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Executive Summary
The Welsh Risk Pool (WRP) would like to thank the Health Board for facilitating an
opportunity to help shape the future structure and processes to support this important

sector.

The review has been conducted by an independent team of WRP personnel who each
have significant experience within the areas of learning, claims, redress and inquests.
Contributions were sought from over 50 staff across the Health Board — drawn from
corporate teams and staff within Integrated Locality Group (ILGs) and Clinical Service
Groups (CSGs). Contributions have also been sought from specialist staff in other health

bodies in Wales and England who have identified areas of best practice.

The Health Board has experienced challenges in relation to the management of claims
and redress cases over recent years — with the WRP Creditor / Debtor level rising to an
unacceptably high value and penalties applied by the Welsh Risk Pool Committee for

deviation from the WRP Reimbursement Procedures.

The volume of coronial investigations and requirements for staff to give evidence at
inquest hearings has risen sharply since the relaxation of restrictions associated with
the pandemic.

With the challenges across claims, redress and inquests, the review aims to provide an
opportunity for the Health Board to review its structures, associated procedures and

data collection to help the organisation move forward positively for the future.

Everyone involved in the review has been very welcoming and highlighted their
commitment to improving quality and safety. The review team extend their thanks to

every contributor for their honesty and openness.

We found that the importance and responsibility for learning and conduct of claims,
inquests and redress cases is not clearly defined in the organisation’s framework. This
has led to confusion about roles and responsibilities. We found that data to support
oversight of quality and safety in these areas is limited, inconsistent and in some cases
absent. We have recommended how roles and responsibilities may be defined and
highlighted data which can be collected and distributed for analysis at corporate and
local level. We have recommended that the organisation place responsibility for learning

at the heart of where the service is delivered — locally within each team.
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We unfortunately found that the Legal Services Team requires reorganisation and have
carefully considered options to provide a structure that will be effective for the future.
We did find that the Health Board has invested sufficient resources with the central
function and that the caseloads of team members broadly match other similar roles in
Wales and England. Every member of the team we spoke to highlighted their
commitment to improvement and with a structure and procedures to support them we

are convinced that the team performance will improve quickly.

We found that the quality and safety management resources in each ILG differs and
these are generally inherited from legacy organisations. We have recommended that
the ILGs have a consistent structure of personnel to support quality and safety
management and have highlighted that the Bridgend ILG has a mature structure which

could be replicated by other teams.

We were very concerned about the lack of oversight of information leaving the
organisation and the potential for breaching of information codes of practice. We raised
these concerns during our review as preliminary findings and note that the interim
leadership team have already commenced changes to practice to mitigate these
findings. We have recommended that roles and responsibilities be clearly defined for

the oversight of information disclosed by the organisation in legal matters.

We identified that there are differing practices in each ILG regarding the management
of inquest cases, with confusion in some parts of the organisation whether this is a
corporate or ILG function. There is a significant risk of an adverse finding from HM
Coroner unless roles and responsibilities are better defined, and actions carried out. We
have highlighted the actions taken by the Merthyr ILG as an example of good practice
which can be mirrored in other parts of the organisation. We have recommended that
the Legal Services Manager is identified as a named contact for Coroner’s Officers in
order that sensitive matters can be addressed swiftly, and the Health Board leadership

and communications teams can be appropriately briefed.

We heard from staff who reported feeling unsupported when preparing or giving
evidence. All of the leadership team members we spoke to want to provide effective
support to staff and we have made recommendations for best practice from around

Wales in order that staff get the support that the Health Board clearly desires.
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We found that the ILGs have good relationships between the leadership teams for
sharing of learning and improvement measures. This should be recognised as a very
positive finding and a national example of good practice between busy divisional teams.
This will enable sharing of learning in response to events in one area to be shared

across others.

We have recommended a programme of training to support local and corporate teams,
along with a Board Development Day to support Executive leaders and Independent
Members. The Health Board has already agreed to pilot a cascade training programme
developed by the WRP “Supporting Professional Statements” and we are confident this

will be positively received by clinical teams.

Whilst the review has identified areas requiring improvement and some areas which
require significant attention, the review team found all staff within the organisation stated
their commitment to quality and safety.

The Review Team hope that the information we have identified and the
recommendations we have made are able to assist the Health Board in developing this

important area of quality and safety management.

About this Review

The Welsh Risk Pool has been asked by the Health Board to undertake a review of the
processes which support the management of claims, redress cases and inquests across

the organisation.

The management of claims and redress cases within Cwm Taf Morgannwg University
Health Board has presented challenges over recent years. In 2020, penalties were
applied by the Welsh Risk Pool Committee due to significant deviation from the WRP
Reimbursement Procedures. The Health Board had experienced very late submissions
of learning and reimbursement requests and repeat events where learning and
improvement had not been implemented; leading to claims and redress cases which

were likely to have been avoidable.

The volume of coronial investigations and inquests has increased nationally over recent
years and there has been disruption to the ability of Coroners to hold inquests due to
the coronavirus pandemic. There have been difficulties with tracking requests for
evidence from HM Coroners and delays in providing information and evidence as a

result of this.
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It is recognised that the Health Board has undergone a significant reorganisation over
recent years — with a boundary change of the areas of responsibility & a restructure into
three Integrated Locality Groups along with a number of Clinical Service Groups. This

is a very different organisational size and structure for corporate functions to support.

The review aims to examine existing processes, identify what works well and what can
be improved upon. Through consideration of the procedures used in health bodies
across Wales and England, the review aims to make recommendations for change
which will provide a structure and processes to meet the needs of the organisation for

the future.

The review has involved interviews with individual members of staff and team meetings
with groups of staff, both within the Health Board and partner organisations. Due to the
sensitivity of many of the topics discussed, the majority of interviews and meetings were
held in person, with a small number held via virtual technology.

The review team have also met with members of staff in other NHS Wales health bodies
who are involved in the management of claims, redress and inquest cases — to identify

areas of good practice which could be implemented in the Health Board.

Everyone involved in the review has been extremely helpful and expressed a desire to
see urgent improvements in the processes for claims, redress cases and coronial
investigations. The review team would like to express their thanks to each individual
who has contributed — every piece of information and intelligence received has proved

valuable.
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03 The Review Team

Helen Bull — Senior Safety & Learning Advisor

The review has been led by Helen. Helen is responsible for coordinating the work of the
national Learning Advisory Panel and training teams in the process for Learning from
Events. Having worked in a claims management function and obtained a degree in law,

2 Helen is familiar with the process of claims, inquests and redress in Wales and England

Eleri Wright — Senior Safety & Learning Advisor

Eleri has supported the review and participated in interviews with some contributors. Eleri
is a Claims Manager in Betsi Cadwaladr University Health Board and has previously been
the lead officer for Redress Cases in the Health Board. Eleri is also part of the team

designing the standards for WRP Assessment of the Management of Concerns.

