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JOINT INVESTIGATION GROUP
TERMS OF REFERENCE

Meeting to facilitate a sharing, learning and improving environment and to gain feedback regarding the implementation of the new process for undertaking a joint investigation.
	1.  Introduction



The Emergency Ambulance Services Committee (EASC) is a joint committee of each LHB in Wales, established under the Emergency Ambulance Services Committee (Wales) Regulations 2014 (2014 No.566 (w.67)) (the EASC Directions). The Committee approved the setting up of the EASC Management Group in 2019. 

At its meeting on 21 April 2022, the EASC Management Group agreed to set up a Task and Finish Group to respond to the recommendations made within the NHS Wales Delivery Unit - Appendix B Report (embedded below at Appendix 1) in relation to the deployment of the Framework for the investigation of Patient Safety Serious Incidents (2019, “the Framework” embedded below at Appendix 2). As such, the Task and Finish Group was established and subsequent meetings were held. As a result of the Task and Finish Group an alternative process has been established and is currently being tested across organisations (Appendix 3). The Joint Investigation Group (JIG) has been initiated to continue the conversation and improve system wide thinking in the context of joint investigations. 

	2. Purpose



The overall purpose of the group is to lead the transition away from the Framework by incorporating the processes and principles for joint investigations between WAST and other NHS Wales organisations into current national policies relating to national Patient Safety Incident reporting and investigation. 

The group will integrate the accountabilities, responsibilities, notification procedure and methodologies of a joint investigation into relevant national policies/guidance, reflecting on the learning and risks identified to date with the current process. This will include defining and agreeing the following:
· the definition and identification of a patient safety incident requiring investigation
· organisational responsibility for managing a patient safety incident along the pathway from identification through to completion of the investigation
· appropriate methodologies for sharing information between WAST and NHS organisations to enable joint decision making in relation to investigations, replacing the paper-based Appendix B communication system with an appropriate and fit for purpose method. Where possible, this will utilise the Once for Wales Concerns Management System
· the local and national reporting requirements
· the minimum information sharing and investigation standards between organisations when joint investigations are commissioned
· establishing the lead organisation to manage PTR requirements including patient/family contact; and to
· consider the learning from Health Boards/Trusts, staff and patient experience of the current process.

The Group will provide appropriate advice to the EASC Management Group ensuring that timely progress is made against them.

The Group is responsible to the EASC Management Group for undertaking the following functions:
· to agree a consistent approach to joint investigations that meets the Putting Things Right requirements and reduces variation across NHS Responsible Bodies
· To receive regular reports from Health Boards and Trusts regarding the actions taken in relation to the work of the JIG, and progress made in response to the DU’s recommendations
· To raise any concerns related to the progress of the work as soon as practicable via the Executive Directors of Nursing peer forum 
· To consider the wider perspective including patients, families and staff including to consider patient stories if appropriate 
· To inform the NHS Wales Delivery Unit of the requirements to include in relevant national policies/guidance; and
· if there are any other Welsh Government policy implications, to advise Welsh Government colleagues to inform future policy direction.

	3. Delegated Powers and Authority



The group is authorised to:
· Utilise the EASC Team as independent support to work with health boards, WAST and the NHS Wales Delivery Unit to meet the recommendations
· Obtain outside legal or other independent professional advice and to secure the attendance of outsiders with relevant experience and expertise if it considers this necessary, subject to budgetary and other requirements.





	4. Membership



The Membership of the Group will be determined locally but should as a minimum consist of senior representatives from each LHB.  
Due to the pressing nature and patient safety risks as presented in the report along with the scrutiny of the Chief Nursing Officer, senior representation is required on the Task & Finish Group in the form of:
· Assistant Directors of Quality & Safety, Health Boards and Welsh Ambulance Services NHS Trust (WAST) and Velindre University NHS Trust
· Quality & Performance Improvement Manager or deputy of equivalent seniority, NHS Wales Delivery Unit
· EASC Team.

To ensure the pace of the JIG is maintained, it is expected that representation from each LHB will be consistent throughout the life of the JIG, as far as possible. 

The JIG will be coordinated by the EASC Team.

Other members may be appointed as deemed appropriate by the Chair.

The Group will be chaired by Sian Ashford, Senior Lead Nurse Quality and Delivery Frameworks. In the absence of the Chair, a member of the EASC Team will Chair the meeting.

Other staff may be invited to attend as and when the agenda requires.

	6. Meetings



Meetings will be conducted in accordance with the following:

· Quorum
At least six Members, of which:
· at least 4 of the LHBs and Velindre University NHS Trust
· at least one representative from WAST
· one member of the NHS Wales Delivery Unit 
· one member of the EASC Team must be represented to allow any formal business to take place at the Task and Finish Group.

· Frequency of Meetings
Due to the pressing nature and patient safety risks as presented in the report, meetings shall be held every month in order to make the required progress against the recommendations set.




· Dealing with Members’ interests during meetings
The Chair must ensure that the decisions on all matters brought before it are taken in an open, balanced, objective and unbiased manner. In turn, individual members must demonstrate, through their actions, that their contribution to the decision making is based upon the best interests of the NHS in Wales.

· Responsibilities of Members and Attendees
Members have a responsibility to:
a) Attend at least 75% of meetings having read all the papers beforehand
b) Nominate an appropriate deputy of sufficient seniority to represent their organisation if unable to attend any meeting
c) Disseminate information throughout their respective organisation and through the appropriate Peer Groups and other networks
d) Brief their respective organisations prior to and following the meeting 
e) Identify any agenda items and send to the CTM_CASC_EASC@wales.nhs.uk 10 working days before the meeting
f) Prepare and submit the papers for the meeting 8 days before the meeting. The Chair (or nominated Deputy) will determine the final agenda for the meeting
g) Timescales may need to be adjusted to reflect the proposed pace of the group.

· Withdrawal of Individuals in Attendance
The group may ask any or all of those who normally attend but who are not members to withdraw to facilitate open and frank discussion of particular matters.

· Circulation of Papers
The EASC Team will ensure that all papers are distributed at least 5 days prior to the meeting. The EASC Team will also ensure that a briefing is circulated to Members following the meeting so this can be used as part of the local briefing mechanisms.

	7. Relationship with EASC Management Group



The JIG, through its Chair and Members shall work closely to provide advice and assurance to EASC Management Group through:
· ensuring a national and consistent approach 
· sharing of information
· To ensure clarification for organisations and staff at an operational level around accountability and ownership
· To consider the wider perspective including patients, families and staff including to consider patient stories if appropriate
· the identification of any areas of concern and
· provision of regular update reports to external forums such as the All Wales Executive Nurse Director peer group and the NHS Wales Delivery Unit.

This will contribute to the delivery of good governance and ensure that all sources of assurance are incorporated into the overall risk and assurance framework.

The aim will be to ensure that the EASC Management Group delivers timely progress against the recommendations of the JIG.

The EASC Management Group standards, priorities and requirements e.g. equality and human rights, will be embedded through the conduct of its business.

EASC & EASC Sub-Groups




	8. Reporting and Assurance Arrangements



The Chair of the Group shall:
· Report formally to the EASC Management Group on the Task and Finish Group’s activities. This includes verbal updates on activity, the submission of the minutes and written reports
· Bring to the EASC Management Group’s specific attention any significant matters for consideration by the EASC (in line with the Standing Orders)
· Include in matters for decision, the formal views of the group, for consideration by EASC Management Group
· Ensure appropriate escalation arrangements are in place to alert the EASC Chair, Chief Executive or Chairs of other LHBs and relevant sub groups of any urgent/critical matters that may affect the operation and/or reputation of the LHBs or WAST or EMRTS.

