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CORPORATE GOVERNANCE FRAMEWORK
DRAFT (Version 1.1)

DECEMBER 2013
Background

The Cardiff and Vale APB is required to have a robust set of corporate governance structures in place in order to meet its obligations under the National Core Standards for Substance Misuse.  This document provides a first draft of those structures, some of which are newly developed, and others of which have been reviewed since their inception in March 2012.  

Certain aspects are not contained here (Communication and consultation systems) as these will be incorporated into the APB communication strategy currently under development
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Cardiff and Vale Substance Misuse Area Planning Board (APB)

Organizational Code of Conduct
This code of conduct makes explicit the principles, values and standards that guide the decisions, procedures and systems of the Cardiff and Vale Area Planning Board (APB). The objective of the code is to develop a values-based organisation and a values-driven code, to promote a culture that encourages officers, partners and stakeholders to internalise the principle of integrity and practice it.

Officers, partners and stakeholders, hereafter referred to as the constituents, are required to take all reasonable steps to comply with the requirements set out in the Code of Conduct. This applies to all business associated with the offices, planning and delivery of work within the remit of the Cardiff and Vale APB. Breaches of the Code are to be reported to the Chair of the Area Planning Board. It is the aim of the APB to resolve most complaints through informal negotiation (‘Conciliation’). Failing that, it is the responsibility of the Chair of the APB to act to ensure firm, prompt and fair action, in conjunction with senior managers and/or trustees of the appropriate employing organisation.

Principles

The Area Planning Board aim to maintain the highest standards of professional endeavour, integrity, confidentiality, financial propriety and personal conduct;

It is an expectation of the APB that the primary constituents of this conduct are to:
i. Deal honestly and fairly in business with employers, employees, clients, fellow professionals, other professions and the public;
ii. Respect the customs, practices and codes of clients, employers, colleagues, fellow professionals and other professions.
iii. Take all reasonable care to ensure employment best practice including giving no cause for complaint of unfair discrimination on any grounds and ensures fairness, equity and above all values diversity in all dealings;
iv. Work within the legal and regulatory frameworks affecting the delivery of substance misuse services.
v. Treat fellow constituents with courtesy.
vi. Respect and abide by this Code and encourage others to do the same.

Fundamental to good practice are:

Integrity

· Honest and responsible regard for the public interest;

· Checking the reliability and accuracy of information before dissemination;

· Never knowingly misleading clients, employers, employees, colleagues and fellow professionals about the nature of representation or what can be competently delivered and achieved;

· Supporting the values of the Area Planning Board by bringing to the attention of the APB examples of malpractice and unprofessional conduct.

Competence

· Being aware of the limitations of professional competence: without limiting realistic scope for development, being willing to accept or delegate only that work for which practitioners are suitably skilled and experienced;

· Where appropriate, collaborating on projects to ensure the necessary skill base.

Transparency and avoiding conflicts of interest

· Disclosing to employers, clients or potential clients any financial interest in a service provider/supplier being recommended or engaged;

· Declaring conflicts of interest (or circumstances which may give rise to them) in writing to the APB as soon as they arise;

· Ensuring that services provided are costed and accounted for in a manner that conforms to accepted business practice and ethics.

Confidentiality

· Safeguarding the confidences of present and former clients and employers;

· Being careful to avoid using confidential and ‘insider’ information to the disadvantage or prejudice of clients and employers, or to self-advantage of any kind;

· Not disclosing confidential information unless specific permission has been granted or the public interest is at stake or if required by law.

Maintaining professional standards

· Constituents are encouraged to spread positive awareness of the work of the APB where practicable.

· Implement  mechanisms, where applicable,  to ensure practitioners have current professional registration.

· Sharing information on good practice with constituents and, equally, referring perceived examples of poor practice to the APB.

Interpreting the Code
In the interpretation of this code, the Laws of the Land shall apply. Compliance with the code will be monitored by performance management and monitoring of service level agreements, where the code, with a stated expectation of compliance by service providers and commissioners, will be an addendum.

This code of conduct is not intended to supersede or replace an individual's professional codes of conduct.

To ensure compliance with this Code of Conduct, Cardiff and Vale Area Planning Board requires that all constituents review the Code of Conduct and acknowledge their understanding and adherence in writing on an annual basis on the attached form.
Commitment to the
Cardiff and Vale Area Planning Board
Code of Conduct

I acknowledge that I received a copy of the Code of  Conduct dated ____________ (“the Code”), that I have read the Code and that I understand it.  I will comply with the code.  If I learn that there has been a violation of the code, I will contact the Chair of the Area Planning Board.  I acknowledge that the code is not a contract and that nothing in the code is intended to change the traditional relationship of employment-at-will.

Dated:
______________





_____________________________

Constituent’s Signature

_____________________________

Constituent’s Name (Please Print)

_____________________________

Employing Organisation
Template for reporting breaches of the Cardiff and Vale APB Code of Conduct:
Definition: A Breach of one or more provisions within the Code occurs in situations where there is clear evidence that an individual or organization has demonstrated non-observance of the Code in conducting themselves or their organization in a manner that can be associated with APB business.

This includes the delivery of commissioned services, representing the APB or its commissioned services, or supporting the APB work programme.

Report submitted by: 
Date of submission:

Reporting Organisation:

	Circumstances of Breach 

e.g. Date of occurrence, nature of breach, reasons (where known) for breach 

	

	Public/Commission reaction / Impact on reputation (if any) 

	

	Details of any action taken at source
	


Cardiff and Vale Area Planning Board Memorandum of Understanding

Including Terms of Reference, Membership, and Roles and Responsibilities
Aim of the APB

The aim of the Cardiff and Vale Area Planning Board is to bring together representatives of the responsible authorities, and organizations who share the responsibility of developing, delivering, and improving, efficient and effective substance misuse services across Cardiff and the Vale of Glamorgan to pursue the objectives of the APB. 

Objectives of the APB 

· Develop partnership working arrangements at a regional level 

· Strategic management of the financial resources used to commission and provide substance misuse services

· Ensure that the Core Standards for Substance Misuse and other relevant standards are embedded in all service planning and delivery systems with appropriate arrangements in place for performance management and review. 

· Improvement planning to respond to the audit, and performance assessment of commissioned services for substance misuse. 

· Ensure all funded services form part of an integrated care pathway based upon national guidance 

· Monitor the impact of the Welsh Assembly Government’s Substance Misuse Strategy across Cardiff and the Vale. 

· Ensure that arrangements are in place to receive, consider and act on performance management data.

· Identify the breadth of substance misuse issues where working on a regional basis will be cost effective and provide a better platform for engagement with service providers or users.

 Membership of the APB

Membership of the APB is to consist of:

	Organisation
	Members 

	Local Health Board 
	Dr Sharon Hopkins, Director of Public Health &

Director of Primary, Community and Mental Health Services (Interim) 

(Chair)

	Cardiff Local Authority
	Sarah McGill – Executive Director ()

	Vale Local Authority 
	Alun Billinghurst – Head of Public Protection

	Cardiff Elected Member
	TBC

	Vale Elected Member
	TBC

	South Wales Police – Eastern Division
	Ch. Supt. Belinda Davies – Divisional Commander (Eastern Division)

Ch. Supt. Joe Ruddy – Divisional Commander (Central Division)



	Wales National Probation Trust
	Peter Greenhill – Head of Local Delivery (Cardiff and Vale)

	National Offender Management Service (NOMS)
	Eryl Drew – Substance Misuse Policy Lead

	Social Services - Adults
	Sian Walker – Executive Director (Health and Wellbeing)

	Social Services – Children and Families
	TBC

	Third Sector
	Kevin Rahman-Daultrey, Cardiff Third Sector Council

	APB Delivery Group Chair
	Rotational

	Welsh Government
	In attendance

	APB Support Team
	In attendance


The role of APB members

APB members are expected to:

a) Contribute to the implementation, monitoring and evaluation of the Area Planning Board work programme, commissioning strategy, and any related action plans.

b) Show commitment to working towards the priorities set out in the All Wales Substance Misuse Implementation Plan

c) If required, act as a ‘champion’ or lead on a given area of activity.

d) Be an active link (which includes communication and reporting) between the APB and the member’s organisation.

e) Be active ambassadors for the APB.

f) Promote equality of opportunity in the work of the APB and constructively challenge discriminatory practice.

g)  Represent their organisation at board meetings.

h)  Contribute to meetings in accordance with such authority or delegation as is given to representatives by their organisations.
i) Contribute to the APB by participating in personal learning and development and activities and engaging in any performance management system that the APB decides to use. 
Chairperson and Vice-Chairperson of APB

a) A Chairperson and Vice-Chairperson shall be elected annually from amongst the members of the APB. The Chairperson and Vice-Chairperson are required to be senior representatives of one of the Responsible Authorities. 
b) The Vice-Chairman is responsible for the duties of the Chairperson in his/her absence and should report all developments to the Chairman.
Role of the Chairperson of the APB

The Chairperson of the APB is expected to:

a) Chair the APB meetings in an impartial and inclusive manner and ensure that its business is conducted properly.

b) Ensure that all participants are fully involved and encouraged to contribute to discussion at the APB meetings.

c) Ensure that meetings of the APB are planned and run effectively in an open and transparent manner and are guided by the APB aims and objectives.

Nominated substitutes at APB Meetings

a) A member of the APB may nominate another person to attend a meeting in his or her place. The member must give notice to the secretariat providing details of the person nominated prior to the start of the meeting.

b) Any person nominated to attend APB meetings on behalf of a member must be authorised by his or her organisation to act on behalf of the member at APB meetings.

c) Information and papers relating to APB meetings will be expected to be made available by the secretariat to nominated substitutes. 

d) Nominated substitutes should not attend more than two consecutive meetings in the place of a member of the APB. 
APB procedures

Meetings

a) Decisions at all meetings of the APB will be taken by consensus wherever possible. A question may be decided by vote, in which case, a majority decision is required from those present and voting. In the case of an equal number of votes, the Chairperson will retain the casting vote.

 b) A member/ nominated substitute of the APB will cease to be a member upon:

· Notifying his or her resignation to the APB or

· Ceasing to be a member or officer of the representative organisation or

· The representative organisation giving written notification to the APB of the member’s withdrawal from the APB

· Failing to attend, without good reason and having sent an apology in advance, for three consecutive meetings of the APB. 

c)  Should the APB consider the need to review the membership of an individual representative or organisation, the member will have the right to be heard by the APB. Expulsion from the APB for good and sufficient reason must be supported by a two-thirds majority of those present and voting at the meeting. 
d) The APB will undertake a formal annual review of:

1. the membership of the APB 

2. the sufficiency of the constituent organisations / sectors represented on the APB. 
Notice and frequency of meetings
a) The APB will meet at least quarterly.

b) Any five members of the APB can call for a special meeting. Such requisition, made to the secretariat, must specify the nature of the matter requiring consideration and the notices summoning the meeting must contain details of the matter to be discussed. The meeting must be notified to members by the secretariat and must take place within 21 days of its notification. 
Agenda

a) The secretariat (APB Support Team) will email all members at least 3 weeks in advance of the meeting to request details of any matter they wish to be included on the agenda.  Members should respond with any items within 1 week of email notification.

b) The chairperson should approve the agenda in advance of it being issued. 
Administrative matters

a) The agenda and related papers will normally be circulated by email 7 days in advance except in cases of urgency when 3 days notice will be given.

b) Minutes of APB meetings will be taken by the secretariat and will be agreed at the following meeting. 

c) Minutes will include a list of those attending and of apologies received along with decisions made and actions arising.

d) Minutes will be made available to the wider community, in appropriate and accessible formats. It is noted that there maybe exceptions to this depending on the nature of discussion.  
Information Sharing

a) Sharing information is part of good communication and is vital to the delivery and planning of substance misuse services. The APB should develop or adopt an existing information sharing protocol covering the use of both depersonalised and personalised data. The latter will be particularly pertinent in the development of integrated care pathways. N.B.  The Department of Health has produced a code of practice for NHS staff that addresses confidentiality issues. Voluntary and private drug and alcohol treatment services may also find this code useful to inform their own policies. The document ‘Confidentiality: NHS Code of Practice can be found on the Department of Health website at www.dh.gov.uk
b) Members of the APB and any subgroups are required to comply with the law governing the sharing of information in relation to the reduction of crime and disorder, namely regulations made under section 17A of the Crime and Disorder Act 1998.
Quorate meetings

For APB meetings to be quorate at least one third of the current members must be present.  
Dealing with disputes

a) The APB will consider any concerns or criticisms that a member may have in relation to the role or functioning of the APB and it will be within the discretion of the APB to resolve any issues by consensus and if appropriate by majority vote.

b)  The Welsh Assembly Government may, in exceptional circumstances, determine appropriate action in relation to outstanding issues which have not been resolved by the APB under paragraph (a) above. 

Financial / management arrangements

a) The APB will be required to nominate one of the Responsible Authorities to administer specific funding streams on its behalf.

b) The APB will be allocated the top sliced LHB funding for substance misuse services and the SMAF capital and revenue budgets. Agreement on all expenditure will be decided by the APB, under the advisement of the APB Delivery Group. 

c) Other Budgets will be held by stakeholders and pooled as appropriate.  