Bahar Chowdhury — Safety & Learning Advisor

Bahar has supported the review and participated in interviews with some contributors.
Bahar has been involved in providing support to the Health Board following the application
of penalties by the WRP Committee and has been responsible for coordinating the
learning received from the Health Board in relation to redress cases.

Jane Palin — Principal Safety & Learning Advisor

Jane has supported the review and participated in interviews with some contributors. Jane
is responsible for coordinating the learning received from the Health Board in relation to
claims cases. With a broad clinical background, Jane holds an MSc in Healthcare
Goverance and is a Quality, Service Improvement and Redesign Practitioner.

Sarah Hughes — WRP Operations Manager

Sarah has supported the review and has gathered financial and statistical information to
support the review team.

Sarah is responsible for the processing of requests for reimbursement from the Welsh

Risk Pool fund and for auditing information submitted by health bodies

Jonathan Webb — Head of Safety & Learning
The review has been overseen by Jonathan. Jonathan has provided guidance to members
of the Senior Leadership Team of the Health Board in relation to the management of

claims, redress cases and coronial investigations, and is responsible for the oversight of

learning and improvement arising from cases across NHS Wales.
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04 Contributors
04.01 The review team have met with Health Board staff from the following roles:
e Claims Officers
e Claims Support Staff
e Corporate Leadership Team
e |LG Leadership Team
e |LG Staff with responsibility for Quality
e Legal & Risk Staff who support the Health Board

e Taskforce Team members

04.02 Claims Specialists

The review team have met with staff who are responsible for claims management in health
bodies in Wales and England. These staff have provided insight into good practice for engaging
with busy clinical teams relating to learning & improvement and have outlined expected

requirements for disclosure of medical records.

04.03 Redress Specialists

The review team have met with staff within NHS Wales organisations who are responsible for
the handling of cases where Qualifying Liability is being considered or has been confirmed
under the National Health Service (Concerns, Complaints and Redress Arrangements) (Wales)
Regulations 2011.

04.04 Health Body Coronial Investigation Specialists

The review team have met with staff within health bodies in Wales and England who are
responsible for coordinating information for coronial inquiries and statements from clinicians.
The review team have also met with legal specialists who are responsible for representing

organisations at inquest hearings.

05 Health Board Governance for Quality & Safety

05.01 We looked at the various teams, groups and meetings which consider matters relating
to claims, redress cases and inquests. We met with Executive Officers of the Health
Board and recognise that they are committed to improving the quality of claims, redress
cases and inquest matters. We noted that the executive portfolio for leadership and
oversight of this function transitioned to the Director of Corporate Governance with effect
from 1St Aug 2021. The Medical Director, Director of Nursing & Midwifery and the

Director of Therapies & Health Science committed to supporting improvement.
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We considered the work of the Health Board Quality & Safety Committee and found that
this has minimal information to enable it to have oversight of concerns and inquests.
The key function of the Quality & Safety Committee is to provide scrutiny on behalf of
the Board on all matters relating to quality & safety. Whilst we recognise that key
members of this committee are involved in the improvement programme for claims,
redress cases and inquests, we consider that greater inclusion of this part of the quality

sector within the agenda and topics is essential.

We looked at some published reports. We noted that the Quality & Safety Annual Report
for 2020-2021 references oversight of the concerns process but gives no details or

information about how this is achieved or assured.

We have been provided with a draft copy of the Health Board Quality Governance
Framework and noted that this does not reference the Learning from Events process.
As this framework is to be embedded into each ILG, it is vital that this omission is

corrected.

Each ILG demonstrated commitment to the quality and safety requirements but we
noted that the personnel allocated to lead the quality and safety processes vary within
each Group. Each ILG inherited personnel from previous structures and there is marked
difference in the number and experience of staff. We consider that a minimum structure
to support each ILG leadership team is required. The Bridgend ILG appears to have an
effective structure of personnel for quality & safety, which could provide a good model

for other ILG’s to adopt.

Having spoken to key personnel and looked at information we were provided, we noted
that there are good relationships between the three ILGs for sharing of risks, issues and
learning. This is a very positive finding, and we consider that with appropriate resourcing
and development of personnel, the sharing of learning and safety improvement across
the Health Board will thrive.

Governance of Learning & Case Information

05.07

We noted that the Health Board introduced a Taskforce Team to address the backlog
of Learning from Events Reports for submission to the Welsh Risk Pool. This is a small
team of experienced staff with knowledge of the Health Board clinical teams and who
coordinate the gathering of learning. This approach appears to have worked well in
reducing the backlog of LFERs for submission to the WRP, but we found that local
clinical teams had very little knowledge of learning which had been submitted on their
behalf.

Review of Claims, Redress Cases and Coronial Investigations in CTMUHB [Final Report] Page |9

SESSSS555S5>5>5>>>>




05.08

05.09

05.10

05.11

05.12

This approach presents a risk that learning and improvement measures are treated as
a ‘box ticking’ exercise and are not embedded into operational and clinical practice; with
the reported improvements potentially found to not be in place if audited. We were told
that the Taskforce Team was always intended to be a time-limited approach and that it

is now disbanded.

We found that there was confusion among ILG staff regarding responsibilities for the
development of Learning from Events Reports (LFER). The development of actions in
response to findings of investigations, and the responsibility for ensuring that the actions
are completed, is the responsibility of clinical leaders who lead the services involved.
This has been an expectation since the revised LFER process was launched in 2018.
We identified that signatures on LFERs are commonly not the staff with these
responsibilities. This has been compounded with some work being undertaken by the
Taskforce. Some staff in ILGs told us that they believed that the Claims Team is
responsible for LFERSs. Inclusion of the responsibilities for learning from events within
the Quality Governance Framework will provide much needed clarification.

The production and submission of LFERs is now a requirement for Nationally
Reportable Incidents and the LFER form is in the process of being redesigned in order
that learning from nationally reportable incidents is submitted to the NHS Wales Delivery
Unit. By embedding responsibilities for LFERs correctly in ILGs and CSGs, the same
process will be used for legal cases and nationally reportable incidents.

The WRP hosts a national Learning Advisory Panel, which undertakes a clinically-led
review of learning in claims and redress cases. The panel provides written feedback for
cases which are deferred approval in order for further information to be gathered. We
found that staff within ILGs that we spoke to had not seen panel feedback. We were
also told that there was often a flurry of emails requesting evidence or information as a

deadline approached, rather than a structured process for requests for information.

We were told that there had been confusion between the Finance Team and the Legal
Services Team relating to the financial payments in cases and reimbursement by the
Welsh Risk Pool. We noted that there had been a series of structured meetings between
the WRP Operations Team and the corporate teams within the Health Board and this
had clarified roles and responsibilities. We were pleased to note that the information

held by the Finance Team was accurate and could be interrogated easily.