The Chair, Sian Ashford, Senior Lead Nurse, Quality and Delivery Frameworks, on behalf of the EASC Management Group, shall oversee a process of regular and rigorous self-assessment and evaluation of the Joint Investigation Group’s performance and operation.

	9. Applicability of Standing Orders to Committee Business



The requirements for the conduct of business as set out in the (EASC) Standing Orders are equally applicable to the operation of the Group. EASC Management Group Terms of Reference allow for the creation of the JIG.

	10. Review



These Terms of Reference shall be adopted by the Group and will be formally approved by the EASC Management Group at its first meeting and subject to review at least on a 6 month thereafter.


FOR ANNUAL REVIEW

Date of approval by the EASC Management Group meeting: 

Next review due: (one year)
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Analysis of ‘Appendix B’ reports, submitted by the Welsh Ambulance Service Trust (WAST)

Sponsored by Cathy Dowling, Assistant Director Quality and Safety, NHS Wales Delivery Unit

Prepared by Lee Joseph, Quality and Safety Manager, NHS Wales Delivery Unit

Purpose of paper 

To summarise an analysis of ‘Appendix B’ reports, submitted by the Welsh Ambulance Service Trust (WAST) to the Health Boards and subsequently the NHS Delivery Unit Quality and Safety Team.  The time period in scope is 14 June to 31 November 2021.  The analysis focused on identifying any trends or themes of potential patient harm caused by WAST’s inability to respond to calls due to NHS Wales system pressures.  

Situation

The current system pressures within NHS Wales continue to impact on WAST’s ability to respond to calls in keeping with the prioritisation level, set by WAST dependent on clinical need.  Whilst the impact is predominantly seen in WAST’s ability to respond to calls within the community setting, it also applies to other WAST routine work such as urgent patient hospital transfers.

‘Appendix B’ reports are routinely copied to the Delivery Unit (DU) when submitted to the relevant HB/Trust in keeping with the current Framework arrangements.  However, analysis by the DU has shown there is currently no correlation between the potential incidents of patient harm outlined within the Appendix B’s, and national patient safety incident reporting.  This suggests there is a breakdown somewhere in the process of local investigation and national patient safety incident reporting, after Appendix B’s have been generated.  Whilst not all incidents where an Appendix B has been generated will reach threshold for national reporting, in accordance with the Welsh Government (WG) National Patient Safety Incident Policy, i.e. severe harm or death, assessment of the information contained within the Appendix B’s does make it highly likely that preventable harm, including severe harm and/or death is occurring, but not being reported nationally, and or potentially investigated appropriately in accordance with national regulations and policy.

Background



In 2019, a joint investigation framework was jointly developed between all Health Boards, Trusts and WAST, to provide a clear and consistent approach to the identification, reporting, investigation and closure of incidents meeting criteria, as set out by Welsh Government in relation to what was then classified as ‘serious incidents’ (Framework for the investigation of Patient Safety Serious Incidents (SIs), July 2019, V2.2).  The Framework was developed to consider all potential serious incidents (SIs) reported by the Welsh Ambulance Services NHS Trust (WAST) via their internal Serious Case Incident Forum (SCIF).  



Once developed, the framework (See in attachments) was presented and approved for use through the following forums:

· All Wales Task and Finish Group (Assistant Director level)

· Head of Patient Experience Network;

· WAST – Quality Steering Group;

· Directors of Nursing forum NHS Wales; and,

· WAST Quality, Patient Experience & Safety Committee

The key purpose of the Framework, which remains in operation, is to “define the investigation Framework in the event of a Patient Safety SI related to handover delays at Health Board sites, which affects one or more health body in Wales”.  The Framework describes how the NHS in Wales will respond to patient safety SIs relating to extended delays in patient handovers and, where extended delays adversely impact patients within the community awaiting a response. The Framework sets out the mechanism by:

· Which organisation will take primacy for Advising Welsh Government (WG) of the SI;

· Which organisation will undertake the lead for the investigation and subsequent actions in

· accordance with the above mentioned Regulations and identify system wide learning; and,

· Which organisations will be required to support and contribute to the investigation

· This document is aligned with and supported by existing Health Boards and the WAST processes for investigating SIs.

The scope of the Framework relates to patient safety SIs arising from:

· Delayed patient handover at Health Board sites; and,

· Patients within the community awaiting a response due to delayed handovers.

From a WAST incident management perspective, the Framework states; “If the root cause of the suspected SI is primarily the result of, or attributed due to the delay in patient handover at hospital sites, the incident will be transferred to the relevant HB/Trust for investigation, and where appropriate, closed on Datix, and, the details of the incident will be passed to the appropriate lead HB/Trust, and the relevant documentation for this is set out in Appendix B: Incident Referral Form”, hence the ‘Appendix B’ reporting process.  The DU (and formally WG) are automatically sent a copy of all Appendix B’s sent to HB/Trusts by WAST for information purposes.

Assessment

To inform this assessment, the DU reviewed 85 Appendix B incident’s, copied to the DU as part of process, between June and November 2021.  The findings are set out in table 1 below:

Table 1 

		Information

		Total Number N=85

		Percentage 



		Outcome is death

		71

		84%



		Recognition of life extinct on arrival (ROLE)

		61

		72%



		Initial grading Red

		3

		



		Initial grading Amber 1

		64

		75%



		Total number upgraded following patient deterioration

		57

		67%



		Number upgraded to red following patient deterioration 

		46

		54%



		WAST operational contributory factors identified

		0

		0%



		Number converted to National Reportable Incidents

		0

		0%



		Response Times N=15



		Average response time for Amber 1

		6 hours 29 minutes

		



		Average response time once upgraded to red 

		6.5 minutes

		







Given that in 71 (84%) of cases the outcome has been death, with the vast majority of these deaths occurring prior to WAST arrival, the data indicates that the window of opportunity to provide medical assistance to seriously unwell patients in the community, classed as Amber 1 calls, is being routinely missed, and likely on the balance of probability to be a causative factor in the timing of patients death, given they were alive at the initial call but deceased upon arrival 6.5 hours later (on average).  

There is clear evidence in the Appendix B’s which show how patients are deteriorating over time resulting in several additional calls for assistance, eventually with symptoms resulting in a life threating condition.  Even in cases where death would have occurred in any event regardless of response time, the Appendix B’s illustrate a significant patient experience shortfall, particularly in regard to symptom control and management for these patients suffering a natural end of life acute medical event.  

Detail within some of the Appendix B’s, such as patient profile and presenting medical complaint, does however indicate that cases of severe avoidable or/and or unexpected harm, which has been caused or contributed to by action or inaction of NHS funded care, in keeping with national patient safety incident policy, is likely to have occurred on a number of occasions.  However, analysis of nationally reported incidents since the 14 June 2021 finds no correlation between the Appendix B’s submitted by WAST to HB/Trusts, and nationally reported patient safety incidents.  This confirms that the management of such incidents is not in keeping with WG national policy. 

