCAS were not commissioned to engage with the public but to investigate specific patient cases.

	Patients or surviving family members were contacted where the potential for failings in care and treatment were identified.  HASCAS will have looked to make contact with families who initially did not raise a complaint but who nonetheless had raised some questions about care on Tawel Fan or elsewhere.  

The report details (page 36, paragraph 5:64) that “The Investigation met with 65 families members representing 35 patients.  The investigation also worked with a further 24 families who were engaged but who did not wish to be interviewed.  While 108 patients were identified not all of them had friends or family members who were either still living or who wished to be involved.  48 patients were identified whose families and friends: 
· could not be located; or
· did not respond to contact; or
· refused to take part in the Investigation and/or did not wish to be contacted.”

The report goes on to detail (page 39, paragraphs 5.79 – 5.83) the extensive engagement with current and previous members of staff.  It states that “The investigation identified 186 BCUHB employees …  101 either supplied sufficiently detailed statements or (after careful examination) were stood down as being of no interest … 82 were subject to a formal interview process… (and) 3 failed to engage”.


Concern 3:	Criticism that HASCAS only reviewed medical records.

Response:	The HASCAS thematic report sets out (page 23, paragraph 5.12) that the Investigation Panel had to secure four main categories of documentation in order to get the inquiry process started. They were:
· Prior investigation and review archives (preceding Ockenden review, North Wales Police investigation and Mortality review)
· Clinical records
· Corporate documentation
· Externally generated documentation and secondary literature (see Bibliography page 341-344).

The panel worked with circa 500,000 pages of documentation (paragraph 5.7, page 22).

It is clearly not the case that HASCAS only reviewed medical records.


Concern 4:	Criticism that HASCAS did not contact some families.

Response:	HASCAS determined which patients they wished to follow up from their review of the aforementioned range of documentation. Once patient cases were identified in accordance with the Terms of Reference BCUHB wrote to all families.  Invitations to meet with HASCAS were sent out via the Health Board which maintains a detailed archive of letters sent and responses received.  HASCAS did not initiate invitations to any family member directly.


Concern 5:	Criticism that HASCAS did not engage with Assembly Members.

Response:	The role of HASCAS was to investigate concerns known to the Health Board and those they identified through their review of documentation.  If Assembly Members had concerns that extended beyond those that were already in the possession of the Health Board, then these should have been forwarded to the Health Board as the commissioner of the independent investigation so that these might have been included within the scope of the work or should have been submitted directly to HASCAS.  HASCAS have no record of any direct approach about further information which might be pertinent to their work.  As independent investigators, HASCAS have been mindful of the need to be seen as apolitical and focused their work on cases known to the Health Board or those that became evident from their review of the documentation.


Concern 6:	There was a failure to lockdown clinical records on the closure of Tawel Fan ward and that the records may have been tampered with.

Response:	HASCAS found no evidence of tampering with clinical records reviewed as part of the investigation and as experienced investigators they would have been alert to this possibility. If any signs of tampering had been identified, HASCAS would have referred this to the police, as it is a criminal offence. 

HASCAS further state that tampering with the records used in the investigation would have been almost impossible due to a number of factors including the inability to pre-empt the actual records that were selected for inclusion; the number of people who would have needed to be involved; the multiple sites that records were held across; and the fact that records were kept in hard copy. 