Review of Claims, Redress Cases and Coronial Investigations in CTMUHB [Final Report] Page |10

SESSSS555S5>5>5>>>>




05.13

05.14

We found that information released externally, such as to the WRP, was not the subject
of scrutiny. The staff in the ILGs were not undertaking scrutiny. The staff in the Legal
Services Team were not undertaking scrutiny and described acting as a ‘post-box’. We
were concerned to be informed that some electronic signatures of senior staff were
applied to LFER documents and Case Management Reports without the individual

actually reviewing the document.

Whilst the Taskforce Team have successfully addressed the backlog of learning
submissions, we are concerned that a further backlog will rapidly develop unless a
revised process and clear roles and responsibilities for ILG and CSG staff are outlined

within the Quality & Safety Framework.

Governance of Inquest Matters

05.15

05.16

05.17

06
06.01

We found that there was confusion regarding responsibilities for the receipt, analysis of
requests and gathering of information for HM Coroners. Some staff within ILGs believed
that the responsibility for this function sits with the Legal Services Team, while others

consider it a local responsibility.

We noted that until recently, a relatively junior member of staff in the Legal Services
Team held the caseload for all requests for information from HM Coroner. One ILG has
allocated a member of staff to take local leadership of these matters following criticism

of delays from the Coroner’s office.

We found that it is common practice across NHS Wales for organisations to have a
central function which receives and processes requests for information from HM
Coroner, but that responsibility for gathering information sits locally with clinical
leadership teams. We recommend that this approach is adopted within the Health
Board.

Legal Services Information Disclosure

We were informed about the process for disclosure of medical records and associated
case information. We found that there is no process of redaction. Redaction of
information relating to sensitive topics or personal identifiable information of certain
persons who are not the subject of the request is a key requirement of the Code of

Practice on Right of Access published by the Information Commissioner’s Office.
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We looked at the arrangements for disclosure of the medical records and associated
information for deceased persons, which are captured by different legislation than the
law relating to subject access. We identified that the Health Board has a Caldicot
Guardian who is a very senior and experienced clinician. We were told that it is not
routine practice to discuss disclosure of information relating to a deceased person with
the Caldicot Guardian.

We found that the majority of staff within the Legal Services Team were not familiar with
the requirements of information review, redaction and the role of the Caldicot Guardian.
Whilst most staff were familiar with time limits for disclosure of information, we were
informed that these were rarely achieved. Unreasonable delays are likely to result in
pre-action disclosure applications being made to the court against the Health Board by

Claimants.

We escalated our provisional findings on disclosure of information to the Health Board
leadership team during our review to instigate measures to reduce the risk of a breach
of information governance legislation. We note that action has been taken to increase

oversight of the disclosure process by the Interim Head of Concerns, Redress & Claims.

Some Claims Officers told us that they should not be responsible for overseeing
disclosure of information in legal cases and that this should sit with the medical records
department. We sought advice from colleagues in Wales and England about common
practice and were advised that in legal cases almost every organisation requires staff
with responsibility for oversight of claims to be accountable for the disclosure. A very
small number of organisations have trained medical records staff to review information

prior to disclosure in legal cases.

The consensus view is that staff with responsibility of the conduct of a legal case have
the ability to review records and information in consideration of the allegations made or
indicated, episode of care involved and areas of sensitivity. We were advised that the
involvement of a clinician responsible for the care of a patient is recommended prior to

disclosure and found that this does not happen within the Health Board.

The process of disclosure of medical records and associated information in connection
with a legal case therefore needs to be review for compatibility with the legal framework
and to ensure that all staff with responsibility for this area are suitability familiar with the

requirements.
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Data & Information to support Legal Services

We looked at different information sources which are intended to provide strategic and
operational oversight of claims, redress cases and inquest matters. When we spoke to
staff within the ILG’s, there was a lack of timely, accurate and up to date information to

support quality & safety decisions.

The Quality & Safety Committee produces a bi-monthly Highlight Report. We reviewed
recent reports and were provided with a copy of the report from May 2021. We identified
that there was no reference to the concerns process, learning from events or inquests.
Considering that there has been a significant backlog of matters, we feel that this should

be regularly placed onto this important report.

We looked at the Health Board Organisational Risk Register and were provided with a
copy from May 2021. This contained no reference to the financial impact associated
with a failure to comply with WRP Reimbursement Procedures, even though the WRP

has recently applied penalties to the Health Board due to deviation from the procedures.

We were shown the Integrated Performance Dashboard and were given a copy from
May 2021. This included information on complaints and compliments, but there is no
reference to claims, redress cases or inquests. We found the same gap in ILG Safety

Reports — with no reference to Learning from Events.

Staff within the ILG and Corporate Teams told us that there is competing pressure to
produce performance and target datapoints and a lack of resource to produce analytical
reports. We were shown some examples of data dashboards, but none of these had

information relating to learning, claims, redress cases or inquests.

We found that the corporate Legal Services Team rarely provides reports relating to the
current position for Learning from Events to ILGs. When this information has been
shared it has been incomplete or inaccurate. We did find that there had been
considerable work to ensure that centrally held records are accurate and the corporate
team had utilised the assistance of the WRP Operations Team to enhance its

information.

We noted that the Health Board delayed the adoption of the Once for Wales Concerns
Management System modules for Claims, Redress and Inquests and did not introduce
these in April 2021. It was reported that this was due to the data in legacy systems being

incomplete.
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The OfWCMS modules are being adopted by the Health Board now and the NHS Wales
Datix Cymru team have provided support in opening records in the new system.
However, the information contained within the new system is very limited and we found
that staff regularly still update the legacy systems rather than utilise the new system.
We found that there has not been a widescale review of cases for a significant period
and this is compounded with the transfer of cases between Claims Officers — reducing
individual knowledge of cases. We are concerned that unless urgent action is taken to
review files and matters, information will be misplaced or lost. We suggest that time is

taken to undertake a “stock take”.

Staff in ILGs told us that they had no visibility of information relating to the value of legal
cases. Whilst the costs and payments of legal cases are borne centrally within the
Health Board, the financial impact of matters is considered to be a useful indicator for

local leadership teams.

Health Board Legal Services Team

We met with every member of the Legal Services Team, including Claims Officers,
support staff and members of the administration sub-team. Each member of staff
expressed that they were very keen to work towards improvements. The review was

welcomed by every member of the team that we spoke to.

We noted that the substantive Team Manager has had periods of long-term absence
due to illness and remains absent for the foreseeable future. We note that steps had
been taken by the Health Board to introduce interim leadership roles on a medium-term
basis to provide more stability.

When we spoke to the staff within the Legal Services Team, we were told that none
have had an appraisal within the previous twelve months and some for two years. We
noted that the interim leadership team have commenced a process of regular meetings

and that appraisals are being scheduled.