Accountability Arrangements of the APB

a) The Responsible Authorities, as members of the APB, will be held to account for the progress of the work of the APB through their own organisational performance management frameworks.

b) The Chairperson of the APB will retain responsibility for the governance arrangements of the APB. 

c) The Chief Executive of the Health Board will be accountable for adhering to the NHS performance management framework and will retain responsibility for clinical governance.  

d) Community Safety Partnerships as an entity will remain responsible for reporting on the statutory KPIs already in existence for substance misuse services. 

e) The APB will report to the Minister for Health and Social Services through the Welsh Government Substance Misuse Branch. 
17. Equality

The APB must, in undertaking its aims and objectives, be committed to fair and equal treatment, in accordance with the law and recognising the value of diversity. 

Advisors and staff
a) Papers produced for the purposes of the APB shall be made available by the secretariat to the:

(i) The APB Support Team Manager, who:

· can contribute to meetings

· will be expected to advise on the considered direction of the APB

(ii) Advisors (Welsh Government)

b) The APB Support Team Manager and / or Welsh Government Advisors will:

· Advise Responsible Authorities and their partners on the development and implementation of their local / regional commissioning strategies; including the development of service specifications, costings and performance monitoring indicators.
· Provide advice on planning, performance and resource management issues including performance against the new core standards and the Key Performance Indicators for substance misuse. 

· Advise on good practice. 

· Review and monitor the progress of the APB in the delivery of the Welsh Government Substance Misuse Strategy. 

· Work with partners to ensure compliance with the reporting requirements of the WNDSM and the TOP; this includes identifying data quality issues and facilitating resolution. 
· Advise partners, senior management and Ministers on the resolution of performance issues. 
Subgroups


a) It is appropriate for the APB to set up sub groups to consider areas of interest within the remit of the APB. The objectives and life span of any sub group should be recorded in the APB minutes. 

b) Specific sub groups should have an agreed mechanism to report back to the APB, the outcomes of which can then be recorded within the APB minutes. 

c) Any subgroup established by the APB must comply with the provisions of this memorandum of understanding except where otherwise provided.

Membership of Subgroups

a) Membership of each subgroup shall include wide representation from the agencies that can provide expertise or have specific work or personal interests in the subgroup’s area of work including, where appropriate, disadvantaged or hard to reach groups.

b) Each subgroup will appoint a chairperson and vice-chairperson from amongst its members.  If this group is a standing sub group this will be undertaken annually. In the case of task and finish groups this will be agreed at the commencement of the task and finish group. 

c) In the event that a subgroup member is unable to attend a meeting, the member should ask an appropriate substitute to attend in his/her place.

d) A member of each subgroup may, by prior agreement with the chairperson, invite non-members to attend meetings to provide information and/or guidance on specific issues.

e) Sub groups will work towards having appropriate service user, carer and family representation at regular meetings or special events.

Meetings

a) Each subgroup will meet at least four times per year at regular intervals.

b) Meetings will be held at suitable times, and at venues which are accessible and comply with the requirements for the Disability Discrimination Act.

c) Additional meetings may be arranged as necessary with the prior agreement of the Chairperson.

d) The Chairperson will determine the agenda for the all meetings. 

e) Minutes will be made available to the wider community, in appropriate and accessible formats. It is noted that there maybe exceptions to this depending on the nature of discussion. 

Reporting Procedures

a) Each subgroup will report back to the APB as agreed on inception of group

b) The Chairperson may attend meetings of the APB as and when appropriate to report on any specific matters arising.

Review of this memorandum of understanding 

a) This memorandum of understanding will be reviewed and updated by the APB at least annually.

b) Any APB or subgroup member can make proposals to the APB regarding proposed changes to the memorandum of understanding at any time. 

c) The APB will agree by majority on any changes to this memorandum of understanding.
CARDIFF AND VALE APB SUPPORT STUCTURE
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Roles and Responsibilities

APB 

To oversee and programme manage the following workstreams: 
Governance, accountability and scrutiny
· Ensure that the work programme and business processes for substance misuse are consistent with those of the member agencies of the board.

· Ensure that the decision making processes for the board are transparent, based on robust evidence, and are open to scrutiny.

· Maintain the confidence of member agencies in the capacity of the APB to deliver the substance misuse agenda on their behalf

· Ensure that the quality and governance arrangements of APB commissioned services are of a consistently high standard

· Oversee the communications programme for the APB as a means of delivering assurance on the board’s business processes and procedures.

· Ensure that the national core standards for substance misuse relevant to APB governance, accountability, and conduct are achieved and sustained.

· Manage the membership and attendance of the board, ensuring that the APB is effectively represented at regional and national groups.

Performance 

· Maintain oversight of performance against national and local key performance indicators, and targets using the principles of Results Based Accountability (RBA)

· Consider the options and advice of the APB delivery group, to agree courses of action to address and improve poor, or insufficient, levels of performance

· Promote and share the achievement of high levels of performance; both across Cardiff and the Vale, and at a national level

· Consider and act upon issues of performance within the wider public services sector that may have an impact on substance misuse

· Ensure that member agencies and partnerships are sighted on the performance of substance misuse as a priority area of service at a strategic level

· Receive and consider a strategic performance report at each meeting

Finance

· Maintain oversight of all the APB responsible funding streams

· Ensure that financial governance frameworks are satisfactory to all partner agencies

· Consider the broader impact of APB financial allocations on mainstream service provision, and strategic direction.

· Consider and agree the prioritisation of APB-funded areas of service, to inform the commissioning and financial allocation responsibilities of the APB Delivery Group

· Consider and approve annual spending plans, on the advice and recommendations of the APB Delivery Group

· Facilitate better and more integrated service development between APB funded services, and other partnership and member agency funded services.

· Receive and consider a financial statement and report at each meeting

Progress and delivery

· Maintain oversight of delivery across the APB work programme

· Oversee the strategic integration of the substance misuse agenda within the work programmes of agencies across Cardiff and the Vale.

· Oversee the strategic integration of the substance misuse agenda across the multi-agency partnerships in place across Cardiff and the Vale.

· Consider the impacts of the wider health, social care, public service delivery and criminal justice agendas on the work of the APB, and identify opportunities for more effective, or more efficient delivery in the broader context of public services and partnership working

· Consider the longer term strategic direction for substance misuse to inform current or shorter term service development

· Consider and agree the annual substance misuse work programme at the start of each financial year

· Regularly consider and review the identification and management of risks to the delivery of the work programme

· Ensure an effective interface between the delivery of the APB work programme and the mainstream delivery of other partnership and member agency agendas

· Receive and consider a progress and delivery report at each meeting

APB Delivery Group
· Managing and overseeing the operational delivery of the APB work programme

· Implementing the Board’s decisions around scrutiny, governance and assurance across the APBs responsibilities

· Considering, preparing, and presenting for board approval, resource allocation schedules to deliver the APBs objectives

· Commissioning the development of new services, and redesigning existing services

· Overseeing the performance monitoring and performance management of APB responsible services

· Ensuring the quality, governance and adherence to standards of APB funded services

· Identifying, managing and mitigating emerging risks to the delivery of the APB work programme

· Overseeing the operational interaction of substance misuse with other agency and partnership agendas

· Reporting to the APB against each of its work streams

· Managing the network of working groups, forums and task and finish groups

Working Groups
· To be responsible for a specific strand of the APB work programme

· To report on progress to the APB delivery group

· To ensure comprehensive and appropriate engagement from relevant stakeholders

· To ensure that progress is in line with the overall strategic direction of the APB

· To apply the principles of RBA to quantify progress and delivery

· To maintain oversight of risks to delivery, and to advise the APB delivery group of current or emerging risks, and options to reduce, or eliminate those risks

Task and Finish Groups
· To be responsible for delivering a specific element or outcome from the APB work programme

· To report on progress to the APB delivery group or one of its working groups

· To ensure comprehensive and appropriate engagement from relevant stakeholders

· To ensure that progress is in line with the overall strategic direction of the APB, and in line with the specification for the specific task.

· To apply the principles of RBA to quantify progress and delivery

· To maintain oversight of risks to delivery, and to advise the APB delivery group or working group, of current or emerging risks, and options to reduce, or eliminate those risks

· To ensure appropriate exit strategies, and evaluation mechanisms are in place to provide closure to the specific task.




APB Member Induction Programme

As part of its corporate governance structures, Cardiff and Vale APB has agreed a series of activities, meetings, and key documents that combine to form a comprehensive induction programme for new members.  As a new member to the board, you are asked to complete the induction programme according to the identified timescales.  The whole programme is designed to be completed in the first 9 months of your membership, and once completed the signed checklist should be returned to the APB support team – contact details at the end.

NB: All referenced documents will be supplied to you electronically by the APB support team

FIRST THREE MONTHS OF MEMBERSHIP

Meetings



Introductory meeting with the APB Chair


Introductory meeting with the APB support team


Attendance at your first APB Meeting

Reading


Cardiff and Vale APB Substance Misuse Commissioning Strategy (2013-18)



National Substance Misuse Strategy for Wales: 2008-18



Cardiff and Vale APB Governance Framework 


Welsh Government Guidance on the establishment of Area Planning Boards (Revised)



Current APB Annual Business Plan



Minutes from the previous X2 APB meetings and X2 Delivery Group meetings

FIRST NINE MONTHS OF MEMBERSHIP

Meetings



Attendance at an APB Delivery Group Meeting


Attendance at relevant APB working group meetings 


Attendance at an APB Contract Management Forum Meeting

Reading


Relevant Welsh Government substance misuse treatment frameworks



National Core Standards for Substance Misuse


The most recent Cardiff and Vale APB Annual Report



The most recent edition of the APB newsletter – “Substance Misuse in Brief”

NAME…………………………………………………………………………………….

ORGANISATION………………………………………………………………………

DATE PROGRAMME COMMENCED…………………………………………


DATE PROGRAMME COMPLETED……………………………………………

SIGNED……………………………………………………………………………………

On completion of the induction programme, please fill in your details in the space above, sign and return to:

Conrad Eydmann

Head of Substance Misuse Strategy and Development

Cardiff and Vale APB

C/o Cardiff and Vale Public Health Team

WHitchurch Hospital

Park Road

Cardiff

CF14 7XB

Conrad.eydmann@wales.nhs.uk
PART 2: Systems and Processes
REGISTER OF INTERESTS

This Register of Interests includes all interests declared by Board members, sub group members, and employees, of Cardiff and Vale Substance Misuse Area Planning Board (the APB).  In accordance with the Welsh Government National Core Standards for Substance Misuse, the APB’s chair (via the APB Support Team Manager) must be informed of any interest which may lead to a conflict with the interests of the APB and the public for whom they commission services in relation to a decision to be made by the APB, or its supporting structures, that needs to be included in the Register within 28 days of the individual becoming aware of the potential for a conflict.  Updates to the register will be undertaken twice yearly within APB meetings. The Register will be updated regularly (at no more than 3-monthly intervals).

Interests that must be declared (whether such interests are those of the individual themselves or of a family member, close friend or other acquaintance of the individual) include:

· roles and responsibilities held within commissioned services;

· directorships, including non-executive directorships, held in private companies or PLCs;

· ownership or part-ownership of private companies, businesses or consultancies likely or possibly seeking to do business with the APB;

· shareholdings (more than 5%) of companies in the field of substance misuse;

· a position of authority in an organisation (e.g. charity or voluntary organisation) in the field of substance misuse;

· any connection with a voluntary or other organisation contracting for Substance Misuse Action Fund supported services;

· research funding/grants that may be received by the individual or any organisation in which they have an interest or role;

· any other role or relationship which the public could perceive would impair or otherwise influence the individual’s judgment or actions in their role within the APB.