The most common contributory factor detailed in the Appendix B is handover delays, where WAST resources are delayed in handing over patients upon at hospital sites in keeping with nationally agreed handover timescales.  No WAST organisational or operational contributory factors were identified in any of the N=85 cases reviewed.  This finding is however not unexpected given the purpose of the Appendix B referral process (incidents relating to extended delays in patient handovers and, where extended delays adversely impact patients within the community awaiting a response).  Analysis of national patient safety incidents reported since 14 June 2021 confirms that WAST actively report other patient safety incidents nationally where handover delays have impacted upon response times, but also where they have identified internal causative factors such as control room errors, and other lost unit hour production (UHP), such as meal breaks and staffing resource availability amongst others.

Intelligence gathered from conversations with all organisations including WAST indicates that whilst organisations remain committed to the principles of the Framework, operational and cultural influences such as ‘blame’ and responsibility for patients waiting in the community for care, are barriers to affective investigations and reporting.  There is also evidence of learned helplessness that the system pressures make investigations less valuable because the same causative effects exist.  However, without a proportionate and questioning investigation approach, it is likely learning opportunities are being missed, notwithstanding a substandard response to patients, families and staff who will be impacted.

Whilst the Framework, commonly referred to as the Joint Investigation Protocol (JIP) remains operational, there have been national policy changes with regards to ‘Serious Incident’ management, which have occurred since the Framework was developed.  The Framework, which was scheduled for review in September 2020, still refers to the reporting and management of SIs in keeping with the National Health Service (NHS) (Concerns, Complaints and Redress Arrangements) (Wales) Regulations (referred to as the Regulations), and the Putting Things Right (PTR) supporting guidance on dealing with concerns about the NHS (version 3).  However, changes to the management and reporting of patient safety incidents occurred on the 14 June 2021 with the introduction of a new WG National Patient Safety Incident policy, which dropped the use of Serious Incident (SI) terminology, instead referring to such incidents as ‘Nationally Reportable Patient Safety Incidents’.  The Framework is no longer consistent with national policy and arrangements.

In summary

Cross analysis of the Appendix B’s, with nationally reported patient safety incidents, indicates the high likelihood that incidents of avoidable patient safety harm and death are not being adequately investigated and reported nationally, and in keeping with either the previous WG national policy and guidance regarding patient safety incidents, or the updated policy since 14 June 2021.  The Framework is no longer in keeping with national policy requirements.  

A breakdown in communication, and the intended collaboration between WAST as the identifying organisation, and HB/Trusts as the commissioning organisations, is resulting in Appendix B’s not being adequately investigated and reported nationally where applicable.  National data on the harm being caused by system pressures, impacting on WASTs ability to respond and treat seriously unwell patients in the community, is not being captured.  Therefore, learning opportunities to improve patient safety, and reduce adverse harm, notwithstanding the system pressures, is being lost.      

Recommendations 

· A task and finish group is established to revisit the Framework to ensure the process is fit for purpose, and consider how best to reflect current national policy regarding patient safety incidents.  This should include how incidents are reported in keeping with national reporting policy and responsibilities, and what minimum information sharing standards will be set, as to ensure comprehensive investigation are conducted.

· The task and finish group should be coordinated by the Emergency Ambulance Services Committee (EASC), as the body responsible for the delivery of WAST services, and the commissioning arrangements between WAST and HB/Trusts.  The DU will support the process to ensure alignment with national policy requirements

· Internal governance – WAST and EASC will update their relevant Committee/Board 

· The NHS Delivery Unit Quality and Safety Team will seek assurances from Nurse Directors/HB that they have assessed all their Appendix B since June 2021 to determine if they meet national reporting patient safety threshold  



Attachments
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1 EXECUTIVE SUMMARY 
 
The Serious Incident (SI) Investigation Framework has been developed to provide a clear and 
consistent approach to the identification, reporting, investigation and closure of incidents meeting 
the criteria, as set out by Welsh Government.  The Framework will also promote shared learning 
and improvements across NHS Wales Health Boards and Trusts and with key partners.  
 
The Framework has been developed to consider all potential SIs reported to the Welsh Ambulance 
Services NHS Trust (WAST) via the Serious Case Incident Forum.  These incidents may occur as 
a consequence or during delayed patient handovers at Health Board sites, and as a consequence 
of patients within the community awaiting a response by WAST, where the primary causative factor 
was that of notification to handover delays. 
 
The Framework has been developed with engagement from representatives from all Health Boards 
and WAST, and has been presented and approved through the following routes: 
 



 All Wales Task and Finish Group (Assistant Director level)  
 Head of Patient Experience Network; 
 WAST – Quality Steering Group; 
 Directors of Nursing forum NHS Wales; and, 
 WAST Quality, Patient Experience & Safety Committee. 
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2  PURPOSE  



 
The management of concerns in Wales is governed under the National Health Service (NHS) 
(Concerns, Complaints and Redress Arrangements) (Wales) Regulations (referred to as the 
Regulations) which includes SIs. This is underpinned by the Putting Things Right (PTR) Guidance 
on dealing with concerns about the NHS (version 3), which assists in interpreting the Regulations, 
and enables responsible bodies to effectively handle concerns according to the requirements.  All 
responsible bodies are expected to ensure their systems and processes for the management of SIs 
meet these Regulations. 
 
One of the consequences of emergency resources being delayed at the interface of handover at 
hospital departments, means prolonged access to clinical assessment, and/or continued care, 
including delays for patients in the community awaiting a response.  These delays cause the 
potential of serious and untoward incidents to occur, increased levels of harm for patients and carers 
organisational and reputational risks.  
 
The purpose of this document is to outline the Framework and describe how the NHS in Wales will 
respond to patient safety SIs relating to extended delays in patient handovers and, where extended 
delays adversely impact patients within the community awaiting a response.  It sets out the 
mechanism by: 
 



 Which organisation will take primacy for Advising Welsh Government (WG) of the SI; 
 Which organisation will undertake the lead for the investigation and subsequent actions in 



accordance with the above mentioned Regulations and identify system wide learning; and, 
 Which organisations will be required to support and contribute to the investigation. 
 



This document is aligned with and supported by existing Health Boards and the WAST processes 
for investigating SIs.  
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3 SCOPE  



 
This governance Framework relates to patient safety SIs arising from: 
 



 Delayed patient handover at Health Board sites; and, 
 Patients within the community awaiting a response due to delayed handovers. 



 
Identification of SIs will be as defined in the Putting Things Right Guidance (PTR) on dealing with 
Concerns about the NHS (version 3) which is provided at Appendix A. 
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4 SUPPORTING DOCUMENTS 



 
This Framework is to be read in conjunction with the following documents: 
 
Document Version 
Putting Things Right (PTR) on dealing with Concerns about 
the NHS 



3 



Health Board and Trust local Patient Safety SI Procedures Organisational 
specific 



NHS Wales Health & Social Care (Quality & Engagement) 
Bill: 
specifically the duty of Quality and Candour and Citizens 
Voice 



Engagement 
documents during 
2019/20 
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5  IDENTIFICATION OF POTENTIAL SERIOUS INCIDENTS  



 
The following, immediate steps must be undertaken by the organisation in which the Adverse 
Incident (ADI) is reported, and where the suspected SI is identified: 
 



 Where the suspected SI is identified by WAST and/or the corresponding Health Board, the 
relevant Executive Director Leads for Putting Things Right/ Director on call, if out of hours, 
from each organisation should be notified, (Appendix E: Organisational Contacts); 



 
 In instances of anticipated media attention, the identifying organisation may issue a ‘No 