The majority of team members expressed that they would benefit from further training
on the conduct of matters under the National Health Service (Concerns, Complaints and
Redress Arrangements) (Wales) Regulations 2011. This training could be achieved
through a bespoke package presented by the Legal & Risk Service, although this would
need to be planned due to limited availability of L&R staff. We noted that this could also

be delivered by the Interim Legal Services Manager, who has considerable experience.
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We noted that some members of the team were recruited from private legal practice
and, whilst their individual legal qualifications and experience is not in question, they
had limited knowledge of NHS processes. These colleagues told us that they had limited
induction and familiarisation and that this was in part due to the restrictions associated

with the pandemic.

Some team members questioned the knowledge, skills and competence of other team
members and the team leadership. We did find this to be generally unprofessional and
were unable to corroborate examples or poor performance given. We considered that
the underlying cause of the dysfunctionality of the team related to poor systems and
processes but that this appears to have become more personal for some team

members.

Some team members told us that they were branded as ‘troublemakers’ if they raised
concerns. We noted that there had been collaborative work to produce a checklist for
case management as part of the interventions by the WRP in 2019 and 2020. Team

members stated that they were keen to collaborate with their colleagues.

We noted that the team had not worked collectively for some time and individuals
appeared to be working in silo. We were told that some staff, when noted to be working,
could not be contacted for several hours. We spoke to members of teams in other NHS
Wales organisations and found that most had undertaken steps to regularly bring their
team members together physically and virtually whilst complying with the restrictions

required by the pandemic.

Some staff within the ILGs told us that they had difficulties in contacting colleagues from
the Legal Services Team and that it was rare for Claims Officers to attend meetings.
They reported that some staff would never attend meetings alone, only together — and
would not attend if their colleague was unavailable. We heard from some staff within the
ILGs and CSGs who described the Legal Services Team as “dysfunctional” and in a

state of “chaos”.

The role of advising and supporting ILGs is clearly important, and we consider that work
is needed to ensure that local teams receive the advice and support required from the
corporate team. This could be achieved through the production of a Team Vision and

Objectives.
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We were told that there had been a previous suggestion of allocation of team members
to work with specific ILGs, but that this had generated resentment with differing
caseloads and local processes. Most NHS Wales organisations we spoke to have some
form of allocation of team members to divisions, units or groups. When we spoke to
other health bodies, we found that most organisations have named staff as a contact

points with divisional or locality teams.

We considered the caseloads assigned to each member of the team. These were
broadly in line with other NHS Wales organisations, and we felt that the Health Board
has very well resourced the team — adding temporary additional members of staff to
assist with the backlog. By streamlining systems and processes and removing
unnecessary steps within procedures, we consider that the caseloads are manageable.
We consider that it will take at approximately two years to address the backlog of cases
generated by the difficulties experienced by the team, particularly the redress cases
which have had no work undertaken on them for some time. Whilst the core established
posts appear to be sufficient to manage the historic caseloads, it must be recognised
that the impact of work arising from the four harms of Covid-19 will continue to add
pressure to the caseload handled by the team. We therefore feel that the size of the
present team will be needed for some time, although significant reorganisation will be

required.

We were told that cases were previously allocated by the manager, but that this was not
done on a difficulty or experience basis. We were told that as a result of this there had
been a realignment, where all Claims Officers were allocated to Agenda for Change

Band 6 to avoid disparity in pay for the same role.

Some team members told us that they felt that there was insufficient attention paid by
the management team to the wellbeing of staff. We looked at the measures put into
place to support staff, arrange collective meetings and provide 1-1 support. The
challenges associated with NHS staff well-being during the pandemic are well
documented and it is clear that the leadership team have tried to offer support although
there is always more that can be done. We noted the Employee Assistance Scheme
offered by the Health Board. We did find that team members did not regularly meet or
communicate with staff in other organisations who are responsible for claims, redress
cases and inquests other than during national virtual network meetings. A buddy system

would offer the opportunity for team members to reflect.
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We noted that the line management within the Legal Services Team appeared very
hierarchical and this appears to have led to conflicting priorities, particularly for junior
team members. When we spoke to other organisations about their team leadership, the
approach adopted is a flatter structure. We noted that two Claims Officers were line
managing members of the administration sub-team. We feel that as the team is relatively
small and the junior staff support all team members, all team posts should report directly

to the Legal Services Manager.

We were advised that there have been several changes to caseload allocations to staff
over recent months and that this had caused disruption as staff had to read historic
documents to ensure that they understood the circumstances of a case. Whilst we
recommend not regularly switching cases between team members, we recognise that a
further change will be necessary as part of a reorganisation and that this will need to be

co-ordinated by the leadership team.

When we spoke to staff in other organisations, we found that the majority had a caseload
allocation of claims or redress cases, not a mixture. As there had been minimal work on
redress cases over recent months, there is a significant backlog of matters needing to
be managed, which also creates the risk of a number of cases transitioning to claims
and increasing the associated costs. Therefore, we recommend that a reorganisation of
cases is coordinated and that this allocates a caseload of redress or claims cases to

Claims Officers and avoids a mixed caseload.

We noted that there had been some new members of the administration sub-team
recruited. However, we were told that these colleagues had not received any induction
or training but were provided with a list of Standard Operating Procedures. Despite this,
we found the administration sub-team to be motivated and expressed that they want to
support the Health Board. When we looked at other legal services teams, we found that
the local leadership teams generally had day-to-day management of activities for

administration staff.

We were shown the generic mailboxes used for communications in cases. There are
three mailboxes — for claims matters, redress cases and inquest cases. Some Claims
Officers reported spending a significant amount of time managing these mailboxes.
When we spoke to other organisations, they told us that it is common practice to have
shared mailboxes but that the initial sifting and sorting of incoming messages is

undertaken by an administrator with oversight and support from a Claims Officer.
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09.01

09.02

09.03

09.04

09.05

09.06

Legal & Risk Services

We spoke to some of the staff who work within the Legal & Risk Service. They told us
that they were pleased that they had delegated authority for specified actions and that
this reduced delays. This led to the Legal Services Team within the Health Board acting

as a coordination and direction facility for negligence claims.

Staff have identified that disclosed information has not been correctly checked prior to
being released and cases were explained to us where this had a negative impact on the

conduct of claims.

The Legal & Risk team recognised that the Health Board team had been incredibly busy,
but reported that Claims Officers do not attend Round Table or Joint Settlement
meetings; which reduced their knowledge of matters. When we spoke to other
organisations, we were told it was common practice for a member of the health body

claims team to attend settlement meetings.

Staff also told us about cases which had been investigated prior to being a claim, but
this was not communicated to the Legal & Risk team. In some cases, information on
Health Board investigations was disclosed by the Claimant and this was contradictory
to expert evidence obtained as part of the claim investigation. There was some concern
that discussions held with service users and their relatives involved making admissions

which were not documented and led to a Claimant bringing a claim.

The Legal & Risk Services team highlighted that there have been a number of late
referrals for PTR matters, including those which require Legal & Risk advice as part of
the reimbursement procedures. It was felt that the compilation of documentation was

poor.