Cardiff and Vale Substance Misuse Area Planning Board(APB)
Register of Interests

	Name
	Date
	Position/ Role
	Potential or actual area where interest could occur
	Action taken to mitigate risk
	Comments

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Management audit framework 
The Audit of APB business has been designed to closely align with the roles and responsibilities of the board.  The framework below sets out the audit framework, to be completed each year.  The results of the management audit, and any associated actions will be published in the APB annual report for that same year:

	Subject Area
	Audit actions
	Data Sources

	APB Business


	a) Review of APB governance framework

b) Audit of APB and sub group member attendance

c) Audit of meeting action completion rates
d) Audit of actions taken under code of conduct breaches

e) Assessment of Welsh Government satisfaction with APB progress


	Framework

Minutes

Minutes

Breach reports

Annual WG monitoring visit

	Performance


	a) Audit of performance measurement systems

b) Spot check of WNDSM data accuracy

c) Assessment of performance at a national level
	Quarterly lead provider performance reports

WNDSM

WG APB Dashboard and associated data

	Finance


	a) Internal audit of all SMAF expenditure

b) Grant receiving agency external audit of SMAF capital and revenue expenditure
	Quarterly lead provider finance reports
Contract holder ledgers

WG capital monitoring visits

	Delivery


	a) Audit of service delivery
b) Audit of APB programme delivery
	Quarterly lead provider delivery reports

Audit against APB annual business plan



	HR


	a) Audit of completion rates for APB induction programme
b) Review of APB support team performance
	Completed induction forms
Staff PADRs

	Risk Management


	a) Audit of annual risk register, and implementation of mitigating actions
b) Audit of all serious and untoward incidents and follow-up actions


	Risk register for the year
SUI Log


PERFORMANCE MANAGEMENT

The APB performance management framework, should be considered against the performance indicators contained in the Substance Misuse Commissioning Strategy

Performance measurement and analysis

Data recruitment
Data will be obtained to inform progress against each of the National and Local performance indicators from the following sources:

· School health survey

· Welsh health survey

· UHB hospital admissions data

· Police crime data

· IOIS performance information systems

· Local service provider performance information systems

· Welsh National Database for Substance Misuse (WNDSM)

· Service user surveys

· Local resident surveys

· Geographical information systems (GIS)

Data Analysis
The analysis of performance for each indicator will include the following:

· Performance dashboard diagram showing the overall trend for the year to date

· A table highlighting

· Actual performance for the period

· Level and percentage change since the last report

· Degree of variance from target

· Narrative – the story behind the data

Additional data analysis products will include the following:

· Revised unit cost data based on service capacity and performance reports

· Geographical Information System (GIS) mapping of indicator performance distributions

· Suites of performance indicator reports for specific population cohorts, such as individuals of a certain age, gender, ethnicity, those using specific substances, or from a specific location of residence

Performance reporting

Reports will be compiled and distributed by the APB support team.  The following reports will be produced as routine:

1. Monthly reports (by 21st of the following month)

2. Quarterly Reports (within four weeks of the quarter’s end)

3. Annual Report (by 31st May of the following year)

1. Monthly reports 

Incorporating all monthly reported indicators, these reports will primarily be used by the APB support team and partner agencies in order to monitor day to day progress.  A menu of performance indicators will be published and circulated to all stakeholders.  Stakeholders will be able to request production of a monthly electronic bespoke report made up of those indicators that have the most relevance to their area of work.

Monthly reports will also be used to monitor the impact of any performance improvement activity that is underway, and will be considered, reviewed and signed off by the performance management subgroup of the APB Delivery Group.

A separate standardised monthly performance report will be produced against the national KPIs.

2. Quarterly reports

Quarterly reports will constitute the primary performance reporting mechanism to the APB Delivery Group, and to the APB itself.  The quarterly reports will include the following four categories of indicators:

· An assessment of NKPI performance 

· Acknowledgement of those indicators where a greater improvement has been achieved that expected during the quarter

· An alert to those indicators with declining performance levels

· Monitoring progress against indicators for which performance improvement actions are underway

3. Annual report

The annual performance report will incorporate the key elements of the results of monthly and quarterly reports through the year, as well as those indicators that are only collected on an annual basis.  The report will include a report against the NKPIs for the year, and a comprehensive annual performance report for each indicator will be incorporated into an annex to the report.

The annual performance report will constitute a key component of the APB Chairs annual report on the work of the Board.
Performance improvement
There will be an obligation on the APB delivery group to deliver performance improvement plans against any static or decreasing levels of performance.  A secondary responsibility will be actions to accelerate levels of improvement that are insufficient to meet targets.  

Performance improvement will, for the most part, be indicator specific, and will follow the 4 by 4 methodology (i.e. 4 people and 4 meetings).  The following outline provides the fundamental components of any performance improvement plan:

Issue analysis (Meeting 1)

· Determining specific trends within the performance data

· Identifying the causes and determinants of current performance levels

· Identifying issues within single agencies, within multiple agencies and between agencies that are, or may be, contributing to performance levels

Action planning (Meeting 1 and 2)

· Agreeing key actions that can be undertaken to address the causes of poor performance

· Agreeing targets and expectations as a result of actions – defining what improvement will look like

· Ensuring that proposed actions are consistent with the evidence base

· Assigning accountability for delivery for each action or task

· Agreeing timescales

Monitoring (Meeting 3 and 4)

· Recruiting and analysing ongoing performance data 

· Midway monitoring meeting, to ensure that the desired improvement are beginning to materialise

· Final monitoring meeting to establish the extent of improvements achieved, and to build ongoing sustainability into any changes to service delivery that have been implemented

PART 3: Risk Management
Risk Assessment
Cardiff and Vale APB: 5x5 Risk Matrix
	L I K E L I H OOD
	5
	5
	10
	15
	20
	25

	
	4
	4
	8
	12
	16
	20

	
	3
	3
	6
	9
	12
	15

	
	2
	2
	4
	6
	8
	10

	
	1
	1
	2
	3
	4
	5

	
	
	1
	2
	3
	4
	5

	
	CONSEQUENCES



Risk Rating

	Low (1-8)

Medium (9-15)

High (16-25)




Cardiff and Vale APB Risk Register
Section 1: Actual risks identified

	Risk identifier / name
	Nature of the risk
	Risk Rating
	Mitigating actions, including named lead and timescales per action
	Date of review

	
	
	
	
	


Section 2: Potential risks identified

	Risk identifier
	Nature of the potential risk
	Risk of occurrence 
	Likely Risk Rating if the risk occurs
	Mitigating actions, including named lead and timescales per action
	Date of review

	
	
	
	
	
	


Section 3: Ongoing monitoring of risks that have been mitigated / closed risks
	Risk identifier
	Initial risk rating
	Final risk rating 
	Risk of re-occurrence
	Ongoing monitoring actions, including named lead
	Date of review

	
	
	
	
	
	


Statement of internal control
To be supplied by City and County of Cardiff as SMAF grant recipient
Emergency planning systems and Contingency Management Plan (CMP)
Contingency planning aims to prepare the APB and its member agencies to respond well to an emergency or serious incident, and either mitigate, or manage potential impacts. Developing a contingency plan involves making decisions in advance about the management of human and financial resources, coordination and communications procedures, and being aware of a range of technical and logistical responses. Such planning is a management tool, involving all sectors, which can help ensure timely and effective provision of the most appropriate response when an incident occurs. Time spent in contingency planning equals time saved when an incident occurs. Effective contingency planning should lead to timely and effective responses.

The contingency planning process can basically be broken down into three simple questions:
• What is going to happen?
• What are we going to do about it?
• What can we do ahead of time to get prepared?

The approach outlined here will enable the APB and its support structures to think through these questions in a systematic way. Contingency planning is most often undertaken when there is a specific threat or hazard; exactly how that threat will actually impact is unknown. Developing scenarios is a good way of thinking through the possible impacts. On the basis of sensible scenarios it is possible to develop a plan that sets out the scale of the response and the resources needed.

The development of an APB response to the need for contingency planning is broken down into five main steps, shown in the diagram below. 
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In order to be relevant and useful, contingency plans must be a collaborative effort. They must also be linked to the plans, systems or processes of each of the constituent member agencies on the board at all levels – operational, managerial and senior / executive management level. 

CMP STEP 1: Prepare
The most likely adverse incidents that could occur within the remit of the APB have been identified below.  These have been grouped in line with the APB business management processes i.e. in terms of performance, finance and delivery.  By its nature, the delivery section contains substantially larger numbers of potential risks, and will need to be regularly updated as and when either new risks are identified, or unforeseen incidents occur.
Performance

	Potential issue

	Significant change in performance level among commissioned services

	Significant change in trend among the wider population, linked to substance use

	Evidence of inaccuracy in performance information


Finance
	Potential issue

	Unforeseen significant overspend or under spend against SMAF allocations

	Evidence of inappropriate use of financial resources

	Unforeseen reductions in funding allocations that support commissioned services


Delivery
	Potential issue

	Newly identified risk to the service user population e.g. contaminated substances

	Serious and Untoward Incidents within commissioned services

	Serious and untoward incidents within the community that are attributable to substance misuse related issues; e.g. discarded injecting equipment or a rise in drug related overdose and death

	Disruption to commissioned services e.g. temporary such as high volumes of sickness and absence or permanent such as insolvency of providers

	Allegations and/or evidence of poor or risky practice

	Complaints from service users, carers, staff and the general public in relation to the conduct of frontline service delivery


CMP STEP 2: Analyse

In this section, the impacts of the listed issues, and the data and information required to quantify a potential incident is outlined.  This is the information that will enable the APB and its support team to assess any incident in question, and develop an appropriate response.
Performance

	Potential issue
	Impact(s)
	Evidence required

	Significant change in performance level among commissioned services
	· Poorer capacity and quality of commissioned services
	· Provider performance data

· WNDSM Data

· Service user feedback

	Significant change in trends among the wider population, linked to substance use e.g. EU attendance rates
	· Increased health inequity

· Decreased capacity for services to respond to demand
	· Population data

· Wider service performance and activity data

	Evidence of inaccuracy in performance information
	· Weakness in the evidence supporting financial allocation, and APB decision making

· Failure to understand the true picture of service delivery in practice
	· Provider performance data

· WNDSM Data

· Service user feedback


Finance
	Potential issue
	Impact(s)
	Evidence Required

	Unforeseen significant overspend or under spend against SMAF allocations
	· Financial risk transferred to APB member agencies
· Finances allocated according to capacity to incur expenditure, rather than against evidence of greatest need
	· Service provider and contract holder budget reports
· Financial forecast outturns 

	Evidence of inappropriate use of financial resources by commissioned services
	· Leal implications for contracted services
· Disassociation between commissioning intentions and services provided

· APB open to challenge by Welsh Government, with financial risk falling to member agencies
	· Internal and external financial audit
· Scrutiny of provider expenditure reports

	Unforeseen reductions in funding allocations that support commissioned services
	· Loss of critical services
· Inability for service capacity to meet demand

· Need for transparent and accountable decision making in order to prioritize the retention of services
	· Welsh Government SMAF allocations


Delivery
	Potential issue
	Impact(s)
	Evidence required

	Newly identified risk to the service user population e.g. contaminated substances
	· Serious incidents, and significant harm to the service user population
	· CMO / National alerts
· Alerts from out of area

· Local provider and service use reports

	Serious and Untoward Incidents within commissioned services
	· Significant harm to service users, carers or staff

· Service delivery model may have an inherent risk that could result in re-occurrence
	· SUI reports – mandated in SMAF terms and conditions to be notified to the APB within 2 working days
· Whistle blowing 



	Serious and untoward incidents within the community that are attributable to substance misuse related issues; e.g. discarded injecting equipment or a rise in drug related overdose and death
	· Significant risk of harm to service users, carers, staff and the general public


	· Statutory agency reports

· Local provider and service use reports
· Public feedback and responses

	Disruption to commissioned services e.g. temporary such as high volumes of sickness and absence or permanent such as insolvency of providers
	· Short term breaches of governance such as excessive caseloads

· Discontinuation of treatment, care and support to service users


	· Service provider reports and notifications

	Allegations and/or evidence of poor or risky practice
	· Actual, or significant risk of, harm to service users, carers, and/or staff
	· Notifications to the APB
· Whistle blowing

	Complaints from service users, carers, staff and the general public in relation to the conduct of frontline service delivery
	· Potential indicator of poor practice
· Opportunity to identify areas for service improvement
	· Complaints registers
· Communications via the APB Feedback Email address

· Direct complaints


CMP STEP 3: Develop

In this step, the most usual and recognized effective responses to each of the issue are listed.  This provides the basis of agreeing the actions needed to underpin the APB response in the event of an incident occurring, and forms the main structure of an incident response plan.
Performance

	Potential issue
	Responses
	Lead

	Significant change in performance level among commissioned services
	· Assessment of the validity of performance information
· Triangulation of multiple data sources to confirm validity

· Service provider consultation to identify causal factors
	APB Systems Information Officer

	Significant change in trend among the wider population, linked to substance use
	· Assessment of the validity of performance information

· Triangulation of multiple data sources to confirm validity

· Research to identify causal factors
	APB Systems Information Officer
Head of substance misuse

	Evidence of inaccuracy in performance information
	· Assessment of the validity of performance information

· Identification of true performance levels as evidenced through validated data
	APB Systems Information Officer




Finance
	Potential issue
	Responses
	Lead

	Unforeseen significant overspend or under spend against SMAF allocations
	· Quantify financial position with the provider
· Identify the legal position with regards to contracts and service level agreements
	Head of substance misuse
APB Finance Officer

	Evidence of inappropriate use of financial resources
	· Scrutiny of ledgers and audit reports
· Determination of any illegality
	APB Chair, supported by APB Finance Officer

	Unforeseen reductions in funding allocations that support commissioned services
	· Prioritization of the APB schedule of commissioned services, including consultation with service providers, users and carers
	APB Delivery Group Chair, supported by Head of substance misuse


Delivery
	Potential issue
	Responses
	Lead

	Newly identified risk to the service user population e.g. contaminated substances
	· Clarification of the nature and extent of the risk
· Identification of the populations at risk

· Considering and agreeing the content and communication routes of information for cascade
	Head of substance misuse

	Serious and Untoward Incidents within commissioned services
	· Application of the UHB Serious and Untoward Incident procedures 
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	APB Clinical Governance Lead & Head of substance misuse

	Serious and untoward incidents within the community that are attributable to substance misuse related issues; e.g. discarded injecting equipment or a rise in drug related overdose and death
	· Clarification of the nature and extent of the incident

· Application of due process according to the APB member agency with statutory responsibility for responding to incidents of that nature


	Head of substance misuse

	Disruption to commissioned services e.g. temporary such as high volumes of sickness and absence or permanent such as insolvency of providers
	· Clarification of the nature and extent of the issue

· Assessment of the longevity of the position and the risk to service users

· Identification of mitigating responses e.g. negotiation for alternative provision with other services, or the provision of non-recurrent resources to address staff deficiencies


	Delivery Group Chair, supported by the Head of substance misuse

	Allegations and/or evidence of poor or high risk practice
	· Assessment of the need for statutory investigation e.g. safeguarding
· Follow due process in relation to statutory obligations

· Recruitment and scrutiny of evidence
· Agree any mandate for changes in practice for commissioned services

· Agree any mandate for changes in practice under the statutory responsibility of the relevant APB member agency, for non-commissioned services
	APB Clinical Governance Lead, supported by Head of substance misuse

	Complaints from service users, carers, staff and the general public in relation to the conduct of frontline service delivery
	· Clarification of the nature and extent of the issue
· Establish the perspective of the service provider whilst protecting the service user identity

· Agree the terms of a provider-led investigation

· Determine whether the results of the investigation, and any subsequent actions are satisfactory to the complainant

· Agree and implement further actions that are appropriate, evidence based and proportionate
	APB Service User Lead Officer (Users and carers)

Head of substance misuse (Staff and general public)


CMP STEP 4: Implement (I.e. Incident Response)
The identification of potential risks, the appropriate analysis tasks, and the correct preparation steps (i.e. steps 1-3) will be continuously updated and reviewed.  In the event of an incident, step 4 forms the starting point.