Surprises’ notification to WG and a copy of the disclosure will be sent to the appropriate 
Health Board or to WAST accordingly; 
 



 WAST and the respective HB(s) will communicate the suspected SI within their organisation 
(including the primary care providers associated with the incident), and manage any 
immediate risks and mitigating actions to patient safety and patient/carer/staff experience; 
 



 If the root cause of the suspected SI is primarily the result of, or attributed due to the delay in 
patient handover at hospital sites, the incident will be transferred to the relevant HB/Trust for 
investigation, and where appropriate, closed on Datix,  and, 
 



 The details of the incident will be passed to the appropriate lead HB/Trust, and the relevant 
documentation for this is set out in Appendix B: Incident Referral Form. 
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6 CONFIRMED SERIOUS INCIDENTS 



  
6.1 Actions to be taken within 72 hours of confirmed Serious Incident 
 
Upon confirmation of a SI, the organisation with primacy for leading the SI will, (where possible), 
undertake an urgent review within 72 hours: 
 



 The responsibilities for reporting, initial review (72 hours) and investigating a patient safety 
SI, will be the responsibility of the organisation in which the primary causation  of the SI is 
attributed/occurred; 



 
 HB(s) and WAST will follow their local SI process to ensure all relevant stakeholders are 



identified and communicated with.  This includes clarity of who is the lead Investigating Officer 
and who is the lead to communicate with the patient/family/carer and staff for debrief and 
support; 



 
 The lead organisation will be responsible for the management of communications, where 



required; 
 



 The lead organisation will commence the SI investigation in line with local process supported, 
when required, by other Health Boards/WAST; and, 



 
 HB(s) and WAST will identify a named, Single Point of Contact (SPoC), appointed by their 



relevant Executive Leads for Putting Things Right (Appendix E). 
 
6.2 Actions within 5 days of confirmed Serious Incident 
 
Within five (5) working days: 
 



 The relevant Executive Leads for Putting Things Right (or their appointed SPoC) from HB(s) 
and WAST will meet (inclusive of virtual meeting arrangements), to agree what support is 
required during the investigation stages and to consider if there will be an inquest to plan the 
timescales of the joint investigation (Appendix C); and, 



 
 Terms of reference for the joint investigation will be agreed at this time which will include: 



roles and responsibilities for both organisations, planned actions, timelines and an agreed 
escalation process (if required). 



 
6.3 Serious Incident Investigations 
 
The lead organisation for each SI will undertake investigations in line with their local SI process and, 
where required, PTR regulations and will include: 



 Best practice methodology; 
 



 Consider degree of harm, or potential of harm, to patients (including experience of patients 
and their carers and staff); 
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 Identify root-causes and learning and improvement opportunities; 
 



 Identify recommendations to mitigate further risk and reduce instances where delayed patient 
handover is experienced, impacting on delayed response to patients in the community. 
Increase in 999/NHSDW 111/GPOOHs call demand may also be a causative factor for SIs 
and the identification of causative factors needs to be considered to ensure the relevant 
organisation takes the lead for the SI investigation. 



 
The Lead organisation for the SI investigation will work collaboratively to identify themes, trends and 
system wide learning and improvement as part of the over-arching SI investigation reported to WG.  
This will be supported, where required, by partner organisations.  These supported investigations 
will: 
 



 Be co-ordinated by the agreed lead HB or WAST (as outlined in 6.1 and 6.2 above); 
 



 Will have an approved escalation process with an Executive Lead for PTR in the event that 
insufficient progress is being made in relation to any make safe arrangements, or the 
investigation process; and, 



 
 Receive engagement from any additional stakeholders and key partners affected by the 



incident, as detailed within the terms of reference. 
 
6.4 Finalising Investigations 
 
Within agreed timescales and in partnership, the lead organisation will finalise and approve their 
local investigation report in compliance with their respective SI policies, quality assurance and 
scrutiny processes.  
 
Within agreed timescales, the lead organisation will collate the required information to complete the 
SI investigation report, this must include: 
 



 The impact/potential impact on patient safety and experience as a result of the incident; 
 



 Remedial action undertaken; 
 



 To consider how the outcomes, learning and improvements of any investigation will be 
embedded into local process and how they contributed to, or reduced the impact of the 
incident; 



 
 Whether business continuity plans were initiated in response to the incident; 



 
 Local learning and improvements from each organisation’s local investigation; and, 



 
 Recommendations to minimise any further occurrence – Duty of Quality. 



 
The reporting organisation will co-ordinate the production of a single investigation report, undertaken 
jointly with partner organisations, written in plain English so that it can be shared with patients, family 
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members and staff.  This will then be presented, reviewed and approved at a meeting (inclusive of 
virtual), with relevant Executive Leads for PTR from the associated organisations, where required.   
 
The reporting organisation will be responsible for concluding the SI investigation and providing 
assurance to WG via ‘SI Closure Summary’ with regards to learning and improvements.  
 
6.5 Contact and Communication and Duty of Candour 
 
During the SI Investigation process, the lead organisation will be required (as per their local policies) 
to contact patients, their families and/or representatives to: 
 



 Inform them that a SI investigation is being undertaken; 
 



 Early engagement with patients and families to inform the development of the terms of 
reference of the investigation 
 



 Update on current progress / status of the investigation; and, 
 



 Provide closure following completion of the investigation (this may include arranging and 
facilitating family meetings as required). 



 
It will remain the responsibility of the reporting organisation in which the SI occurs to establish and 
maintain contact with patients, families and/or representatives, inclusive of incident closure and 
summary.  This will include working in collaboration with the Coroners’ Network, where SI cases 
have also been identified for potential inquest and the agreement to share documentation.  
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7  APPENDICES 
 
Appendix A – Serious Incident Definitions 
 
The Putting Things Right Guidance (PTR) on dealing with Concerns about the NHS (version 3) 
defines a Serious Incident as: 
 
An incident that occurred during NHS funded healthcare (including in the community), which resulted 
in one or more of the following: 
 



 Unexpected or avoidable death or severe harm of one or more patients, staff or members of 
the public; 



 A never event - all never events are defined as serious incidents although not all never events 
necessarily result in severe harm or death (see Never Events Framework within the above 
mentioned guidance); 



 A scenario that prevents, or threatens to prevent, an organisation’s ability to continue to 
deliver healthcare services, including data loss, property damage or incidents in population 
programmes like screening and immunisation where harm potentially may extend to a large 
population; and, 



 Allegations, or incidents, of physical abuse and sexual assault or abuse, and/or loss of 
confidence in the service, adverse media coverage or public concern about healthcare or an 
organisation. 