The team reported having provided training on breach of duty, qualifying liability and
PTR. However, when we spoke to staff in the ILGs, this had not filtered to them. The
Legal & Risk team explained that they are very busy but would offer further structured
training as necessary. The knowledge and skills of the Interim Legal Services Manager
were highlighted and there is confidence within Legal & Risk of their ability to deliver

training.
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09.08

09.09
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10.01

10.02

We were told that there is disparity amongst the ILGs in relation to the quality of case
investigation. Whilst the Legal & Risk Service support a proportionate approach,
consistency in the approach taken, tools utilised and methodology for investigations is

important.

The quality of witness statements provided in cases was generally considered to be
poor. We when spoke to individuals, they reported having no support to produce their
statement in a matter. The Legal & Risk team highlighted examples, particularly in
inquest cases, where a high-quality statement can avoid the need for a witness to attend

a hearing.

The Legal & Risk team highlighted that the Health Board is not using the current
approved “Statement of Truth” with statements collated for coronial enquiries. We
escalated this finding during our review and noted that the leadership team were

implementing changes to the template documents utilised.

Claims Case Management

We looked at the negligence claims which are received by the Health Board. These fall
into two broad categories — personal injury (PI) and clinical negligence (CN). Most PI
and all CN cases are managed on behalf of health bodies in NHS Wales by the Legal &

Risk Service, which is hosted by the NHS Wales Shared Services Partnership.

We looked at the cases referred to Legal & Risk and specifically the time taken to make
the referral. Where an extended delay in referral occurs, this can have an impact on the
ability of NHS Wales to respond to a Letter of Claim. We were told that there are quite
often delays until the relevant Claims Officer is on duty and gets round to looking at the
matter, completing the referral form and sending information. When we spoke to other
NHS Wales organisations, many staff told us that they have KPIs in which referrals must
be made. We would recommend that matters are dealt with promptly and a suitable KPI
could be that referral is made within two working days of the receipt of a Letter of
Notification or Letter of Claim. From what we were told, this is never met currently in the
Health Board. One option suggested by other NHS Wales organisations is to have a
‘Claims Officer of the day’ who picks up and processes new referrals regardless of the

team member who will have responsibility for the matter.
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We were told that that when advice is provided by Legal & Risk services, or instructions
requested, members of the Legal Services Team are required to prepare a short
summary (known as a baby summary). This is an unnecessary step, adds to the
workload of team members and increases the time taken for instructions to be provided.
The Legal & Risk Team advice sets out the legal position. We recommended during our
fieldwork that the Legal Services Team cease the action of creating a further case
summary and use the information received when seeking instructions internally; we

noted that this was changed during August 2021.

The Legal & Risk Services team told us about time recording, which is used extensively
in that organisation and is also required in private legal firms. This is predominantly
introduced to assist with billing of cases. However, the process of time recording is
considered a valuable tool in analysing the caseload and activity demands for an
individual. Whilst not required for billing, we suggest that the Health Board consider
introducing a time recording process. Careful introduction can avoid this being seen as
a ‘time & motion study’ — but can be a positive metric on the activities undertaken by
Claims Officers.

We were advised that the Health Board has granted some delegated authority to Legal
& Risk for specific actions in cases. Delegated authority enables the lawyers acting on
behalf of the Health Board to make certain decisions within specified parameters. This
includes the selection of experts. We would encourage the leadership team to liaise with
the Legal & Risk Team Manager to determine whether further delegated authorities can
be allocated to the Legal & Risk Team, which would speed up decision making in

matters.

We note that the Legal Services Team members have no delegated authority to settle
any matters. Some NHS Wales organisations allocate financial limits for settlement of
cases to their claims handlers within Standing Financial Instructions. Whilst the review
team recognise that the Health Board leadership team wishes to have oversight and
control of costs, delegated authority within defined limits could be allocated to ILG
strategic leaders and the Legal Services Manager. We recommend that a review of

delegated limits is undertaken.
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Inquest Case Management

We found that there was confusion across the Health Board regarding responsibilities
for the receipt, analysis of requests and gathering of information for HM Coroners. Some
staff within ILGs believed that the responsibility for this function sits with the Legal

Services Team, while others consider it a local responsibility.

We noted that until recently, a relatively junior member of staff in the Legal Services
Team held the caseload for all requests for information from HM Coroner. One ILG has
allocated a member of staff to take local leadership of these matters within their

geographical area following criticism of delays from a Coroner’s office.

We found that it is common practice across NHS Wales for organisations to have a
central function which receives and processes requests for information from HM
Coroner, but that responsibility for gathering information sits locally with clinical
leadership teams. We recommend that this approach is adopted within the Health
Board. This would mean that the corporate team continued to act in a ‘gatekeeping’
capacity, but that evidence collation would be handled locally — as is the case with

complaints.

We heard from staff who had been required to give evidence and who described feeling
unsupported by the Health Board. Lawyers representing the Health Board told us about
cases where they had no prior access to witnesses in advance of an inquest. When we
spoke to the Co-Chairs of the Inquests Safety & Learning Network, we were told about
processes across Wales to ensure that staff had access to ‘buddies’ who were other
staff with focussed training and experience of giving evidence. This was most advanced
in Betsi Cadwaladr University Health Board and the team there would be happy to

support the Health Board in implementing a buddy system locally.

We were told by lawyers who are responsible for representing the Health Board at
inquest hearings that request for information, documentation and points of clarification
were not responded to in a timely manner and sometimes not at all. This led to difficulty
in presenting information to HM Coroner and the risk of adverse findings or delays to

hearings.

We found that the expected process for receiving, analysing and responding to a
Regulation 28 report (known as Preventing Future Deaths Report) from HM Coroner

was unclear.
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12.01

12.02

12.03

12.04

When we spoke to other health bodies, we found that it is common practice to hold a
“significant risk” meeting — with all relevant individuals from the Health Board present

and chaired by an Executive Officer.

Regular practice is that responses to HM Coroner are signed by the Chief Executive
although we were told about cases when this did not happen. However, we could not
locate a publicly available PFD response which had not come from the CEO. We
recommend that the process of dealing with a PFD report from HM Coroner is defined

in the Quality & Safety Framework.

Redress Case Management

We looked at the process used within the Health Board in relation to the management

of cases where a Qualifying Liability was being considered or had been confirmed.

We found that there had been no active work on Redress matters for a considerable
number of months. We were told that there had been an instruction to prioritise learning
and not focus on redress cases. If redress matters are not progressed in a timely
manner, it is likely that Claimants will bring negligence claims which have strict pre-
action timescales and are likely to result in greater costs payments.

We were advised that the payment of fixed fees of £1920, which is paid to cover the
cost of free independent legal advice in redress cases, requires the signature of the
CEO. These fees are legally required during the conduct of redress cases and we could
not identify any other organisation in NHS Wales that requires this level of authorisation
for mandatory payments. Most organisations have a system requiring authorisation of
additional fees in addition to the fixed fees regime identified in the legislation and we
would support the introduction of a measure for challenge or query in relation to costs

which fall outside of the mandatory framework.