For the implementation of the Contingency Management Plan, the following steps are to be followed in order 
	ACTION
	LEAD
	COMMUNICATION
	RESULT

	On receipt of notification of an actual or suspected incident, the appropriate actions identified under STEP 2 to analyse the position to be completed.  This should be completed in the same working day as the notification.
	As defined in STEP 2

In the event of an incident of a new nature, the Head of Substance Misuse has the default responsibility for undertaking the analysis
	On completion of analysis, and determination of the validity of the incident an email alert is automatically sent to the APB Chair, APB Vice Chair, Delivery Group Chair and representatives of those organizations whose statutory responsibilities incorporate incidents of this nature
	Key members of the APB and delivery group are quickly cognizant of the nature of the incident, and of the response being taken.

	Following analysis, the Incident Lead prepares an outline of the responses recommended for the APB to take in relation to the incident 

	As above i.e. Incident Lead
	Where possible, the recommended course of action should be included in the communication to the APB members outlined above
	APB members are sufficiently informed to agree the appropriate course of action

	APB members to agree the suggested course of action, with any additions or amendments
	Notified APB Members
	Confirmation back to the Incident Lead to proceed.
	Actions taken are with the full knowledge and agreement of key APB members

	Incident Lead implements the agreed response actions
	Incident Lead 
	All communications required within the agreed actions e.g. information alert cascades, formal letters / emails on behalf of the APB etc

	Implementation of an incident-appropriate response

	Incident Lead monitors impact of actions, and ascertains whether a satisfactory resolution has been achieved
	Incident Lead
	Further communications in line with required actions to ensure the incident is resolved.  
Further communication with notified APB members on progress, and any unforeseen difficulties in resolution
	Agreed actions achieve resolution of the incident.
APB members are briefed on progress

	Incident Lead undertakes any further actions required
	Incident Lead
	Further communications in line with additional actions needed to ensure the incident is resolved.  

Further communication with notified APB members on progress, and resolution
	Incident is resolved

	Incident Lead completes an incident report and resolution form
	Incident Lead
	Involved APB members are sent a copy of a completed incident report and resolution form
	APB members are assured on incident resolution

	Incident Closure
	APB Chair
	Signed incident report and resolution form is returned to the Incident Lead
	The necessary information is in place to enable, review to commence


Cardiff and Vale APB Incident Report and Resolution Form
Date and Time of incident notification received ………………………………………..

Name of Incident Lead ……………………………………………………………………………………


Describe the nature of the incident


Describe the actions taken to analyse and validate the incident

Confirm date and time of APB member notification ………………………………………

List of APB members notified

1) _______________________________________

2) _______________________________________

3) _______________________________________

4) _______________________________________

5) _______________________________________

Describe the actions taken in response to the incident, and the results of those actions:


Outline how and when the incident was determined as resolved

APB Chair Signature – confirming that this incident has been correctly managed, responded to, and resolved ………………………………………………………………………………………

DATE ……………………………………………

STEP 5: Review

Following any major incident that triggers implementation of the CMP, the following two stages are required to ensure that the incident response system for the APB is continuously learning and improving, as well as reducing, where possible, the likelihood of similar incidents occurring in future.
1. Identifying lessons learned
The APB Delivery Group is required to undertake a review of all incidents that trigger the use of the CMP system.  The group is tasked with undertaking a comprehensive analysis of the incident, the responses, the resolution, and the outcome.

Using the results of their review, the Delivery Group are tasked with making recommendations to the APB on any aspect on the CMP process as it related to the incident in question.  In order to assist this process, the Delivery Group should consider the following questions as a guideline:
· Did the incident come to the attention of the APB quickly enough, and in the correct manner?

· Was the right person identified as Incident Lead?

· How robust was the analysis and validation of the incident?

· How effective and appropriate were the communications?

· Was the course of action taken appropriate, measured, evidence based, and proportionate?

· Was the resolution of the incident satisfactory?

· Are there any alternative means of resolution that should have been considered?

· Were there any barriers to resolution, and how could they have been overcome?

· Are there any other key points that the APB should consider in the event of a similar incident occurring?

The result of this exercise will be an incident review report submitted to the APB by the Delivery Group.

2. Updating the CMP
On consideration of the Delivery Group incident review report, the APB should agree any additions and amendments to the “Prepare”, “Analyse” and “Develop” sections of the Contingency Management Plan in order to ensure that lessons learned are imbedded in future responses.  The board should also consider amendments and improvements to STEP 4 incident response procedures as a result of the recommendations of the Delivery Group
The CMP in its entirety should be reviewed by the APB once every 2 years (i.e. every 8 meetings).

The CMP should be considered and agreed by the internal governance structures of the APB member agencies.
PART 4: Financial Governance
CARDIFF AND VALE SUBSTANCE MISUSE AREA PLANNING BOARD (APB)
Financial Risk Sharing and Audit Agreement 

DRAFT (Version 1.1)
1. Description and Purpose of Agreement
1.1 The overarching strategic aim of this agreement is:-

· To ensure that the financial risk associated with APB responsible budgets are appropriately apportioned and shared between the partner agencies of the Board.

· To provide clarity with regards to how APB financial risk should be identified, monitored and mitigated.

· To provide close alignment between the allocation of financial risk and the statutory responsibilities of the partner agencies.

1.2      This will enable all members of the APB to:

· Clearly understand their roles and responsibilities in relation to APB finances

· Proactively monitor the identification and mitigation of financial risk to their organisation

· Support financial transparency and effective financial management of services for which risk is assigned to their organisation

2. Principles
2.1      The principles that underpin this agreement are as follows:- 

· Financial risk should be aligned to statutory service responsibilities i.e. the risks associated with each of the APB commissioned packages of care or capital development projects should be aligned according the nature of the service being provided, and where the statutory responsibility for a service of that nature would normally lie.

· The weighting of financial risk between the two local authorities mirrors the weighting of funding allocation between those localities, as set out by the revised national substance misuse funding formula

· The allocation of financial risk will be revised annually, and clearly identified in the annual APB expenditure plan.  Agreement of this plan by the board, and its subsequent submission to the Welsh Government for consideration, constitutes agreement to the risks as outlined.

2.2  The Grant Recipient is the City and County of Cardiff Local Authority

2.3 Each commissioned lead provider holds all financial risks associated with employed staff within the service package, overspends against contracted service values, and the use of financial resources for purposes not within their contracted agreements or Service Level Agreements without the prior consent of the APB.  These financial standards will be included in all local terms and conditions issued with annual grant agreements.  

2.4 Payments will not be made until signed terms and conditions have been received by the APB Finance Officer, and the service provider can evidence expenditure associated with contracted service delivery.
3. Current Schedule of Service Packages, and Allocated Risk
3.1  The table below outlines the full schedule of SMAF commissioned services as proposed from April 1st 2014.
	Service Package
	Value (2014/15)
	Lead Provider
	Contract Holder
	Allocation of financial risk (2014/15)

	Universal Services
	£369,086
	Public Health Wales
	CCC
	C&V UHB (50%)

VG-CBC (11%)

CCC (39%)

	CYP Tier 2 service
	£186,974
	Barnardos
	C&V UHB
	C&V UHB

(100%)

	CYP Tier 3 CAMHS-based  service
	£85,623
	Cwm Taf UHB
	CCC
	C&V UHB (50%)

VG-CBC (11%)

CCC (39%)

	Enforcement support
	£25,000
	Both local authorities +

South Wales Police
	CCC
	VG-CBC (40%)

CCC (40%)

SWP (20%)

	Commissioning Support & Service User Engagement
	£150,000
	Both local authorities and Cardiff & Vale UHB
	CCC
	C&V UHB (65%)

VG-CBC (30%)

CCC (5%)

	Systems Information Service
	£40,000
	C&V UHB
	CCC
	C&V UHB

(100%)

	Clinical treatment and therapeutic support service
	£1,397,661
	C&V UHB
	CCC
	C&V UHB

(100%)

	Family Support Service


	£263,855
	CCC
	CCC
	VG-CBC (22%)

CCC (78%)

	Open Access and Engagement Service
	£467,345
	TBC
	C&V UHB
	C&V UHB

(100%)

	Throughcare, Aftercare and Recovery Support Service
	£367,155
	TBC
	C&V UHB
	C&V UHB

(100%)

	Residential Accommodation Support Service 


	£106,135
	Salvation Army
	CCC
	CCC (100%)

	Enhanced CJS service
	£105,000
	CCC
	CCC
	Wales Probation Trust (25%)

South Wales Police (25%)

VG-CBC (11%)

CCC (39%)

	Residential Rehabilitation Budget
	£52,845
	CCC
	CCC
	VG-CBC (22%)

CCC (78%)

	EDAS – assessment service
	£25,000
	C&V UHB
	CCC
	C&V UHB (50%)

VG-CBC (11%)

CCC (39%)

	Community Support Service
	£5000
	Various
	CCC
	C&V UHB (50%)

VG-CBC (11%)

CCC (39%)


4. Identification, management and mitigation of financial risk

4.1 Financial Monitoring and Audit

· The grant recipient (currently City and County of Cardiff Local Authority) is responsible for the annual external audit of the Substance Misuse Action Fund revenue and capital allocations.

· The grant recipient is responsible for ensuring that the local grant terms and conditions are structured in such a way as to satisfy those audit requirements.

· Each lead provider is responsible for ensuring the completion of the appropriate level of annual audit for all aspects of service delivery and associated expenditure within the package, to the standards required by the Welsh Government terms and conditions of grant, via the local terms and conditions of grant.

· The grant recipient has autonomous authority in authorising, or withholding payment of grant dependent on whether local terms and conditions of grant have been satisfied.

· The APB support team is responsible for monitoring the expenditure of resources for each service package, and the associated delivery of services through the APB contract monitoring forum.  This will take place at least quarterly for each commissioned service.

4.2 Financial Risk Register

· The APB support team is responsible for maintaining a financial risk register that provides the board and its delivery group with a quarterly assessment of the following:

· Expenditure to date

· Forecast expenditure to the end of the financial year

· Actual variances in expenditure and an assessment of the level of risk posed

· Mitigating actions to address actual variances

· Potential variances in expenditure both over and under budgeted levels, with an assessment of the likelihood of their occurrence

· Mitigating actions to address potential variances in expenditure

· Results of mitigating actions from previous quarterly assessments

5. Financial Management Systems and Processes
1.1 The Quarterly APB contract management forum meetings will include a comprehensive quarterly finance report from each of the commissioned packages of care.  These reports will adhere to standards of format and content determined by the grant receiving agency.

1.2 Contract monitoring forum meetings will be timed so as to enable an up-to-date financial report to be available for every APB meeting.

1.3 Where a third party, separate from the grant receiving agency, holds the contract for a package of care, the support team will determine the performance and expenditure reporting requirements that must be associated with the contract, to ensure adherence to grant terms and conditions.  Where possible this should extend to enabling access to the relevant financial systems and ledgers to the APB finance officer, and systems information officer, for the purposes of scrutiny.

1.4 All contract holding agencies, and lead provider agencies (as listed in the schedule above) must nominate a single individual to act as the point of contact with regards to finance, and grant issues.

1.5 All APB support staff annual performance reviews will incorporate a mandatory assessment of their performance in relation to financial management, including the identification of further training and development needs associated with public sector finance.

6. Risk Sharing Agreement Review

6.1 Any alteration to the value or scope of a commissioned service during the course of a financial year can only be agreed with the consent of the APB representatives from those organisations that hold the financial risk for the service package in question. 
6.2 This Risk Sharing Agreement, and the apportionment of risk against the service schedule, will be reviewed annually as part of the December APB meeting.  This will be undertaken in tandem with the board’s consideration and agreement of the SMAF expenditure plan for the following financial year.
7 Signatories

The following APB Board Members, on behalf of their identified organisations, agree to the agreements contained within this document:

1) Cardiff and Vale University Local Health Board

Dr. Sharon Hopkins – Executive Director of Public Health

……………………………………………………………………….