Concern 7:		That the HASCAS report concentrates on the positive findings and not the negative findings.
Response:		The HASCAS investigation was independent and was undertaken by a panel of 16 members selected by HASCAS for their particular expertise.  The report is strongly critical of various aspects of the service both prior to the closure and now. Strong criticisms have been made of the patient care pathway for older adults and those with dementia across north Wales.  The Health Board is taking the findings and recommendations very seriously and is working to implement the recommendations.
It might at this point be useful to share with you that the Health Board has over the past few years introduced a number of new initiatives to improve the quality of our dementia services.  An acute care dementia care pathway is now in place for people admitted to hospital, which defines the standards of care that we expect to be provided.   We have appointed a dedicated Consultant Nurse in Dementia who is providing input at a strategic level while supporting our nurse specialists, who have enhanced skills to support our dementia services.  The Health Board has invested in Dementia Care Mapping, with a number of our staff receiving training from the University of Bradford.  Dementia Care Mapping is an innovative observational framework that records the quality of life and quality of care from the perspective of the person with dementia.  Feedback from monthly Dementia Care Mapping exercises is being used to drive continuous improvement and shows an improving picture.  We have worked to also worked to reposition carers and family members in to a much stronger position of involvement in order to support our staff to deliver truly person centred care. This has led to the introduction of a number of initiatives aimed at carers and families, including John’s Campaign, which advocates for the right of relatives and carers to stay with their loved one, and the introduction a Carer’s Passport.  In addition, ‘Care to Talk’ is available as a tool to ensure involvement in care planning from patients and families.  Finally, there has been a strong focus on the recruitment of dementia support workers and dementia activity workers, which has had a positive impact on patient wellbeing as observed in the results of Dementia Care Mapping exercises, and noted in recent inspections from Healthcare Inspectorate Wales. All five Older Persons Mental Health wards now employ at least one dementia activity worker.


Concern 8:	Calls for BCUHB to reject some parts of the report.

Response:	BCUHB has accepted in full the findings of the independent investigation by HASCAS and has set about work to implement the recommendations set out within the report. The findings are evidence-based and conclusions have been reached based upon a thorough and objective review of the evidence available. It should be understood that prior investigation processes did not follow such stringent investigation methods.


Concern 9:	Calls for assurance that individual reports will not be delayed.

Response:	BCUHB is working to ensure that patients and their family members receive their individual patient reports as soon as possible.  The Health Board is starting to receive the first individual patient reports and intends to offer every family the opportunity to meet and discuss the content of their report.  It anticipates that the first meetings will be offered before the end of May 2018 and that all patients or family members will have had an offer of a meeting by the end of July ’18.


Concern 10:	The Health Board is not adhering to the Putting Things Right process.

Response:	Putting Things Right (PTR) is the NHS Wales process for raising concerns about care and treatment so that the NHS body can look into what may have gone wrong and try to make it better. 

	Whilst the timescales for the HASCAS review have been outside of those expected under PTR, we have endeavoured to operate as closely as possible to the standards and expectations set out within regulations and guidance. 
	In those cases where the investigation has indicated that there is no qualifying liability in tort, BCUHB will issue a final response under Part 5 regulation 24 of the PTR regulations. In accordance with the provisions of regulation 24, the report will explain why we are of the view that there is no qualifying liability. The redress arrangements will not be engaged and, consequently, there will be no eligibility for free independent legal advice to patients or relatives.

	In cases where the investigation undertaken by HASCAS has shown that there is a qualifying liability in tort, the redress arrangements in Part 6 of the regulations will be triggered.  The individual reports in these cases will be the final reports as a result of the investigation finding that the breach or breaches of duty of care have caused harm to the patient who is entitled to redress (likely to be financial compensation).  Patients or their relatives will then be entitled to access independent legal advice, at no cost to themselves, in order to ensure that the amount of compensation that they receive is fair.  It is anticipated that these reports will not, as usually happens, contain detailed offers of compensation but will invite the family or patient to work with us to reach an agreement on the right amount of compensation.  These reports fall within the provision of regulation 33.  There may be a very few cases where the compensation level may exceed the limit allowed under the Putting Things Right Regulations although these do allow some flexibility.  Should this be the case, it will be considered on an individual basis with the family concerned.


Comment 11:	The second Ockenden report is about care on Tawel Fan ward.

Response:	The second report by Donna Ockenden is not about the care and treatment of patients on Tawel Fan ward.  The second report by Donna Ockenden is an Independent Governance Review relating to past and current governance arrangements in relation to older person’s mental health.  It will focus on structures, systems and processes.

Clearly, the independent investigation and the forthcoming review of governance of older person’s mental health services will be matters of continued interest.  The Chairman and I will ensure that we take the opportunity of our regular and scheduled meetings to keep you updated on progress.  In the meantime, if you have any questions outstanding then please do not hesitate to contact my office.

Yn gywir/Yours sincerely
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Gary Doherty
Prif Weithredwr
Chief Executive
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