 
In some cases incidents may not result in direct harm to a patient(s) but may impact on service 
provision or organisational reputation including adverse media coverage.  In such cases a no 
surprise notification should be submitted in accordance with the process for reporting serious 
incidents. 
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Appendix B:  Incident Referral Form 
 



Patient Safety SIs related to Notification to Handover Delays 



 Incident Referral Form 



PART A – Incident Details 



Incident Identified 
By 



 



Date Identified  



Date Reported to 
WG (if applicable) 



 



Affected 
Organisations 



 



Patient Impact  
 
 



Incident Summary  



 



 



 



Actions Taken  
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PART B – INVESTIGATION HANDLING ARRANGEMENTS 



Lead  
Organisation 



Name of Organisation:  



Contact name:   



Job title:   



Contact details:            



Other 
Healthcare 
Organisations 



Name of Organisation:  
Contact name:   



Job title:   



Contact details:   



Name of organisation:  
Contact name:    



Job title:   



Contact details:    



Name of organisation:  
Contact name:    



Job title:   



Contact details: 



Terms of 
Reference: 



(including 
areas/points for 
investigation by 
which 
organisation & 
timescales) 



 



Escalation 
Process 



 



Recommended 
Sign Off 



  



Other Relevant 
Information 



 



Terms of Reference to be completed within 5 working days of incident being reported 
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Appendix C: Initial Meeting Agenda 



 
MEETING AGENDA 



 
Item Lead 



 Introductions 
 



 



 Apologies 
 



 



 Chronology of Events (establish an early timeline /sequence of 
events) 



 
 



 
 



 Immediate Actions Required/Already Undertaken 
 Secure the medical records  



 



 



 Terms of Reference of the investigation (including the scope of 
the investigation and specific issues for the investigation to 
address) 



 Confirmation of  the Investigating Team/Officer (ensure at least 
one person has undertaken RCA training) 



 
 



 
 
 
 
 



 Being Open - Patient/Family Support and Communication 
 Consideration of suggesting CHC support 



 
 



 
 



 Staff Management and Support   
 
 



 Identification of any other internal stakeholders 
 Consider any matters relating to Safeguarding Adults/Children 
 Consider matters requiring input from Concerns Department 



 
 



 



 Any Media/Communication Implications 
 



 



 Communication with External Stakeholders (WG, WHSSC, other 
Health Boards/Trusts etc.) 



 Is the patient from outside of the Health Board area?  Consider 
the communication plan with the other Health Board/s and/or 
Trusts where applicable 



 



 



 Any Other Business 
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Appendix D: Example of Serious Investigation Flowchart (WAST) 
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Appendix E: Organisational Contacts  
 
 



 
 
 
 
 
 
 
 



Organisation Generic Contact Lead 
Swansea Bay ABM.SeriousIncidentsTeam@wales.nhs.uk Cathy.dowling@wales.nhs.uk  



Aneurin Bevan  



Linda.Alexander2@wales.nhs.uk 
(until 01/08/2019) 
Jane.Rowlands-
mellor@wales.nhs.uk 
(from 01/08/2019) 



Betsi 
Cadwalader 



BCU.WelshGovernmentIncidents@wales.nhs.uk KATH.CLARKE@wales.nhs.uk 



Cardiff & Vale Patient.SafetyTeam@wales.nhs.uk  Carol.A.Evans2@wales.nhs.uk 
Cwm Taf 
Morgannwg  



CTHB_Patient_Safety_Incidents@wales.nhs.uk kellie.jenkins-forrester@wales.nhs.uk 



Hywel Dda HDD.patientsafety@wales.nhs.uk sian.m.passey@wales.nhs.uk 
cathie.steele@wales.nhs.uk 



Powys Concerns.qualityandsafety.pow@wales.nhs.uk Wendy.Morgan5@wales.nhs.uk  
Welsh 
Ambulance 
Services NHS 
Trust 



AMB_PuttingThingsRight.AMB@wales.nhs.uk  Wendy.herbert3@wales.nhs.uk  
Darryl.collins@wales.nhs.uk  
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1 EXECUTIVE SUMMARY 
 
The Serious Incident (SI) Investigation Framework has been developed to provide a clear and 
consistent approach to the identification, reporting, investigation and closure of incidents meeting 
the criteria, as set out by Welsh Government.  The Framework will also promote shared learning 
and improvements across NHS Wales Health Boards and Trusts and with key partners.  
 
The Framework has been developed to consider all potential SIs reported to the Welsh Ambulance 
Services NHS Trust (WAST) via the Serious Case Incident Forum.  These incidents may occur as 
a consequence or during delayed patient handovers at Health Board sites, and as a consequence 
of patients within the community awaiting a response by WAST, where the primary causative factor 
was that of notification to handover delays. 
 
The Framework has been developed with engagement from representatives from all Health Boards 
and WAST, and has been presented and approved through the following routes: 
 


 All Wales Task and Finish Group (Assistant Director level)  
 Head of Patient Experience Network; 
 WAST – Quality Steering Group; 
 Directors of Nursing forum NHS Wales; and, 
 WAST Quality, Patient Experience & Safety Committee. 
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2  PURPOSE  


 
The management of concerns in Wales is governed under the National Health Service (NHS) 
(Concerns, Complaints and Redress Arrangements) (Wales) Regulations (referred to as the 
Regulations) which includes SIs. This is underpinned by the Putting Things Right (PTR) Guidance 
on dealing with concerns about the NHS (version 3), which assists in interpreting the Regulations, 
and enables responsible bodies to effectively handle concerns according to the requirements.  All 
responsible bodies are expected to ensure their systems and processes for the management of SIs 
meet these Regulations. 
 
One of the consequences of emergency resources being delayed at the interface of handover at 
hospital departments, means prolonged access to clinical assessment, and/or continued care, 
including delays for patients in the community awaiting a response.  These delays cause the 
potential of serious and untoward incidents to occur, increased levels of harm for patients and carers 
organisational and reputational risks.  
 
The purpose of this document is to outline the Framework and describe how the NHS in Wales will 
respond to patient safety SIs relating to extended delays in patient handovers and, where extended 
delays adversely impact patients within the community awaiting a response.  It sets out the 
mechanism by: 
 


 Which organisation will take primacy for Advising Welsh Government (WG) of the SI; 
 Which organisation will undertake the lead for the investigation and subsequent actions in 


accordance with the above mentioned Regulations and identify system wide learning; and, 
 Which organisations will be required to support and contribute to the investigation. 


 
This document is aligned with and supported by existing Health Boards and the WAST processes 
for investigating SIs.  
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3 SCOPE  


 
This governance Framework relates to patient safety SIs arising from: 
 


 Delayed patient handover at Health Board sites; and, 
 Patients within the community awaiting a response due to delayed handovers. 


 
Identification of SIs will be as defined in the Putting Things Right Guidance (PTR) on dealing with 
Concerns about the NHS (version 3) which is provided at Appendix A. 
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4 SUPPORTING DOCUMENTS 


 
This Framework is to be read in conjunction with the following documents: 
 
Document Version 
Putting Things Right (PTR) on dealing with Concerns about 
the NHS 


3 


Health Board and Trust local Patient Safety SI Procedures Organisational 
specific 


NHS Wales Health & Social Care (Quality & Engagement) 
Bill: 
specifically the duty of Quality and Candour and Citizens 
Voice 


Engagement 
documents during 
2019/20 
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5  IDENTIFICATION OF POTENTIAL SERIOUS INCIDENTS  


 
The following, immediate steps must be undertaken by the organisation in which the Adverse 
Incident (ADI) is reported, and where the suspected SI is identified: 
 


 Where the suspected SI is identified by WAST and/or the corresponding Health Board, the 
relevant Executive Director Leads for Putting Things Right/ Director on call, if out of hours, 
from each organisation should be notified, (Appendix E: Organisational Contacts); 


 
 In instances of anticipated media attention, the identifying organisation may issue a ‘No 


Surprises’ notification to WG and a copy of the disclosure will be sent to the appropriate 
Health Board or to WAST accordingly; 
 


 WAST and the respective HB(s) will communicate the suspected SI within their organisation 
(including the primary care providers associated with the incident), and manage any 
immediate risks and mitigating actions to patient safety and patient/carer/staff experience; 
 