(DATE)………………………………………………………………
2) City and County of Cardiff Local Authority

Ms Sian Walker – Executive Director of Health and Wellbeing
……………………………………………………………………….

(DATE)………………………………………………………………
3) Vale of Glamorgan County Borough Council Local Authority
Mr Alun Billinghurst  – Director of Public Protection
……………………………………………………………………….

(DATE)………………………………………………………………
4) South Wales Police
a) Chief Superintendent Belinda Davies  – Divisional Commander (Eastern)
……………………………………………………………………….

(DATE)………………………………………………………………
b) Ms Sophie Howe – Assistant Police and Crime Commissioner (South Wales)
……………………………………………………………………….

(DATE)………………………………………………………………
5) Wales Probation Trust
Mr Peter Greenhill  – Head of Local Delivery, Cardiff and Vale
……………………………………………………………………….

(DATE)………………………………………………………………
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1. INTRODUCTION 
 


1.1 The Cardiff and Vale University Health Board (UHB) is committed 
to the health, safety and welfare of its staff, patients, visitors and 
all users of its premises and services, and its impact on the 
environment by being pro-active in its approach to reduce the 
number of untoward incidents.  


 
1.2 It is essential that all incidents, near misses and hazards are 


reported so that appropriate action can be taken to try to prevent 
their reoccurrence, improve the environment, patient experience 
and services where appropriate.  


 
1.3  Staff must feel comfortable about reporting incidents, hazards and 


near misses, therefore the UHB encourages an open and fair 
culture (see section 4). The aim of reporting and investigating 
incidents, near misses and hazards is not to blame but rather 
learn from the event and to minimise risk of reoccurrence. 


 
1.4 All managers and staff need to acknowledge that the risks within 


the UHB will be reduced if everyone adopts an attitude of 
openness and honesty. All necessary efforts must be made to 
avoid cover-up of incidents and mistakes. The overall approach 
within the UHB should be one of help and support to each other, 
rather than recrimination and blame. The UHB is fully committed 
to this approach. 


 
1.5 All adverse incidents, near misses and hazards must be 


investigated appropriately in accordance with the UHB 
Investigation Procedure.   


 
1.6 All adverse incidents, near misses and hazards must be reported 


through agreed mechanisms e.g. on a standard UHB Incident 
Report form or agreed electronic reporting mechanisms.  This 
applies to all incidents relating to UHB premises, employees and 
facilities.   


 
 
2. POLICY STATEMENT 
 
The Board has overall responsibility for effective risk management within the 
UHB and to ensure that statutory duties are complied with. These duties are 
delegated to the Chief Executive and Executive Directors of the UHB to ensure 
that organisational requirements are met. 
 
It is the policy of the UHB to ensure that there is an open and fair culture which 
encourages the reporting and investigation of all adverse incidents, hazards and 
near misses.   
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3. AIM 
 
To provide a structure for the reporting, investigation and management of 
adverse incidents, near misses and hazards that occur within the UHB.   
 
4. OBJECTIVES 
 


4.1 To ensure that all adverse incidents, near misses and hazards are 
reported and managed appropriately and effectively within a 
supportive framework. 


 
4.2 To promote a culture in which incidents are reported and 


investigated appropriately and to ensure that lessons can be 
learnt from adverse incidents and near misses to promote the 
continued improvement of staff safety and patient well-being. 


 
4.3 To ensure that the UHB is able to effectively manage the risks to 


which it is exposed, which may arise from hazards or result in 
adverse incidents and near misses. 


 
4.4  To enable the UHB to comply fully with legislation and mandatory 


requirements in relation to incident reporting, there is a 
requirement to report incident in line with various regulatory 
guidance, some (but not all) examples are provided;  


 
• Reporting of Injuries, Diseases and Dangerous Occurrences 


Regulations (1995)  
• Reporting under Ionising Radiation (Medical Exposure) 


Regulations (2000, amended 2006);  
• the requirements of ‘Putting Things Right/NHS Redress’ 


Measure (April 2011 Welsh Government);  
• The requirements outlined within the Standards for Health 


Services in Wales “Doing Well, Doing Better” (Welsh 
Government, 2010);   


• The requirements of the National Patient Safety Agency’s 
(NPSA) National Reporting and Learning System (NRLS);   


• Notifiable infectious diseases. A list of notifiable diseases is 
maintained by and available from the Infection Prevention & 
Control department or the Consultant Microbiologist.   


 
Note :  The above is not a complete list of regulatory / mandatory 


reporting requirements.     
 
 
 
 
 
5.  SCOPE  
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This policy applies to all staff employed by the UHB, including those with 
honorary contracts. It also applies to students and locum/agency staff working 
within UHB facilities/under contract to the UHB.  
 
This Policy also applies to contractors (such as estates and equipment 
maintenance contractors and building contractors) who have a statutory 
responsibility to report accidents that have occurred on UHB sites to the UHB in 
line with their contract arrangements.  Whilst Primary Care Independent 
Contractors have no absolute requirement to report safety incidents to the UHB, 
in order to learn lessons and target improvement strategies the UHB would 
welcome reports of safety incidents from all primary care independent 
contractors.   
 
6. OPEN AND FAIR CULTURE 
 


6.1 The UHB encourages an open and fair culture, where there is 
willingness to report incidents, near misses and hazards, so that 
lessons can be learned and risks reduced as far as is reasonably 
practicable.  


 
6.2 A key aim is to encourage staff to report incidents without fear of 


personal reprimand or detriment and for staff to know that by 
sharing their experiences, others will be able to learn lessons and 
improve patient safety. The emphasis is on the "how" and “why” 
rather than the "who". 


 
6.3 To achieve this, the incident investigation process must be :- 


• Fair and equitable 
• Focused on learning and change 
• Focused on identifying contributory factors and root 


causes. 
 


6.4 However, the UHB will act on information to protect the safety of 
other staff, patients and visitors where appropriate.  Disciplinary 
action may result from incidents such as those relating to:- 


• Criminal activity (e.g. theft, assault) 
• Malicious activity (e.g. malicious reporting of untrue 


allegations against a colleague) 
• Patient care or treatment contrary to the relevant 


professional code of conduct 
• Repeated unreported errors  
• Repeated violations of policies and procedures or 


professional codes. 
 
 
 
 
7. DEFINITIONS 
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7.1 An Adverse Incident is defined as “any unplanned event that 
resulted in, or had the potential to result in, an injury or the ill 
health of any person, or the loss of, or damage to, property”. 
 
Or 
 
“Any unintended or unexpected incident which could have or did 
lead to harm for one or more patients receiving NHS funded care”. 
(NPSA 2004) 
 


7.2 A near miss is an occurrence, which but for the luck or skilful 
management would in all probability have become an incident. 


 
7.3 A hazard is a source of potential harm or damage or a situation 


with potential for harm or damage.  
 
7.4 A risk is the likelihood that the hazard will cause harm 
 
7.5 A Patient Related Serious Adverse Incident is defined as “an 


event or situation where one or more patients are involved in an 
event which is likely to produce serious legal or media interest or 
the involvement of a statutory body. If not properly managed this 
may result in serious injury to patients and/or loss of the UHB 
reputation or assets.” They may be clinical or non-clinical in 
nature. Examples of Patient Related Serious Adverse Incidents 
and the procedure to be followed in the event of such an incident 
occurring is detailed in Appendix 1. 


 
7.6 RIDDOR is the recognised abbreviation for the Reporting of 


Injuries, Diseases and Dangerous Occurrences Regulations 1995.  
RIDDOR defines the following: 
7.6.1 An over 7 day injury - an injury in which an employee is 


unable to perform their normal duties for more than 7 days 
following an incident, not including the day of the incident. 


7.6.2 A Major Injury is a more serious injury such as a fracture 
(see Appendix 3). 


7.6.3 A Dangerous Occurrence is an event which does not 
necessarily result in a reportable injury under RIDDOR 
(Schedule 2), but has the potential to do significant harm 
(see Appendix 3).  


7.6.4 A Reportable Disease - a disease that may arise from an 
individual’s occupation. They are specified in Schedule 3 
of RIDDOR.  Such diseases have to be diagnosed by a 
doctor and the person's job has to involve a specified work 
activity (see Appendix 3). 


 
7.7 A Root Cause Analysis (RCA) investigation is a recommended 


investigation methodology used for certain types of reported 
incidents to help identify the root cause(s) of the incident. 
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7.8 A Risk Assessment is a calculation of the likely impact of a hazard 
should it come to fruition. 


 
7.9 Environmental Incident is the release, either accidental or 


malicious, of a harmful substance to a receiving medium 
(atmosphere, ground or water) in sufficient quantities to cause 
environmental pollution or damage. 


 
7.10 Environmental Complaint is a complaint, verbal or otherwise, 


regarding environmental aspects, performance or their 
management, to which a resolution is required. 


 
Note: When the term “incident” is used throughout this policy it may also 


be taken to mean a hazard or near miss for the purposes of 
reporting and investigation.    


 
8. ROLES AND RESPONSIBILITIES 
 


8.1 The Chief Executive is ultimately responsible for ensuring 
compliance with the Health and Safety at Work etc Act 1974 and 
associated legislation, and that this policy is implemented and 
effective within Cardiff and Vale University Health Board 


 
8.2 The Executive Director of Nursing, jointly with the Executive 


Medical Director and Executive Director of Therapies and 
Health Sciences have Board level responsibility for clinical 
governance/patient safety and quality, which includes clinical risk 
and patient safety. 


 
8.3 The Director of Governance has Board level responsibility for 


corporate governance and risk management which includes health 
and safety and is responsible for establishing an integrated risk 
management system for use across the UHB. 


 
8.4 The Assistant Director for Patient Safety and Quality supports 


the development of arrangements for clinical governance within 
the UHB including leadership for clinical risk and patient safety. 


 
8.5 The Head of Corporate Risk and Governance supports the 


development of arrangements for corporate governance within the 
UHB, including leadership for risk management.   


 
8.6 The Head of Health and Safety supports the development of 


arrangements for health and safety within the UHB including 
leadership for health and safety.   


 
8.7 The Clinical Governance Facilitators are responsible in 


association with the Health and Safety Advisors for supporting 
the development of this policy. They will also:- 
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•  ensure that the policy is implemented and adhered to including 
the monitoring of its effectiveness.   


 
•  undertake to raise staff awareness and training on incident 
reporting.  
 
• be responsible for receiving, checking, follow-up and analysis of 
incidents received, providing reports to Divisions/Directorates and 
teams as appropriate, to ensure lessons learnt are communicated 
and changes to practice implemented and overseen by 
Divisions/Directorates.   


 
• be responsible for ensuring that all incidents reported and 
additional information received is entered onto the DATIX risk 
management system. 


 
8.8 The Divisional Directors, Divisional Nurses and Divisional 


Managers (or equivalent level in non clinical 
division/directorate/locality areas) are responsible for ensuring 
that staff within their Division are briefed on their individual and 
collective responsibilities within the incident reporting process. 
They must ensure that all incidents are reported, investigated and 
analysed, so that learning and improvements can be embedded in 
practice.   


 
They are also responsible for ensuring appropriate investigation of 
any incidents, which have occurred in their area of responsibility 
and ensure that measures to prevent recurrence are implemented.   
 
They must ensure that the principles of Putting Things Right / 
NHS Redress Measure (April 2011) and Being Open are followed 
when dealing with incidents. 


 
8.9 Clinical Directors, Lead Nurses and Directorate Managers are 


responsible for ensuring that staff are briefed on their individual 
and collective responsibilities within the incident reporting process.   


 
They must ensure that all incidents are reported, investigated and 
analysed, so that learning and improvements can be embedded in 
practice.  They are also responsible for ensuring appropriate 
investigation of all incidents that have occurred in their area of 
responsibility and ensure that measures to prevent recurrence are 
implemented.   
 
They must ensure that the principles of Being Open are followed 
when dealing with incidents. 


 
8.10 Department/Line Managers are responsible for cascading the 


policy to staff ensuring that they are fully conversant with the 
process to be followed for all incidents.  
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They are also responsible for ensuring that an appropriate 
investigation is undertaken for all incidents that have occurred in 
their area of responsibility and ensuring that measures to prevent 
recurrence are implemented.  
 
They are responsible for ensuring that there is an adequate supply 
of incident forms readily available to staff at all times and that 
incident forms are processed in a timely manner and sent to the 
Health, Safety and Environment Unit (HSEU).   
 
For serious incidents affecting patients, staff, visitors it is essential 
that these are escalated promptly and by telephone notification to 
the appropriate department i.e. Health, Safety and Environment or 
Patient Safety.  Managers must ensure that the principles of 
Putting Things Right / NHS Redress Measure (April 2011) and 
Being Open are followed when dealing with incidents. 


 
8.11 All employees are responsible for reporting incidents in a timely 


manner and ensuring that the immediate area is made safe and 
the senior member of staff made aware of the incident.   


 Employees may be required to provide additional information on 
incidents during investigations; this may include provision of 
statements or attendance at interviews. 


 
8.12 Although Primary Care Independent Contractors have no 


absolute requirement to report safety incidents to the UHB, in 
order to learn lessons and target improvement strategies the UHB 
would welcome reports of safety incidents from all primary care 
independent contractors.  Primary Care Contractors are therefore 
encouraged to: 


• Undertake Significant Event Audits within their practice; 
• Promote safety incident reporting within the practice; 
• Engage with the UHB when incidents and near misses 


have occurred. 
 