Matters to be considered under Part 7 (the redress part) of the PTR Regulations are
generally drawn from two sources. These include complaints received from service
users (or their relatives), or adverse incidents reported by Health Board staff. When we
looked at the forecast of redress cases, we noted that very few originated as an incident.
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12.05 This suggests that the Health Board is not complying with the Duty of Being Open within
the current regulations. Welsh Government have recently introduced the Duty of
Candour, which will come into force in April 2023. It is likely that the Health Board will
not comply with its new duties if incidents are not appropriately considered under the
PTR regulations.

12.06 We were told about a number of cases where the quantum exceeded the limit
established in the regulations (E25k) and that this had not been considered at the
commencement of the investigation as is required. We considered that this was most

likely a training issue for staff undertaking investigations.

12.07 We spoke to members of staff who handle complaints within ILGs and within the
corporate team. We found that staff were not clear in relation to the criteria for a breach
of duty or qualifying liability in relation to the regulations. We were told about cases
where admissions had been made in complaint responses that should not have been -
and the challenges in legally withdrawing such admissions. We were also told that staff
found it difficult to obtain advice on breach of duty and qualifying liability. We were told
that in one ILG, decisions on breach of duty were being taken by a band 5 non-clinical
member of staff; although this had been stopped at the time of the review.

12.08 We were told that there is a referral form for ILG teams to refer matters to the Legal
Services Team. These appear to be used on an ad-hoc basis and there is no formal
structure in place. It was generally felt by corporate team members that these were
poorly completed. When we spoke to ILG staff, we were told there had been no training

in the criteria or requirements.

12.09 For an efficient management of redress matters, a process is recommended where local
teams who are handling complaints can seek timely advice before admissions are

made.

12.10 When we spoke to other NHS Wales organisations, we were told that it is common
practice that once admissions have been made in a matter, the conduct of the case
transfers to a Redress Officer. As there has been so little work on redress cases over
recent months there is likely to be a backlog of matters and some urgency needed to

resolve this.
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12.11 We found that there is likely to already be a backlog of redress matters. We formed this
view in considering the number of cases which are awaiting consideration as redress
matters, the current caseload of matters already in the system and the number of
matters likely to be referred in the immediate future.

12.12 The normal requirements of the conduct of the regulations, established by Welsh
Government, are that matters are handled within an organisation and it is not normal
practice to refer redress cases to the Legal & Risk Service. The costs of such referrals
are not met through the reimbursement process, except in the specific circumstances

set out in the Reimbursement Procedures which require Legal & Risk advice.

12.13 The Health Board may wish to consider approaching the Legal & Risk Service to allocate
a number of redress matters to them in order to address the backlog that has developed
due to inactivity. Whilst there will be a cost pressure to achieve this, it is likely to
significantly reduce the time taken to address the backlog and reduce the number of
cases which avoidably transition to a formal claim. If the Legal & Risk Service are able

to take over the conduct a number of redress matters, this may avoid a backlog growing.
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13.01

Recommendations

The review has made a number of recommendations to improve processes across the
Health Board. We have tried to present our recommendations in a way that successful
adoption can be measured and monitored — with a strategic outcome and measurable

steps or actions.

Embed responsibility for Learning and Improvement at the heart of service provision

Provide regular, up to date and accurate information relating to claims matters, redress

cases and coronial investigations to support prioritisation

Establish an effective process for guidance and oversight of complaint responses where

qualifying liability is being considered or confirmed

Organise the Legal Services workforce to meet the needs of the organisation

Review the process for investigating adverse healthcare incidents reported within the

Health Board to ensure that appropriate cases are considered for Qualifying Liability.

Establish an effective process for the oversight and monitoring of case information
leaving the organisation.

Introduce a learning & development programme to support staff involved in the

management of the Putting Things Right process.

Provide a learning & development programme to support understanding of PTR and

Inquests among Senior Leaders, Executive Officers and Independent Members.

Review process for handling of coronial enquiries, provision of evidence and attendance

at inquest hearings.
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R1  Embed responsibility for Learning and Improvement at the heart of service provision

R1.01 Why are we making this recommendation?

We found that there is a lack of clarity regarding which teams are responsible for the
development of actions in response to issues identified in legal cases and that the introduction
of the Taskforce has accentuated this situation. The arrangements do not align to the current
Health Board governance structure and there is a lack of oversight by leadership teams who
are accountable for service design and provision. Evidence seen at the national Learning
Advisory Panel highlights that effective Learning from Events can only be achieved by clinical

and service teams who are close to the source of the issues identified in a case.

R1.02 How can this recommendation be achieved?
1A Responsibility for overseeing the LFER process should be placed with the ILGs and a
process compiled to establish a working relationship between the ILG and the Claims
Team.
1B  This would necessitate a revised workflow for LFERS:
e LFER case information and investigation sections generated by the Legal Services
Team based on case information
e LFER sent by the Legal Services Team to a nominated person within the ILG
Governance Team.
e LFER allocated to relevant person within the CSG for completion
e ILG Governance Team track all current LFERs in order to track/monitor deadlines
e |LG Governance Team hold local scrutiny panels to assure validity and consistency
of LFER (chaired by a senior clinician)
e LFERs are signed by the CSG Medical Director or Clinical Lead, in order to provide
them with oversight
e Completed LFER returned to ILG Governance Team to complete the cycle within
ILG, before returning to the Legal Services Team
e Feedback from National Panel is forwarded to ILG Governance Team when received
and additional information sought as required

1C  Ensure that the structure and roles of staff in ILGs with responsibility for quality and
safety are aligned. We recommend the Bridgend ILG as a mature positive model.

1D  Permanently discontinue the use of the Taskforce Team and ensure that learning is
owned at a local level.
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R2  Provide regular, up to date and accurate information relating to claims matters, redress

cases and coronial investigations to support prioritisation

R2.01 Why are we making this recommendation?

We have identified that data held on legacy information systems is significantly inaccurate and
has conflicting information between systems; although we recognised that considerable efforts
have been made in recent months to address the Redress Forecast report which is shared with
the Welsh Risk Pool. We found that, because the data is generally considered unreliable, there
was no process for regularly sharing and explaining information in relation to the position of the
organisation relating to learning submissions, current claims and redress matters and open
coronial inquiries. Leadership teams recognise that both local governance teams and corporate
services teams need accurate and timely information in order to prioritise activities and

recognise risks to the organisation.

How can this recommendation be achieved?

2A Oversight of outstanding LFERs, WRP reimbursement and the associated financial
implications needs to be provided to the ILG leadership team. This would most likely be
best achieved through the provision of weekly reports.

2B Oversight of ongoing coronial investigations needs to be provided to the ILG leadership
team. This could be achieved through the provision of a weekly report.