 If the root cause of the suspected SI is primarily the result of, or attributed due to the delay in 
patient handover at hospital sites, the incident will be transferred to the relevant HB/Trust for 
investigation, and where appropriate, closed on Datix,  and, 
 


 The details of the incident will be passed to the appropriate lead HB/Trust, and the relevant 
documentation for this is set out in Appendix B: Incident Referral Form. 
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6 CONFIRMED SERIOUS INCIDENTS 


  
6.1 Actions to be taken within 72 hours of confirmed Serious Incident 
 
Upon confirmation of a SI, the organisation with primacy for leading the SI will, (where possible), 
undertake an urgent review within 72 hours: 
 


 The responsibilities for reporting, initial review (72 hours) and investigating a patient safety 
SI, will be the responsibility of the organisation in which the primary causation  of the SI is 
attributed/occurred; 


 
 HB(s) and WAST will follow their local SI process to ensure all relevant stakeholders are 


identified and communicated with.  This includes clarity of who is the lead Investigating Officer 
and who is the lead to communicate with the patient/family/carer and staff for debrief and 
support; 


 
 The lead organisation will be responsible for the management of communications, where 


required; 
 


 The lead organisation will commence the SI investigation in line with local process supported, 
when required, by other Health Boards/WAST; and, 


 
 HB(s) and WAST will identify a named, Single Point of Contact (SPoC), appointed by their 


relevant Executive Leads for Putting Things Right (Appendix E). 
 
6.2 Actions within 5 days of confirmed Serious Incident 
 
Within five (5) working days: 
 


 The relevant Executive Leads for Putting Things Right (or their appointed SPoC) from HB(s) 
and WAST will meet (inclusive of virtual meeting arrangements), to agree what support is 
required during the investigation stages and to consider if there will be an inquest to plan the 
timescales of the joint investigation (Appendix C); and, 


 
 Terms of reference for the joint investigation will be agreed at this time which will include: 


roles and responsibilities for both organisations, planned actions, timelines and an agreed 
escalation process (if required). 


 
6.3 Serious Incident Investigations 
 
The lead organisation for each SI will undertake investigations in line with their local SI process and, 
where required, PTR regulations and will include: 


 Best practice methodology; 
 


 Consider degree of harm, or potential of harm, to patients (including experience of patients 
and their carers and staff); 
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 Identify root-causes and learning and improvement opportunities; 
 


 Identify recommendations to mitigate further risk and reduce instances where delayed patient 
handover is experienced, impacting on delayed response to patients in the community. 
Increase in 999/NHSDW 111/GPOOHs call demand may also be a causative factor for SIs 
and the identification of causative factors needs to be considered to ensure the relevant 
organisation takes the lead for the SI investigation. 


 
The Lead organisation for the SI investigation will work collaboratively to identify themes, trends and 
system wide learning and improvement as part of the over-arching SI investigation reported to WG.  
This will be supported, where required, by partner organisations.  These supported investigations 
will: 
 


 Be co-ordinated by the agreed lead HB or WAST (as outlined in 6.1 and 6.2 above); 
 


 Will have an approved escalation process with an Executive Lead for PTR in the event that 
insufficient progress is being made in relation to any make safe arrangements, or the 
investigation process; and, 


 
 Receive engagement from any additional stakeholders and key partners affected by the 


incident, as detailed within the terms of reference. 
 
6.4 Finalising Investigations 
 
Within agreed timescales and in partnership, the lead organisation will finalise and approve their 
local investigation report in compliance with their respective SI policies, quality assurance and 
scrutiny processes.  
 
Within agreed timescales, the lead organisation will collate the required information to complete the 
SI investigation report, this must include: 
 


 The impact/potential impact on patient safety and experience as a result of the incident; 
 


 Remedial action undertaken; 
 


 To consider how the outcomes, learning and improvements of any investigation will be 
embedded into local process and how they contributed to, or reduced the impact of the 
incident; 


 
 Whether business continuity plans were initiated in response to the incident; 


 
 Local learning and improvements from each organisation’s local investigation; and, 


 
 Recommendations to minimise any further occurrence – Duty of Quality. 


 
The reporting organisation will co-ordinate the production of a single investigation report, undertaken 
jointly with partner organisations, written in plain English so that it can be shared with patients, family 
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members and staff.  This will then be presented, reviewed and approved at a meeting (inclusive of 
virtual), with relevant Executive Leads for PTR from the associated organisations, where required.   
 
The reporting organisation will be responsible for concluding the SI investigation and providing 
assurance to WG via ‘SI Closure Summary’ with regards to learning and improvements.  
 
6.5 Contact and Communication and Duty of Candour 
 
During the SI Investigation process, the lead organisation will be required (as per their local policies) 
to contact patients, their families and/or representatives to: 
 


 Inform them that a SI investigation is being undertaken; 
 


 Early engagement with patients and families to inform the development of the terms of 
reference of the investigation 
 


 Update on current progress / status of the investigation; and, 
 


 Provide closure following completion of the investigation (this may include arranging and 
facilitating family meetings as required). 


 
It will remain the responsibility of the reporting organisation in which the SI occurs to establish and 
maintain contact with patients, families and/or representatives, inclusive of incident closure and 
summary.  This will include working in collaboration with the Coroners’ Network, where SI cases 
have also been identified for potential inquest and the agreement to share documentation.  
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7  APPENDICES 
 
Appendix A – Serious Incident Definitions 
 
The Putting Things Right Guidance (PTR) on dealing with Concerns about the NHS (version 3) 
defines a Serious Incident as: 
 
An incident that occurred during NHS funded healthcare (including in the community), which resulted 
in one or more of the following: 
 


 Unexpected or avoidable death or severe harm of one or more patients, staff or members of 
the public; 


 A never event - all never events are defined as serious incidents although not all never events 
necessarily result in severe harm or death (see Never Events Framework within the above 
mentioned guidance); 


 A scenario that prevents, or threatens to prevent, an organisation’s ability to continue to 
deliver healthcare services, including data loss, property damage or incidents in population 
programmes like screening and immunisation where harm potentially may extend to a large 
population; and, 


 Allegations, or incidents, of physical abuse and sexual assault or abuse, and/or loss of 
confidence in the service, adverse media coverage or public concern about healthcare or an 
organisation. 