Primary Care Contractors are obliged to report Patient-Related 
Serious Adverse Incidents to the Welsh Government as outlined in 
Appendix 4 


 
8.13 Other contractors such as estates and equipment maintenance 


contractors and building contractors have a statutory responsibility 
to report adverse incidents, hazards and near misses that have 
occurred on UHB sites to the UHB in line with their contract 
arrangements. 


 
8.14 Under the Safety Representatives & Safety Committees 


Regulations 1977, Safety Representatives are also allowed to 
investigate: potential hazards, dangerous occurrences, and 
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causes of accidents and occupational ill-health within the area of 
their responsibility. 


 
Following the investigation of an incident, the Safety 
Representative should ensure that a copy of their report is given 
to the Line Manager.  The Line Manager shall reply to the Safety 
Representative advising them of the proposed remedial action or 
offers of further explanation. 
 


9. TRAINING 
 


9.1 An overview of risk management and incident reporting will be 
provided to all levels of staff on induction through the e-learning 
induction module or via the face to face presentation. 


 
9.2 All levels of staff are also required to complete a bi-ennial update 


for health and safety mandatory e-learning training which includes 
risk management and incidents. 


 
10.  ADVERSE INCIDENT, HAZARD AND NEAR MISS REPORTING AND 


MANAGEMENT 
 
When an incident occurs staff must first ensure the people or area concerned 
are made safe.  The incident should be reported through the recognised UHB 
incident reporting mechanisms.  Staff are encouraged to report any incidents so 
that recurrence can be prevented and lessons can be learnt.  
 
10.1 Immediate Action Following an Incident 
 


10.1.1 The first priority following an incident is to deal with the immediate 
needs of the injured/affected individual(s) and others involved e.g. 
patients, staff, visitors witnessing the incident etc. 


 
10.1.2 Remedial action should be taken to re-establish a safe 


environment of care. However, it is necessary to have due regard 
of requirements regarding involvement of the Police, Coroner, 
Health and Safety Executive etc. for certain serious incidents 
where it may be necessary to leave the ‘scene’ of the incident 
undisturbed. 


 
10.1.3 All evidence must be retained intact and kept securely for any 


subsequent examination. Any defective drugs or medical 
equipment must be withdrawn from use and kept securely.  


 
10.2 Incident Reporting Mechanisms 
 


10.2.1 Incident Forms 
Employees working within UHB premises should report incidents, 
near misses and hazards using the UHB Incident Form. These 
forms must be readily available to all staff at all times. However, 
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for matters relating to the estate/environment, any defects that 
create an actual / potential hazard must be reported through the 
established maintenance request processes. Supplies of the UHB 
Incident Form are available from the Health, Safety and 
Environment Unit (HSEU) at Denbigh House, University Hospital 
of Wales.  


 
 
10.2.2 Patient Safety Incident Reporting Through the National Reporting 


and Learning System (NRLS) 
Employees and contractors are able to report patient safety 
incidents using the NRLS e-form. This e-form should only be used 
when there is no timely access to the standard UHB Incident 
Form. 
 
The information gathered through the NRLS e-form does not 
include patient identifiable data, as this would breech the Data 
Protection Act. To ensure that the incident is followed up 
appropriately, further information may be required. Therefore 
employees and contractors are strongly encouraged to include 
contact details in the appropriate section of the NRLS e-form. 
 
On submission of the NRLS e-form, and where the UHB is 
identified as the responsible organisation, the NRLS will send an 
email notification of an incident being reported to an agreed email 
address within the UHB which is accessible by a senior member 
of the Patient Safety Team. Following receipt, the e-form will be 
managed in line with the standard UHB incident reporting 
mechanisms. 


 
10.3 What and how to Report 


 
10.3.1 All incidents, near misses and hazards must be reported on 


through the agreed reporting mechanisms, however minor.   
 
10.3.2 An indicator list of the different types of incidents that should be 


reported is specified in Appendix 3. This is not exhaustive, its 
purpose is to provide guidance. 


 
10.3.3 In addition to these appendices, Divisions and Directorates/ 


Departments may also develop indicator lists for the different 
types of incidents which may be specific to their area of work.  
Such lists must be cross referenced to Appendix 3.  


 
10.3.4 The requirements and responsibilities for reporting incidents to 


external bodies are detailed in section 12.  
 


10.3.5 If a staff member has an accident/near miss they should complete 
the Incident Form as soon as is practically possible. If they are 
incapacitated in any way the form may be completed by a 
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colleague ensuring they accurately relay the circumstances of the 
incident. 


 
10.3.6 When a patient or visitor is involved in an incident the staff 


member who first becomes aware of the incident is responsible for 
ensuring that the incident is reported through the agreed UHB 
reporting mechanisms. 


 
10.3.7 Incident forms will be returned to the relevant department in the 


event that any information is missing from the form or the form is 
illegible. 


 
10.3.8 The Incident Report Form (both white and yellow copies) must be 


forwarded to the Line/Departmental Manager.  
 


10.3.9 Note: In exceptional circumstances staff may submit an Incident 
Report Form directly to the Health, Safety and Environment Unit 
(HSEU).  However, to ensure that an effective investigation can be 
undertaken the Clinical Governance Facilitator/Health and Safety 
Advisor will discuss the incident with the Line Manager or Senior 
Manager concerned. 


 
10.3.10 Patient Safety Incidents reported via the NRLS will be 


forwarded to the appropriate manager for investigation. The 
investigation will be undertaken as outlined in the UHB 
Investigation Procedure. 


 
10.3.11 On conclusion of the local investigation, or within 2 working 


days, (whichever is the shorter) the white top copy of the form 
must be forwarded to the HSEU at Denbigh House, University 
Hospital of Wales.   


 
10.3.12 If the investigation has not been completed or is expected 


to take longer than 2 working days, the form should contain a note 
to this effect and details of the full investigation should be 
forwarded once complete, along with a photocopy of the incident 
form, to the Health and Safety Advisor or Clinical Governance 
Facilitator.   


 
10.4 Communicating with Patients and/or Relatives, Carers, Advocates 
 
Further information relating to Being Open can be found in the UHB Being Open 
Policy. 


 
10.4.1 The circumstances of the incident should be communicated to the 


patient or their representative as soon as is practicable after the 
incident. In exceptional circumstances, if it is deemed that the 
impact of disclosure will adversely affect the patient’s 
psychological well being, a decision may be taken not to inform 
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the patient; reasons for this decision must be clearly documented 
in the patient’s health records. 
 


10.4.2 A duty of candour, meaning a duty to tell a patient if adverse 
events have occurred, must be recognised as owed to patients by 
all those working in the NHS. 


 
10.4.3 Patients and/or carers should receive an apology as soon as 


possible after a patient safety incident has occurred and staff 
should feel able to apologise on the spot. Saying sorry is not an 
admission of liability and is the right thing to do. Patients have a 
right to expect openness in their healthcare.   


 
10.4.4 In line with Putting Things Right/NHS Redress (April 2011) 


patients and/or their carers as appropriate should be informed as 
to what action has been taken or is intended in response to a 
reported incident. If the nature of the incident requires further 
investigation, the patient and or their representative should be 
asked what involvement if any they would wish to have in the 
investigation and whether there are any specific questions they 
would like answered in relation to the reported incident. It is 
important that the outcome of such discussions is fully recorded 
on the incident form. Further guidance on being open can be 
sought from the Patient Safety Team. 


 
10.5 Clinical Examination of Patients Following an Adverse Incident 


 
10.5.1 If the incident involves a patient, the person in charge of the 


ward/department/work area will make a judgement as to whether 
an immediate medical examination is required. 


 
10.5.2 The person examining the patient should complete the relevant 


section of the Incident Report Form along with an appropriate 
record in the patient’s medical records. 


 
 
10.6 Incidents occurring in the Community Setting Involving Patients 


 
10.6.1 If an incident involving a patient occurs in a community setting, the 


person in charge of the work area shall be informed as soon as 
practicable after the incident and not later than 24 hours 
(whichever is the shorter period). 
 


10.6.2 If a member of staff feels that a Doctor should be made aware of 
the incident involving a patient they should either advise the 
patient/carer to contact their GP or personally notify the GP as 
soon as practicable after the incident. If the incident is considered 
to be sufficiently serious, an emergency ambulance should be 
called. 
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10.7 Incidents Involving Staff, Volunteers, Visitors, etc. 
 


10.7.1 If a person is injured as a result of an incident an incident form 
must be completed and they should be offered the appropriate 
treatment. This may include any of the following: 


• First Aid treatment 
• Emergency treatment in the Emergency Unit 
• Summoning of an ambulance 
• Attendance at Occupational Health 
• Support from Employee Well-Being Service 
• Advice to visit own GP 


 
Some injuries, such as needle-sticks, have a defined protocol that 
must be followed. If a member of staff is absent from work, as a 
direct result of their injury, the line manager must inform the 
relevant Health and Safety Advisor. 


 
10.8 Equipment 
 


10.4.1 If a piece of equipment is involved in the incident it must be 
retained and where possible/necessary kept secure for later 
examination. The serial number or any other means of identifying 
the device should also be recorded on the Incident Report Form. 


 
10.4.2 If medical equipment/devices are involved, the Medical Physics 


and Clinical Engineering Department and/or Clinical Governance 
Facilitators must be contacted (as appropriate) as soon as 
possible for advice before any further action is taken. Examples of 
medical devices can be found in Appendix 8. 


 
10.4.3 Medical equipment/devices should not be returned to the 


manufacturer unless this has been agreed with the Medical 
Physics and Clinical Engineering Department or Clinical 
Governance Facilitators. 


 
10.4.4 Equipment must also be decontaminated/cleaned to ensure that it 


does not present a biological hazard to staff inspecting or 
repairing it (refer to UHB Decontamination and Disinfection 
Policy).  Where decontamination/cleaning would destroy vital 
evidence, the item should be placed in protective containment, 
labelled, and retained in a secure location. 


 
10.4.5 Any disposable or reusable accessories related to the device or 


the procedure e.g. surgical diathermy equipment retaining the 
return electrode, active electrode and the wires; should be 
retained and stored safely until the investigation can be 
undertaken. 
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10.9 Serious Adverse Events or Reactions during Research 
 


10.9.1 An Incident Report Form must be completed for all serious 
adverse events or serious adverse reactions which occur within 
research projects hosted by the UHB (including projects involving 
Cardiff University). 


 
10.9.2 If an incident is research related then this must be indicated on 


the Incident Report Form. The Research Unique Identifier should 
be recorded on the Incident Report Form.  This will ensure that 
the UHB Research and Development (R&D) Office are notified of 
the incident, as required under the Research Governance 
Framework for Health and Social Care in Wales (Welsh 
Government, 2001). 


 
10.9.3 Such events must also be reported to the R&D Office, as 


described in the UHB Policy for Reporting Research-Related 
Adverse Events and the corresponding Procedure on Reporting 
Research-Related Adverse Events.  Further details of certain 
types of incident must be submitted to the R&D Office by the Chief 
or Principal Investigator using the appropriate report forms 
(available from the R&D Office via email: 
research.development@wales.nhs.uk). 


 
10.10 Post Serious Incident Support 
 
The organisation recognises that a serious untoward incident may be potentially 
stressful and difficult for staff, patients and their families both directly and 
indirectly involved. It is essential that appropriate and timely support is offered 
and made available to all who identify that they require it. 
 


10.10.1 Phases for Post Incident Support 
There are two phases of support which may be required, 
immediate and post incident support. 
 
Immediate support may take the form of: 


• Provision of guidance and information about the practical 
steps which need to be taken 


• Provision of extra staff to the area where the incident 
occurred to enable staff involved ‘time-out’ and to talk. 


• Checking when staff are next on duty and if appropriate, 
through discussion with staff involved in the incident, 
arranging changes to shifts. 


• Identifying who may benefit from follow-up telephone 
calls/support at home. 


 
Post-incident support may take the form of: 


• De-briefing 
• Involvement of the Chaplaincy Department (spiritual, 


religious and pastoral support) 



mailto:research.development@wales.nhs.uk
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• Clinical Supervision 
• Support by professional colleagues e.g. Employee Well-


Being Service, Violence & Aggression Case Manager 
• Occupational Health review 


 
 


10.10.2 Identifying the Need for Support and Provision of Support 
It can sometimes be difficult for staff directly involved in an 
incident to recognise that they need support. Staff should be 
informed of the support available and the line manager should talk 
with them about their individual support needs on more than one 
occasion. 
 
Patients and visitors who may have been involved in, or witness 
to, a serious untoward incident should also be offered timely and 
sensitive support and information.  The Line Manager of the area 
involved in the incident should make contact with the patients/ 
visitors as soon as possible after the incident, even if they have 
already been contacted by the police. 
 
All patients and visitors involved in or witness to the incident must 
be given a named contact with whom they can discuss any 
concerns or seek advice. The named contact will usually be the 
designated person – in charge of the area. 
 
Once the situation has been brought under control the designated 
person in charge of the area will liaise with the Line Manager for 
the area (Senior Nurse/Directorate Manager). 
 