2C Each ILG holds a regular (suggested fortnightly) meeting, separate to their normal
governance meetings, for the purpose of oversight and discussing any new redress cases
/ claims / inquests. This would also consider any queries regarding breach of duty and any
complex cases. Nominated members of the Legal Services Team should attend every
meeting.

2D The Legal Services Team should maintain an accurate and up-to-date list of completed
LFERs and redress / claims. This is best achieved through a ‘stock-take’ of the cases held
on the Datix Cymru system with sign-off of case position by the Legal Services Manager.

2E Include Claims, Redress and Inquests on the agenda of the Quality & Safety Committee
meetings.

2F Ensure thorough searches are made of legacy incident and complaints databases when
preparing claim files — to reduce the risk of not including relevant investigatory information.
Due to the disruption of legacy contact data, this exercise could be carried out by the Local

System Lead and a record kept of the searches.
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R3  Establish an effective process for guidance and oversight of complaint responses where

qualifying liability is being considered or confirmed

R3.01 Why are we making this recommendation?

We found that there is a significant risk that inappropriate admissions are being made in
response letters which are sent directly from Integrated Locality Groups and Clinical Service
Groups and this could result in the Health Board being committed to make settlement payments
which cannot be withdrawn but which were avoidable. We found that there is very little support
available for ILG teams when considering whether Qualifying Liability exists in a matter and
the training available to local teams is very limited. We also found that this led to significant
delays in providing a response in cases where local teams considered a qualifying liability may

exist.

R3.02 How can this recommendation be achieved?
3A  Review the process for issuing Regulation 24/26/33 responses by the ILGs
e Eachresponse where admissions are proposed should be sent to the Legal Services
Team as part of a formal checking process for breach of duty and to ensure that all
legal requirements have been met within the letter.
e Responses where admissions are being made should only be sent to the
complainant after they have undergone this formal checking process.
e The member of the Legal Services Team allocated to check the response takes
ownership of the case from that point in time and follows it through to conclusion -

whether that be redress or closure.
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R4  Organise the Legal Services workforce to meet the needs of the organisation

R4.01 Why are we making this recommendation?

We found that the Legal Services Team are well resourced for the tasks required of them.
However, we found that there was confusion between the tasks that should be carried out by
the Legal Services Team, by governance teams in ILG’s and the corporate finance team. We
also found that the structure and setup of the Legal Services Team contributed to the delays
and backlog which has been experienced; and that a reorganisation of responsibilities would
be the best way to achieve improvements.

We found that within the Legal Services Team, there had been conflicting instructions
regarding priorities and that some staff were given different instructions. We found that the
team members who predominantly undertake administration duties did not have their tasks
prioritised by the team leader and this led to potential conflict in the tasks to be carried out.
We identified that a number of team members had minimal familiarity with each other’'s
experience and due to the extended period of temporary working from home arising from the
pandemic there needs to be a concerted effort to bring the team to a more collaborative working
style and improve relationships. We would recommend regular periods of collective working in

person as a team when the coronavirus restrictions permit this.

We have included a diagram of the current organisational structure in Figl

We have outlined a diagram of the recommended organisational structure in Fig2

R4.02 How can this recommendation be achieved?

4A  Claims Officers currently report spend up to 50% of their time doing administrative tasks.
Consider that following clarification of a revised process and following training,
administration staff monitor the inboxes as part of their administrative role.

4B  Members of the Legal Services Team should complete the WRP Certificate in
Healthcare Risk Management and Legal Services which will be recommenced in 2022.

4C  Bespoke training for Redress Case Management should be led by the Legal Services
Manager.

4D A ‘Stock-take’ exercise should be undertaken, to review every file, close dormant files,
transfer all live details of open cases to the new OfW system and produced a summary
report for the Executive Team of caseloads.

4E  Claims Officers become more prominent within the ILGs — attending meetings as above,
spending time working in the ILGs as needed.
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Review of Standing Financial Instructions to allocate delegated authority to the Claims
Officers for lower value cases, payment of fixed legal fees and when instructing Legal
and Risk Services to negotiate settlement.

Consider funding a cohort of existing Redress Cases to be managed by the Legal &
Risk Team — to reduce the backlog whilst maintaining expertise in the conduct of cases.

Discontinue the use of the “Baby Summary” process when seeking instructions
internally (this had already been reported as stopped during our fieldwork).

Consider the introduction of Time Recording for legal and case management tasks — to
provide analysis of the caseload and activities undertaken. Time recording is very
common among Legal Services staff and colleagues from the Legal & Risk Service can
assist with electronic applications and process.

Consider a restructure of the Legal Services Team to take effect from a defined date.

e Extend the funding for temporary additional posts for a period of at least two years
to address the backlog and support the management of cases arising from the four
harms of Covid-19.

e Consider adjusting the temporary additional posts to introduce a ‘paralegal’ level of
staff to support the substantive team. This could enable the Claims Officers to focus
on the work which benefits from a more senior practitioner.

e All staff, including administration staff, should report to the Legal Services Manager.

e Create two divisions within the team
o One division responsible for Claims, Disclosure of Information, and Track of

Inquests.
o Another division responsible for consideration of matters where qualifying liability
is being considered and progression of redress matters to settlement.

e The temporary additional posts should be allocated on the basis of one per division.

e The administration team to support both divisions of the team.

¢ Claims Officers should not have a mixed caseload of claims and redress cases to
enable effective prioritisation and skill development.

e Existing Band 4 role should become an investigation support role — to enable the
post holder to support case investigations.

e The Legal Services Manager should focus on delivery of training to ILG and
corporate teams and provide oversight and case advice on matters.

e Complex and inter-ILG cases can be allocated to the Legal Services Manager who
can hold a small caseload of matters.

The current team organisation is shown in Figl.

An example of the proposed team structure is shown in the simple organogram shown in Fig2.
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Claims Officer
B6 1.0WTE
(Substantive)

Claims Admin
B3 1.0WTE
(Substantive)

Claims Officer
B6 1.0WTE
(Substantive)

Claims Admin
B3 1.0WTE
(Substantive)

Legal Services
Manager
B7 1.0WTE
Substantive

Claims Officer
B6 1.0WTE
(Substantive)

Inquest Admin
B4 1.0WTE
(Substantive)

Claims Admin
B3 0.6WTE
(Substantive)

Claims Officer
B6 1.0WTE
(Substantive)

Claims Admin
B3 0.4WTE
(Substantive)

Figl

Legal Services
Manager

B7 1.0WTE
Substantive

Claims Officer
B6 1.0WTE

(Substantive)

Claims Officer

B6 1.0WTE
{Substantive)

Claims, Disclosure, Inquest Tracking

Claims Officer

B6 1.0WTE
{Substantive)

Claims Officer
B6 1 0WTE

{Substantive)

Potential & Confirmed Redress Cases

Legal Support
B4 1.0WTE

{Substantive)

Investigation Support

Legal Admin
B3 1.0WTE

{Substantive)

Legal Admin
B3 1.0WTE
{Substantive)

Legal Admin
B3 0 6WTE
(Substantive)

Legal Admin
B3 0.4WTE
{Substantive)

Administration, Mailboxes, Comms, Scheduling

Fig2
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R5  Review the process for investigating adverse healthcare incidents reported within the

Health Board to ensure that appropriate cases are considered for Qualifying Liability.