 
In some cases incidents may not result in direct harm to a patient(s) but may impact on service 
provision or organisational reputation including adverse media coverage.  In such cases a no 
surprise notification should be submitted in accordance with the process for reporting serious 
incidents. 
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Appendix B:  Incident Referral Form 
 


Patient Safety SIs related to Notification to Handover Delays 
 Incident Referral Form 


PART A – Incident Details 


Incident Identified 
By 


 


Date Identified  


Date Reported to 
WG (if applicable) 


 


Affected 
Organisations 


 


Patient Impact  
 
 


Incident Summary  


 


 


 


Actions Taken  
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PART B – INVESTIGATION HANDLING ARRANGEMENTS 


Lead  
Organisation 


Name of Organisation:  


Contact name:   


Job title:   


Contact details:            


Other 
Healthcare 
Organisations 


Name of Organisation:  
Contact name:   


Job title:   


Contact details:   


Name of organisation:  
Contact name:    


Job title:   


Contact details:    


Name of organisation:  
Contact name:    


Job title:   


Contact details: 


Terms of 
Reference: 


(including 
areas/points for 
investigation by 
which 
organisation & 
timescales) 


 


Escalation 
Process 


 


Recommended 
Sign Off 


  


Other Relevant 
Information 


 


Terms of Reference to be completed within 5 working days of incident being reported 
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Appendix C: Initial Meeting Agenda 


 
MEETING AGENDA 


 
Item Lead 


 Introductions 
 


 


 Apologies 
 


 


 Chronology of Events (establish an early timeline /sequence of 
events) 


 
 


 
 


 Immediate Actions Required/Already Undertaken 
 Secure the medical records  


 


 


 Terms of Reference of the investigation (including the scope of 
the investigation and specific issues for the investigation to 
address) 


 Confirmation of  the Investigating Team/Officer (ensure at least 
one person has undertaken RCA training) 


 
 


 
 
 
 
 


 Being Open - Patient/Family Support and Communication 
 Consideration of suggesting CHC support 


 
 


 
 


 Staff Management and Support   
 
 


 Identification of any other internal stakeholders 
 Consider any matters relating to Safeguarding Adults/Children 
 Consider matters requiring input from Concerns Department 


 
 


 


 Any Media/Communication Implications 
 


 


 Communication with External Stakeholders (WG, WHSSC, other 
Health Boards/Trusts etc.) 


 Is the patient from outside of the Health Board area?  Consider 
the communication plan with the other Health Board/s and/or 
Trusts where applicable 


 


 


 Any Other Business 
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Appendix D: Example of Serious Investigation Flowchart (WAST) 
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Appendix E: Organisational Contacts  
 
 


 
 
 
 
 
 
 
 


Organisation Generic Contact Lead 
Swansea Bay ABM.SeriousIncidentsTeam@wales.nhs.uk Cathy.dowling@wales.nhs.uk  


Aneurin Bevan  


Linda.Alexander2@wales.nhs.uk 
(until 01/08/2019) 
Jane.Rowlands-
mellor@wales.nhs.uk 
(from 01/08/2019) 


Betsi 
Cadwalader BCU.WelshGovernmentIncidents@wales.nhs.uk KATH.CLARKE@wales.nhs.uk 


Cardiff & Vale Patient.SafetyTeam@wales.nhs.uk  Carol.A.Evans2@wales.nhs.uk 
Cwm Taf 
Morgannwg  CTHB_Patient_Safety_Incidents@wales.nhs.uk kellie.jenkins-forrester@wales.nhs.uk 


Hywel Dda HDD.patientsafety@wales.nhs.uk sian.m.passey@wales.nhs.uk 
cathie.steele@wales.nhs.uk 


Powys Concerns.qualityandsafety.pow@wales.nhs.uk Wendy.Morgan5@wales.nhs.uk  
Welsh 
Ambulance 
Services NHS 
Trust 


AMB_PuttingThingsRight.AMB@wales.nhs.uk  Wendy.herbert3@wales.nhs.uk  
Darryl.collins@wales.nhs.uk  
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National Policy on Patient Safety Incident Reporting

Supporting Section X: DRAFT joint investigation policy & process 

This section of the Policy was developed collaboratively by NHS Wales Health Boards & Trusts via the National Task and Finish Group established to improve national processes for the joint investigation between WAST and other NHS Wales organisations of patient safety incidents.

The Task and Finish Group agreed to this draft policy & process at the meeting on 22 September 2022, with the intention of piloting it with immediate effect to enable testing to take place prior to incorporating into the policy update in late 2022. 

While this process was established to support joint incident investigations between WAST and other NHS Wales organisations, the principles and processes can apply to any joint investigation process including those related to other types of Concerns under PTR. 



Joint safety incident management meetings 

Joint safety incident management meetings are considered to be an essential element of the early process of starting to investigate a patient safety incident, to facilitate discussion and joint decision making as soon as practicable after an incident has been identified. 

The format and membership of this meeting must be considered and understood ahead of time to enable meetings to be quickly established as required. 

The below principles may help Health Boards and Trusts in establishing joint safety incident management meetings:



Membership, including: 

· Health Board/Trust representatives – while information from all relevant aspects of the patient’s care should be captured (including emergency care, primary & community care, flow management etc.), this may not necessarily require multiple Health Board/Trust representatives at the meeting. Within the organisation there may need to be a process for information sharing and delegation to a single or small number of Health Board representatives in order to facilitate a timely meeting; 

· Relevant social care/Local Authority engagement;

· Relevant independent/private providers;

· Other stakeholders engaged in commissioned services related to the incident.  



Consideration should be given to:

· Whether meetings are established on a local or regional basis; 

· The frequency of meetings, noting the expected timescales set out in the process below;

· Whether meetings are set up as routine (e.g. each fortnight) and/or in response to individual incidents. 



Standard data set

As the purpose of the meeting is to have a rapid, informed discussion to support joint decision making, it is important that appropriate information is available to all members ahead of the meeting. This should include:	Comment by Melanie Harries (NHS Wales – Delivery Unit): Please could I have your feedback on the essential information to make up the standard data set 

· a list of incidents requiring joint discussion, and

· for each incident under discussion, a standard set of data including, where applicable:

· Patient notes from the relevant episode of care 

· Any relevant recent patient history including related to episodes of care, relevant discharges, outpatient appointments, primary and community care etc. 

· Operational position of relevant organisations 

· Any records of communication between relevant organisations 

· Records from relevant internal reviews e.g. Mortality Review 

· Medical Examiner records 

· Information on any other concerns linked to the same patient 





Investigation methodology

Consideration should be given to the use of the appropriate investigation methodology/tools depending on the circumstances of the incident.

Although relevant for all incident investigations, the concept of systems thinking and taking systems-based approaches will be of particular importance to joint investigations, in order to study and understand the interfaces and interactions between different component parts of the healthcare system and community.

Regardless of the methodology used, it is mandated that the Yorkshire Contributory Factors Framework is utilised as part of the investigation analysis, to enable local, regional and national collation and analysis of data. 



Overview of joint investigation process:

1. The organisation who identifies that an incident has occurred is responsible for reporting the incident on their local Datix Cymru system in line with local requirements. This should be within one working day of identification of the incident.

2. In line with the organisation’s local processes, the incident will be reviewed in a timely manner to assess the circumstances and determine next steps. It is expected that this review will take place within two working days of the report being made. A routine part of this review will be to consider if a joint review is indicated. 

Where a joint review is indicated, the identifying organisation will initiate the joint review process with organisations relevant to the incident. This includes:

· identifying potential stakeholder organisations required for joint discussion(s);

· making stakeholder organisations aware of the circumstances of the incident, and of the indication for joint review and requesting relevant data to be collated ahead of the joint review meeting. Until an electronic solution is determined, information should be shared between organisations on the “Patient safety incident requiring joint review” form; and

· ensuring that the incident is discussed at a joint review meeting in a timely manner. This is expected to take place as soon as possible and usually within two weeks of identification of the incident, recognising that there may be occasions where this timescale is exceeded due to complexity.  

3. To support discussions in relation to the incident, the data described in the standard dataset should be made available, where possible, to all parties involved in the joint review meeting. However, not having all the data should not prevent the discussion taking place. 

4. The incident should be discussed at the joint incident management meeting to make a joint decision on whether it requires a joint investigation. It is essential that the review puts the patient at the centre of the discussion.  