The Line Manager will be responsible for ensuring that staff, 
patients and visitors identified as requiring immediate medical 
care provided with rapid access to such services. 
 
The Line Manager will be responsible for ensuring that staff 
immediately involved in the incident are removed from the area 
and given ‘time-out’ to be debriefed and supported. 
 
The Line Manager will arrange for other staff to be deployed to the 
area where the incident has taken place whilst the immediate 
debriefing takes place. Where staff involved in the incident feel 
unable to continue working the rest of the shift the Line Manager 
will be responsible for making alternative staffing arrangements.  


 
10.10.3  Provision of Information to External Investigating Bodies 


Following certain serious adverse incidents, it may be necessary 
for an investigation to be undertaken by an external agency e.g. 
Police, Health and Safety Executive, Healthcare Inspectorate 
Wales. These agencies may wish to formally interview staff as 
part of their investigation process.  
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During these interviews, staff can request that their line manager 
or other senior member of staff be present at the interview. The 
role of this person during the interview is to take notes of the 
information as a record for the individual. This recognises that at 
times of particular stress individual recall can be difficult. 
 


10.10.4 Media Interest 
Some serious incidents attract media interest. All media releases 
by the organisation will be in line with the organisation’s media 
arrangements.  
 
It is the responsibility of the designated Executive to ensure that 
the media team are alerted to the potential for press enquiries and 
that a press statement is prepared. 


 
11. INVESTIGATION 
 
The organisation is committed to promoting an open and fair culture. The 
investigation process is focussed on being fair and equitable by identifying the 
root causes and addressing system failures rather than individuals. The UHB 
recognises that human error is a contributory factor to some incidents and staff 
will not as a routine, be disciplined for incidents due to human error. However, 
staff are accountable for their actions and are expected to be open about 
incidents they are involved in. However, breaches or violation of policy, 
procedure, professional codes of conduct, may have to be dealt with under the 
disciplinary policy following investigation. 
 
All serious incidents will be investigated appropriately. Investigations may also 
be undertaken if there is repetition of similar incidents or clusters of incidents. 
 
Further information relating to investigation of incidents can be found in the 
UHB Investigation Procedure. 
 
11.1 Witness Statements and Written Accounts 


 
11.1.1 If an employee witnesses an incident, they should ensure that an 


Incident Report Form is completed. If the incident is of sufficient 
severity, a contemporaneous written account should be made by 
the staff member(s).    


 
 
11.1.2 Employees may also be asked to provide a formal written 


statement as part of an investigation into an incident. Guidance on 
preparing a witness statement and the recommended format is 
detailed in Appendix 7. The witness should only record what they 
actually saw or heard in their statement.  They must not record 
what they assumed had happened. A witness statement should 
only be completed by the member of staff and not any other 
person i.e. third party. 
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11.1.3 If a patient/visitor witnesses an accident, their details must be 
recorded (gaining evidence at a later date could otherwise prove 
difficult or impossible). Patient/visitor(s) should not normally be 
asked to complete a witness statement, however if they are 
insistent that they wish to act in this capacity, they should be given 
the opportunity to do so.  


 
 
12.  RISK ASSESSMENT 
 
All incidents should be risk assessed using the agreed UHB matrix. Please refer 
to the Risk Assessment and Risk Register Procedure. 
 
A Post Incident Risk Assessment should be conducted by the Department/ 
Directorate after every incident, as appropriate. Not all Risk Assessments are 
documented i.e. where a risk is insignificant. In some cases the review will 
merely result in the existing risk assessment being appropriately amended, 
signed and dated. In other circumstances it will require a review of the risk 
assessment documentation and the preparation of an action plan to avoid any 
similar incidents. These action plans will be reviewed by the Divisional Health 
and Safety Group or Divisional Quality and Safety Group as appropriate. 
 
Where hazards/risks are identified which present an on-going risk to the 
organisation, it will be necessary to amend the Directorate/Division/UHB Risk 
Register as appropriate. 
 
 
13.  REPORTING TO EXTERNAL AGENCIES 
 
All incidents reported to external agencies should also be reported to the UHB 
through the agreed UHB incident reporting mechanisms. 
 


13.1 National Reporting Learning System (NRLS) 
“All NHS organisations are required to report all patient safety 
incidents (irrespective of seriousness and degree of harm) to the 
National Patient Safety Agency (NPSA) Reporting and Learning 
System. This is to inform the prioritisation and development of 
safety solutions…” (Welsh Government, 2010) 
 
All patient safety incidents reported within the UHB will be shared, 
electronically via DATIX, to the NRLS. The incident reports will be 
made anonymous prior to sharing. Sharing patient safety incidents 
with the NRLS contributes to national learning.  Reports received 
from the NRLS will be distributed through the organisation. 


 
13.2 Health and Safety Executive  


13.2.1 RIDDOR 
The Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations 1995 came into force on 1st April 1996. The UHB 
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must report deaths, major injuries, and accidents resulting in over 
3 day injury, diseases, dangerous occurrences and gas incidents. 


 
The Health and Safety Advisor(s) are the appointed persons for 
reporting all RIDDOR events to the HSE, for all of the UHB.  When 
an incident has been identified as RIDDOR reportable, the Health 
and Safety Advisor should be notified as soon as possible.   
In serious incidents resulting in major injury or death, the Health 
and Safety Executive need to be alerted by the Health and Safety 
Advisor immediately. Outside of normal working hours 
Switchboard will contact the HSEU via on-call arrangements. If 
there is an accident connected with work (including an act of 
physical violence) resulting in an employee suffering an over- 
seven-day injury, it must be reported in compliance with the above 
regulations within 10 days. An over-7-day injury is one which is 
not ‘major’ but results in the injured person being away from work 
OR unable to do their full range of their normal duties for more 
than seven days.  
 
It is the manager’s responsibility to ensure that in the event 
of a major injury, that the Health and Safety Advisor is 
contacted immediately and in the case of any lost time events 
within 24 hours (note on call arrangements above when 
required). 


 
The Health and Safety Executive will require the following 
information:  


• Date and time of incident 
• Location of incident 
• Name, home address, gender and status of persons 


involved / affected 
• Details of any injuries 
• Confirmation as to whether the situation is under control or 


whether assistance is required 
• Brief outline of the circumstances of the incident 
• Details of any witnesses. 


 
13.2.2 Health and Safety Executive (HSE) – Exposure to 


Radiation 
Breaches in relation to equipment malfunctions that results in over 
exposure of radiation will be reported to the HSE by the Health & 
Safety Advisers. 


 
13.3 Welsh Government 


The UHB is required to report Patient-Related Serious Adverse 
Incidents as defined in the Welsh Government (April 2012) 
Guidance on the Reporting and Handling of Serious Incidents and 
Other Patient Related Concerns/No Surprises (see appendix 4).  
The UHB is required to inform the Welsh Government within 24 
working hours of a serious adverse incident. 
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Reporting of Serious Incidents and No Surprise/Sensitive Issues 
to the Welsh Government will be coordinated by the Clinical 
Governance Facilitators. It is the manager’s responsibility to 
ensure that the Clinical Governance Facilitator is contacted 
within 24 hours.   
 
There are specific forms for reporting Serious Incident and No 
Surprise/Sensitive Issue Incidents to Welsh Government which 
are controlled via the Patient Safety Department and must be 
signed by an Executive Officer prior to submission to Welsh 
Government.   
 


13.4 Medicines and Healthcare Products Regulatory Agency 
(MHRA) 
12.4.1 Where a serious incident involves a medical device the 


UHB nominated liaison officer with the Medicines and 
Healthcare Products Regulatory Agency (MHRA) must be 
contacted within 24 hours.  Discussion and agreement 
must take place between the Clinical Governance 
Facilitator(s) and the Clinical Engineering Department 
regarding an appropriate nominated liaison. An appropriate 
senior manager will be responsible for ensuring that the 
material evidence is labelled and kept secure.  
Manufacturers must not be allowed to take the medical 
device without agreement from the liaison officer and 
MHRA. 


 
12.4.2 The Prescribing and Medicines Management Team will 


report adverse reactions to medication to the MHRA. 
 
12.4.3 The Transfusion Team will report appropriate incidents to 


the MHRA Serious Adverse Blood Reactions and Events 
(SABRE) mechanisms in accordance with laboratory 
procedures. This may also include reporting to Serious 
Hazards of Transfusion (SHOT). 


 
13.5 Communicable Diseases 


The Consultant in Communicable Disease Control, Health 
Protection Agency (HPA) should be contacted in the event of an 
infectious disease outbreak defined as two or more cases 
connected by time and place and any serious single infection with 
public health implications.  The most senior manager on duty 
should notify the HPA as soon as an outbreak has been identified.   


 
13.6 Estates and facilities 


All urgent health and safety estates issues should be reported to 
the Estates Officer on-call (phone switchboard to connect you to 
the on-call officer).   
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Care should be taken to ensure that evidence relating to the 
incident is not destroyed or removed without authorisation by the 
Health and Safety Advisor or executive on-call. Out of normal 
hours, the Executive on-call should be notified via switchboard. 


 
13.7 Healthcare Inspectorate Wales – Ionising Radiation Medical 


Exposure Regulations (IRMER) 
The Clinical Governance Facilitators will report breaches in 
IRMER to Healthcare Inspectorate Wales in line with their 
regulatory role in monitoring compliance with IRMER. Such 
incidents will also be reported to Welsh Government in line with 
Serious Adverse Incident reporting.  


 
14. FEEDBACK 


 
14.1 The Line/Departmental Manager responsible for the area 


must provide feedback to the individual that has made the 
report including action(s) taken to prevent recurrence.  
Information on changes of practice should be included. Feedback 
can take a number of different formats and may involve the 
individual who made the report or a group of staff e.g. where a 
number of staff have been experiencing difficulties e.g. due to staff 
shortages, or a challenging patient. Details of any feedback given 
must be recorded in the relevant section of the incident report 
form.  


 
14.2 The Health and Safety Advisor will send an acknowledgement 


letter to each member of staff that has been personally affected by 
a staff related health and safety incident. 


 
The purpose of sending this letter is to ensure that the staff 
member is aware that the incident has been reported on the UHB 
Database and to ensure that they advise the Health and Safety 
Advisor if they have sustained an injury which is reportable in 
accordance with RIDDOR. 


 
14.3 The Clinical Governance Facilitators and Health and Safety 


Advisors will provide a regular report from the DATIX system to 
Directorates/Divisions. The Directorate will share and disseminate 
the report as appropriate. Regular reports will also be provided to 
the appropriate UHB committees and groups on request. 
 


 
15. LEGAL STATUS AND RETENTION OF INCIDENT REPORT FORMS 
 


15.1 Incident report forms may have to be disclosed under certain 
circumstances e.g. HM Coroner, Concerns (claims, complaints) 
etc. It is essential that any information recorded on the form is 
accurate and factually correct. 
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15.2 The UHB will ensure that it has mechanisms for storing and 
retrieving Incident Report Forms. Storage of incident forms may 
be electronic.  It is a requirement of WHC 2000(71) that: 


• Incident Report Forms relating to incidents involving 
adults will be retained for 10 years after the date of the 
incident, and 


• Incident Report Forms relating to incidents involving 
children will be retained until the child is 25 years of age 
or for 8 years after the death of the child (whichever is 
the sooner). 


 
15.3  The yellow copy is a working document and should be retained 


within  the Directorate for no less than one year and not until the 
incident is closed and all necessary actions have been taken.  If 
additional information is added to the yellow copy this information 
should be forwarded to the Clinical Governance Facilitators or 
Health and Safety Advisors for inclusion on DATIX. 


 
15.4 Directorates must ensure that they destroy their copies in line with 


the UHB retention schedules and in a confidential manner, i.e. 
shredding. They should retain an index detailing as a minimum, 
the dates when forms are destroyed, the date range of those 
forms and the quantity of forms destroyed  


 
16. SEVERITY RATING OF INCIDENTS 


 
16.1 All incidents will be rated according to the actual impact on the 


individual(s) involved and/or, dependant on the nature of the 
incident, the potential future risk to individuals and to the 
organisation. 


 
16.2 The Clinical Governance Facilitator/Health and Safety Advisor will 


rate the severity of the incidents entered on DATIX (see Appendix 
6).  


 
17. DATA COLLECTION AND ANALYSIS 


 
17.1 Incidents will be recorded on DATIX, the UHB electronic risk 


management system.  Each incident is allocated a unique number 
to allow for future reference.  Security incidents will be forwarded 
to the security department for entry onto their database – these 
incidents will not be recorded on DATIX unless personal safety 
has been affected or where unauthorised access has been gained 
to confidential information. 


 
17.2 The database fulfils the requirement of the UHB to maintain 


accident book(s) at strategic locations in accordance with the 
Social Security (Claims and Payments) Regulations 1979. 
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17.3 Reports will be generated from DATIX for discussion at various 
Divisional and UHB meetings as agreed.  


 
18. SHARING LESSONS LEARNT 
 


18.1 Only by learning about the underlying causes of an incident can 
new ways of working be implemented to minimise the risk of future 
harm. An incident investigation may reveal action that is required 
which will have an impact on other areas within the organisation.  
Lessons learnt should be disseminated via the UHB quality and 
safety and/or health and safety arrangements to ensure that the 
UHB can learn from incidents that have occurred to prevent 
similar occurrences and promote continued improvement in 
service provision and patient care.   