R5.01 Why are we making this recommendation?

We found that the number of incidents reported which were subsequently the subject of
consideration for Qualifying Liability was very low. The Putting Thing Right Regulations include
the submission of a healthcare incident reported by staff as a method of raising a concern,
without the need for a separate complaint made by a service user or their relatives in order to

trigger the redress elements of the regulations.

R5.02 How can this recommendation be achieved?

5A  Bespoke training for staff authorising closure of adverse incidents to cover the
requirement to consider breach of duty and qualifying liability.

5B A process of periodical samples / audits of closed incidents to confirm if appropriate
consideration of the issues required by the regulations has been made.

5C The Health Board should accelerate its adoption of the Once for Wales Incidents

Module, which has been designed to include capturing of redress issues.
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R6  Establish an effective process for the oversight and monitoring of case information

leaving the organisation.

R6.01 Why are we making this recommendation?

We identified examples of information leaving the organisation which would not meet the
Health Board’s corporate standards and the required codes of practice. We found that staff
were not routinely reviewing clinical case records which were in the process of being disclosed,
which could lead to a breach of information governance standards. We also found that there
was confusion regarding the role of Caldicot Guardian. We also found that there was no
scrutiny of information being sent to the Welsh Risk Pool, with a number of matters being
rejected when received nationally. When we spoke to staff, there was confusion about who’s

role it is to undertake validation and scrutiny checks.

R6.02 How can this recommendation be achieved?

6A  Caldicott Guardian permission MUST be sought prior to releasing records for a
deceased patient.

6B  Permission to release medical records should be sought from an appropriate clinician
prior to disclosure. This mitigates the risk of various issues including that of
safeguarding.

6C  Medical records MUST be redacted prior to disclosure in accordance with the ICO
Subject Access Code of Practice. Administration Team members can be trained to
undertake redaction.

6D  The process for disclosing medical records, including the ‘checking drawer and
timescales, should be reviewed.

6E  The Health Board should adopt the current version of the ‘Statement of Truth’
declaration in all statements. The most up to date version is April 2020.

6F All documentation leaving the Health Board should be scrutinised by the Claims Officer
in charge of the case, to check for confidentiality breaches or inappropriate disclosure
of facts. A signature of review should be retained on file — outlined who undertook the
validation and when.

6G  Copies of disclosed information should be maintained. This will generally be a copy of

the disclosed records in electronic format.
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R7 Introduce a learning & development programme to support staff involved in the

management of the Putting Things Right process.

R7.01 Why are we making this recommendation?

We found that a number of members of the Legal Services Team had been recruited from
private practice and that they had minimal experience of the NHS processes. We found that
there had been limited training provided to the team and a reliance on the Legal & Risk services
team who provide advice on a case-by-case basis. It is widely recognised that those tasked
with operating the Health Board’s duties under the National Health Service (Concerns,
Complaints and Redress Arrangements) (Wales) Regulations 2011 require experience to
ensure that they comply with the requirements and achieve the most effective outcome for

service users and the Health Board.

How can this recommendation be achieved?
7A  Training for investigators should be roll out by the Legal Services Manager. The WRP
is willing to support this training with building resources and providing additional

personnel.
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R8  Provide a learning & development programme to support understanding of PTR and

Inquests among Senior Leaders, Executive Officers and Independent Members.

R8.01 Why are we making this recommendation?

The very senior staff we spoke to were very keen to ensure that the Health Board complied
with its duties and wanted to support servicers users and staff. There have been a number of
changes in senior personnel over recent years and the new Health Board organisational
structure had created new senior leadership positions. We identified that some senior staff
were unclear with the requirements of the Putting Things Right process and that there was a
desire for a structured familiarisation. We have made a number of recommendations for
changes to processes adopted within the Health Board and combining these changes with a

familiarisation session would add value to consistent application of new procedures.

R8.02 How can this recommendation be achieved?

8A A Board Development Day could be held to consider legal matters with presentations
from WRP, LARS and Health Board teams. This will provide an opportunity for Executive
Officers and Independent Members to ask questions relating to indemnity and legal
procedures.
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R9  Review process for handling of coronial enquiries, provision of evidence and attendance

at inquest hearings.

R9.01 Why are we making this recommendation?

It is widely recognised that there has been disruption to the process of coronial investigations
during the pandemic and this has led to a backlog of cases. We found that there is confusion
among corporate and ILG teams regarding responsibilities for providing information to coronial
investigations. We identified that the systems used to track cases is currently poor and there
is a significant risk of delays due to cases not being prioritised. We identified that requests for
legal representation were commonly made very late, reducing the opportunity for legal experts
to provide advice in advance of hearings. We were told that clinicians report feeling
unsupported when they are required to give evidence. We were told that the statements
provided in relation to coronial investigations were regularly of limited quality and that this often
led to staff being required to give evidence in person when this could have been avoided. We
found that staff did not have clear support when requested to provide a statement for the

Coroner.

R9.02 How can this recommendation be achieved?

9A  Consideration should be given, such that all ILGs follow the Merthyr ILG local model in
relation to inquests. Each ILG should be responsible for tracking the progress of
requests for information from the Coroner and forthcoming inquests.

9B  Consideration should be given to adopting the BCUHB Model of Inquest Buddies.

9C The Health Board should introduce cascade training for “Supporting Professional
Statements” to familiarise staff how to support clinicians when they prepare statements.
[The Health Board has already commissioned the WRP to deliver train-the-trainer
sessions on this topic].

9D The Legal Services Manager overall responsibility for open inquests. They should be a
named point of escalation for HM Coroner and deal with any contentious issues, notify
the communications team etc.

9E  The process for managing Regulation 28 Preventing Future Deaths (PFD) reports and
suitable responses should be outlined with the Quality & Safety Framework.
Consideration should be given to holding a “significant risk” meeting on receipt of a PFD
report - to involve all key individuals in a matter. Responses to PFD should always be

signed by the Chief Executive.
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The Welsh Risk Pool is part of the NHS Shared Service Partnership Legal & Risk Service
Division and provides the means by which all Health Bodies in Wales are able to indemnify
core activities. The role of the Welsh Risk Pool is to coordinate an integrated approach of risk
assessment, claims & redress case management, reimbursement of litigation and learning to
improve patient and staff safety. The Welsh Risk Pool team works with NHS colleagues across
Wales to promote and facilitate opportunities to learn and support the development and

implementation of improvements to enhance safety and outcomes.
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