· If the decision is that the incident does not require a joint investigation, then the rationale for this decision should be documented as part of the minutes for the joint review meeting. Consideration must be given to whether an individual organisation should carry out an investigation under PTR. 

· If the decision is that the incident does require a joint investigation, then the following points should be discussed and agreed:

· Clarity on what the incident is, as well as the outcome 

· Consideration of the level of harm arising from the incident (using the current knowledge available) as this will inform and influence actions under PTR

· Scope and Terms of Reference for the joint investigation

· Investigation methodology to be used and expected timescales for completion (30, 60, 90 or 120 days) 

· Roles and responsibilities of all organisations involved in joint investigation

· Agreement of who will be lead organisation, with responsibility for acting as the Single Point of Contact for the patient/family 

· Decision on any national reporting requirement (NRI)

· Plan to support staff who have been involved in the incident  

· Governance and sign off arrangements for the final investigation report 

· (if needed) plan for coordination with other concerns processes e.g. complaints, inquest 

· Safeguarding considerations

· Media and communications considerations



5. Consideration of the lead organisation should be taken on a case by case basis, however over time discernible patterns may become clear around who the lead should be depending on the circumstances of the incident. When deciding the lead organisation, consideration should be given to factors such as:

· the patient must be put at the centre of the investigation so the primary consideration needs to be, which organisation will be best placed for the benefit of the patient and/or their family to undertake the lead role which will include acting as the single point of contact for the patient/family;

· what the actual incident is and where it occurred, which may be different to where harm and/or incident was identified.

6. All NHS Wales organisations involved in the joint investigation will raise an incident on their Datix Cymru system, clearly coding this as a joint investigation with the relevant reference details for the other organisations for cross-matching purposes. The process for this should be as set out in the current Datix Cymru user guide. 

Non-NHS Wales organisations should give consideration to their own local recording requirements. 

7. Should the incident meet the threshold for national safety incident reporting, the lead NHS Wales organisation will undertake any national reporting requirement.

8. The lead organisation will engage the patient and/or family in line with the requirements of PTR. For incidents where moderate harm or above has resulted, this will include proactively making contact with the patient/family at the earliest appropriate opportunity, and engaging them in the investigation process, including understanding events from their perspective and ensuring any of their questions are taken into consideration as part of the investigation. Involvement of the patient/family should be undertaken throughout the investigation process. 

9. Following the joint decision to undertake a joint investigation, a proportionate investigation will be jointly undertaken by the relevant stakeholders utilising the chosen methodology and within the stipulated timescale. Regardless of the methodology chosen, the investigation must include analysis in line with the Yorkshire Contributory Factors Framework (YCFF). 

10. The end product of the joint investigation will be one investigation report which covers all parts of the patient’s journey relevant to the incident, incorporating the YCFF analysis, along with identified areas for improvement. 

· It is essential that action is taken to address the identified areas for improvement, consideration should be given to whether this is best addressed through a stand-alone action plan or via a thematic action plan.  

11. The joint investigation report will be submitted through the governance and quality assurance mechanisms for sign off as agreed at the joint safety incident management meeting. 

12. Once the joint investigation report has been finalised, each NHS Wales stakeholder organisation will: 

· update their Datix Cymru record with the investigation outcomes and contributory factor analysis; and

· share the outcomes and learning from the investigation within their organisation.

13. In addition to the above, the lead organisation will: 

· If the incident was nationally reported, complete any outcome requirements associated with the notification, including sharing the contributory factor analysis at a national level; and 

· complete any relevant PTR requirements in line with the organisation’s governance processes, including engaging with the patient/family about the final investigation report. 

14. In order to support learning from these investigations, the following analyses will be required:

· In line with each organisation’s internal governance mechanisms, each NHS Wales organisation who has been party to one or more joint investigations will undertake regular analysis of the contributory factors associated with investigations. This analysis should be used to inform thinking around commonly occurring factors and how these could be improved. These analyses and any resulting actions for improvement should be regularly shared at a minimum with:

i. relevant Committees within the organisation’s quality and safety structures

ii. the joint safety incident management meetings as appropriate. 

· On a quarterly basis, the NHS Wales Delivery Unit will undertake an analysis of the contributory factors associated with all joint investigations which have been nationally reported. This analysis will be shared with all organisations who have been party to one or more joint investigations, as well as through relevant national fora.
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Patient Safety Incident requiring joint review

		Organisation that identified the incident

		



		Organisation internal reference number

		



		Date incident occurred 

		



		Date incident identified 

		



		Details of person affected (to enable cross-referencing by other relevant organisations)

		



		Concise summary of incident

		



		Impact on patient (based on current information) 

		



		Make safe actions taken:

· In respect of the patient

· In respect of the wider organisation to prevent recurrence 

		



		Organisations to be included in the joint review process 

		



		Relevant information to be shared as part of the joint review process 

		











PILOT version

Shared 6 October 2022		Joint Investigation T&FG
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Uned 1, Cwrt Charnwood, Heol Billingsley, Parc Nantgarw, Caerdydd, CF15 7QZ 
Unit 1, Charnwood Court, Heol Billingsley, Parc Nantgarw, Cardiff, CF15 7QZ 


Cadeirydd / Chair: Chris Turner 
Prif Gomisiynydd Gwasanaethau Ambiwlans / Chief Ambulance Services Commissioner: Stephen Harrhy 


Eich cyf/Your ref:: 


Ein cyf/Our Ref: 


Ffôn/Tel: 


Symudol/Mobile: 


Ebost/Email: Ross.whitehead@wales.nhs.uk 


Adran/Dept: EASC Team 


Date: 12 October 2022 


FAO Executive Directors of Nursing 


Dear Colleagues, 


Re: Appendix B Task and Finish Group for the Emergency Ambulance 


Services Committee Management Group 


Following my email to you on the 4 August 2022 on the establishment of a Task 


and Finish Group to review the Appendix B Process, I wanted to take the 


opportunity to thank you for your and your representative’s involvement in this 


work.  


You will be aware that the group has met on 4 occasions since the 19 August 
and has made significant progress. I am pleased to attach to this letter a new, 
collaboratively developed approach for Joint Investigations and accompanying 
documentation to replace the Appendix B Process.  


The group recommended that the revised process should be implemented 
immediately on a pilot basis prior to inclusion in forthcoming update to the 
National Patient Safety Incident Reporting Policy; work led by the NHS Wales 
Delivery Unit.  


Please could you provide written confirmation on your acceptance of 


this recommendation to CTM_CASC_EASC@wales.nhs.uk by the 19 October 


2022. 


I am aiming to report back to the EASC Management Group and confirm that 


the work has been completed at the next meeting.  


The group also recognised that it would be helpful to continue to meet in the 
short term in order to share learning and feedback on the pilot process, and we 
will bring forward a revised terms of reference for the group to enable this to 
take place.   



mailto:CTM_CASC_EASC@wales.nhs.uk





Once again, I would like to thank both you and your teams for your valuable 


engagement with this work.  


Please do not hesitate to contact me should you require any further information. 


Yours sincerely.  


Ross Whitehead 


Dirprwy Prif Gomisiynydd y 


Gwasanaethau Ambiwlans   


Deputy Chief Ambulance Services 


Commissioner 


cc. 
Stephen Harrhy, Chief Ambulance Services Commissioner 


Sue Tranka, Chief Nursing Officer 
Cathy Dowling, NHS Wales Delivery Unit 


Members of the Appendix B Task and Finish Group   