 
18.2 From time to time it will be appropriate to share lessons learnt with 


other organisations including; other Welsh Health Boards and 
Trusts, Welsh Government, HSE, Healthcare Inspectorate Wales, 
HM Coroner. 


 
18.3 Whilst not necessarily dependent on the UHB reporting an 


incident associated with the death of a patient or staff member, if a 
Coroner believes action should be taken to prevent or reduce the 
risk of a recurrence of fatalities, under Rule 43 of the Coroners’ 
Rules 1984, it is open to him or her to make a report to the person 
(s) who may have power to take this action.  Appendix 9 outlines 
the internal arrangements should the UHB receive a Rule 43 
Report.   


 
19. RESOURCES 
 


19.1 This Policy provides an update of current practices.  It is therefore 
unlikely that any additional resource will be required to ensure that 
staff report incidents.  
 


19.2 Database - the UHB uses the DATIX risk management system for 
recording incidents. Updating and maintenance of this system has 
resource implication which at present is managed within the UHB 
allocated resource. 


 
 
20. IMPLEMENTATION 
 
This Policy and Procedure reflects existing practice across the University Health 
Board and will therefore be implemented with immediate effect. The 
requirements of this Policy and Procedure will be re-enforced within Divisions/ 
Directorates/Departments by local risk management and health and safety 
arrangements. 
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21. EQUALITY 
 
Cardiff and Vale UHB is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our 
staff, patients and others reflects their individual needs and does not 
discriminate, harass or victimise individuals or groups. These principles run 
throughout our work and are reflected in our core values, our staff employment 
policies, our service standards and our Strategic Equality Plan & Equality 
Objectives. The responsibility for implementing the scheme falls to all 
employees and UHB Board members, volunteers, agents or contractors 
delivering services or undertaking work on behalf of the UHB. 


We have undertaken an Equality Impact Assessment and received feedback on 
this policy and procedure and the way it operates. We wanted to know of any 
possible or actual impact that this policy may have on any groups in respect of 
gender, maternity and pregnancy, carer status, marriage or civil partnership 
issues, race, disability, sexual orientation, Welsh language, religion or belief, 
transgender, age or other protected characteristics. The assessment found that 
there was no impact to the equality groups mentioned. Where appropriate we 
have taken the necessary actions required to minimise any stated impact to 
ensure that we meet our responsibilities under the equalities and human rights 
legislation. 
 
22. FURTHER INFORMATION/REFERENCES 
 
HSE (1994), Management of Health and Safety in the Health Service, Health 
Service Advisory Committee, Health and Safety Executive. 
 
HSE (1995) Reporting of Injuries, Diseases and Dangerous Occurrences 
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HSE (1977) The Safety Representatives & Safety Committees Regulations 
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NPSA (2006), Being open: Communicating patient safety incidents with 
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Welsh Government (2004) Medical Device Alert 054: Reporting Adverse 
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Social Care in Wales 
 
Welsh Government (2000) Reporting Arrangements for Serious Adverse 
Incidents (71) 
 
Welsh Office (1997), DGM (97)51 – NHS Health and Safety Issues, Welsh 
Office Health Department 
 
Associated UHB Policies and Procedures 
 
1 Capability Policy  
2 Dignity at Work Policy  
3 Disciplinary Procedure 
4 Equal Opportunities Policy 
5 Sickness Policy  
6 Health and Safety Policy 
7 Professional Registration Policy 
8 Whistleblowing Policy 
9 Fire Safety Policy 
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 Risk Management Policy 
15 Being Open Policy 
16 Investigation Procedure 
17 Records Management Policy  
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23. MONITORING 
 
It will be necessary to ensure that Divisions are adhering to the requirements of 
this policy and its related procedures. This will be monitored via a number of 
different methods e.g. review of individual incident forms/investigations, review 
of incident statistics, audits of databases, workplace inspections etc. 
 
Audits may also be undertaken of performance against the timescales and 
targets set in this procedure. 
 
The Quality and Safety Committee and Health and Safety Committee will 
monitor implementation of this policy. 


 
24. DISTRIBUTION 
 


24.1 This Policy will be on the UHB Clinical Portal, Intranet and Internet 
Site. 


 
24.2 Line Managers/Departmental Managers/Lead Nurses/Directorate 


Managers/Clinical Directors are responsible for ensuring that all 
staff have access to this document. 


 
25. REVIEW 
 


This Policy will be reviewed every 3 years or more frequently if 
required, to ensure continued compliance with risk management  
guidance and health and safety legislation. 


 
26. ABBREVIATIONS 
 
EMS Environmental Management System 
HIW 
H&S 
HSE 


Healthcare Inspectorate Wales 
Health & Safety 
Health and Safety Executive 


HSEU Health, Safety and Environment Unit 
IRMER  
MHRA 


Ionising Radiation and Medical Exposure Regulations 
Medicines and Healthcare Products Regulatory Agency 


NHS National Health Service 
NPSA National Patient Safety Agency 
NRLS National Reporting and Learning Service 
RCA Root Cause Analysis 
R&D Research and Development 
RIDDOR Reportable Injuries, Diseases and Dangerous Occurrences 


Regulations 
SABRE 
SHOT 
SI 
UHB 


Serious Adverse Blood Reactions & Events 
Serious Hazards of Transfusion 
Serious Incident 
University Health Board 


WG Welsh Government 







  
 


APPENDIX 1
 
ACTION CHECKLIST TO BE FOLLOWED IN THE EVENT OF A PATIENT 


RELATED SERIOUS ADVERSE INCIDENT 
 
A. Responsibility of the most senior member of staff present at the event 
   
The immediate handling of the event will be the responsibility of the most senior 
member of staff present at the incident.  He or she must: 
 
1 Ensure the immediate safety and care of people involved. 
2 Contact appropriate emergency services, if necessary: 


 
Acute Hospital setting: 


• Emergency Service  3333 
• Cardiac Arrest  2222 


 
Community/Outlying Service 


• Emergency Services 999 
3 Alert the Consultant and Senior Nurse/Manager.  Out of hours, the site 


manager must be informed 
4 Secure the area, isolate and retain equipment and prevent any unauthorised 


entry when circumstances deem this action necessary. 
5 Note the names and telephone numbers of any witnesses. 
6 Document the sequence of events contemporaneously within the patient 


health records 
7 Complete the UHB Incident Report Form. 
 
B. Responsibility of the Consultant/Senior Nurse/Manager or Site Manager 


(Out of Hours) 
 
1. Inform the patient, patient’s next of kin, and the patient’s GP (for community 


patients only) of the incident as soon as possible (NPSA, 2005) 
2. Once the immediacy of the situation has been dealt with, the 


Consultant/Senior Nurse/Manager must inform the Divisional Director, 
Divisional Nurse, Clinical Director or Directorate Manager or Senior Nurse, 
and the Clinical Governance Facilitator/Health & Safety Advisor by telephone.  
Out of normal hours, contact the appropriate manager on call. 


3. Ensure that the procedures outlined in A above have been followed. 
4. Ensure that all relevant sections of the UHB Incident Report Form have been 


completed. 
5. Ensure that all relevant documents e.g. health records are retained in a secure 


location. 
5. Encourage staff involved with the care of the patient, or witness to the incident, 


to write a reflective account of events which may later be used to assist the 
individual in writing their statement, if required. 
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C. Responsibility of the Directorate Manager/Clinical Director/Lead Nurse 


(in normal working hours) 
 
1 The Directorate Manager/Clinical Director/Lead Senior Nurse will complete the 


proforma Welsh Government Notification of Patient-Related Serious Adverse 
Incident Form (see Appendix 4). A blank copy of the form is available from the 
Patient Safety Department. 


 
2. The completed Patient-Related Serious Adverse Incident Form should be 


forwarded to a senior member of the Patient Safety team (via e-mail if 
possible), and  a copy sent to the Divisional Director, Divisional Nurse and 
Divisional Manager. A senior member of the Patient Safety team will share the 
form with the Assistant Director of Patient Safety and Quality for consideration 
by the Executive Team and onward reporting to the Welsh Government. 


  
3 To ensure that all relevant patient data is collated and stored in a secure 


location. 
 


Responsibility of the Site Manager (outside of normal working hours) 
 
1 To ensure that the procedures outlined in A and B above have been followed. 
 
2 The Site Manager will inform the On-Call Senior Manager, who will decide 


whether to escalate through the on-call management structure.   
 
3. To ensure that all relevant patient data is collated and stored in a secure 


location. 
 
 
D Action Checklist for the Clinical Governance Facilitator/Health and Safety 


Advisor 
 
1 Ensure that all appropriate action has been undertaken. 
 
2 Inform the Assistant Director of Patient Safety and Quality. 
 
3 Inform Director of Governance 
 
4 Inform the Press Office of the event as appropriate. 
 
 
E Action Checklist for the Press Office 
 
1 To set up media handling arrangements as necessary. 







 


APPENDIX 2 
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“any unplanned event that 
resulted in, or had the potential 
to result in, an injury or the ill 
health of any person, or the 
loss of, or damage to, 
property.”  See Appendix 3 for 
examples. 


Adverse
Inc
Occurs 


 
ident 


IMMEDIATE ACTION 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Complete an Incident 
Report Form and forward 


to Line/Dept. Manager 
immediately or within 24 


hrs of incident. 


Ensure clinical 
examination of injured 
party if necessary and 


advise patient / relatives 
/ carers of incident. 


Report incident to 
designated person/dept. for 
onward reporting to External 
Agency as necessary (see 


section 11).


INITIAL INVESTIGATION 


CLINICAL GOVERNANCE FACILITATOR / H&S ADVISER 


Line/Dept. 
Manager/Consultant 


investigates incident and 
completes the relevant 


section of Incident Report 


Line/Dept. 
Manager/Consultant retains 


yellow copy of Incident Report 
Form and sends white copy to 


Line/Dept. Manager 
provides appropriate 


feedback to staff  


HSEU sorts forms and sends to 
relevant H&S Advisor/Clinical 


Governance Facilitator. 


Incidents categorised  
and graded.  Further 


investigation requested 
as appropriate. 


White copy 
retained by Patient 
Safety Dept/ HSEU 
for minimum 10yrs. 


Incidents recorded on DATIX.  
Letters sent to staff personally 
affected by an H&S incident by 


relevant H&S Advisor.  


Full investigation report and 
action plan produced if 


necessary 
(see Investigation Procedure). 


Share lessons learnt 
within / outside Division / 


UHB as appropriate. 


INCIDENT REPORTING AND INITIAL INVESTIGATION FLOW CHART 







 


APPENDIX 3 
 
INDICATORS FOR MAJOR INJURIES, DANGEROUS OR UNTOWARD 
OCCURRENCES, CLINICAL INCIDENTS, MINOR INJURIES AND DISEASES. 
 
 
1 Some examples of reportable minor injuries / other include:- 
 


• any incident resulting in an injury, including minor cuts or bruises 
• all lifting injuries, including sprains and strains not classified in any of 


the above 
• all needlestick/sharps injuries 
• all assaults including verbal abuse  
• staff member suffering any ill health as a perceived or actual result of 


working conditions  
 
2 Reportable major injuries are:- 
 


• fracture other than to fingers, thumbs and toes 
• amputation 
• dislocation other than to, thumbs and toes 
• loss of sight (temporary and permanent) 
• injury resulting from an electric shock or electrical burn leading to 


unconsciousness or requiring resuscitation or admittance to hospital for 
more than 24 hours 


• unconsciousness caused by asphyxia or exposure to harmful 
substance or biological agent 


• acute illness requiring medical treatment, or loss of consciousness 
arising from absorption of any substance by inhalation, ingestion or 
through the skin 


• acute illness requiring medical treatment where there is reason to 
believe that this resulted from exposure to a biological agent or its 
toxins or infected material 


• chemical or hot metal burn to the eye or any penetrating injury to the 
eye 


• someone not at work is injured in an accident at a hospital, and suffers 
a major injury 
 


3 Reportable dangerous or untoward occurrences are:- 
 


• collapse, overturning or failure of load-bearing parts of lifts and lifting 
equipment 


• explosion, collapse or bursting of any closed vessel or associated pipe-
work 


• failure of any freight container in any of its load-bearing parts 
• plant or equipment coming into contact with overhead power lines 
• electrical short circuit or overload causing fire or explosion 
• any unintentional explosion, misfire, failure of demolition to cause the 


intended collapse, projection of material beyond a site boundary, injury 
caused by an explosion 


Incident, Hazard and Near Miss Page 32 of 47  Reference No: UHB 138   
Reporting Policy   Version No: UHB 1.1 
 







 


Incident, Hazard and Near Miss Page 33 of 47  Reference No: UHB 138   
Reporting Policy   Version No: UHB 1.1 
 


• accidental release of a biological agent likely to cause severe human 
illness 


• malfunction of breathing apparatus while in use or during testing 
immediately before use 


• collapse or partial collapse of a scaffold over five metres high, or 
erected near water where there could be a risk of drowning after a fall 


• unintended collision with any vehicle – Not RIDDOR 
• a dangerous substance being conveyed by road is involved in a fire or 


released, or overturns and the tank is seriously damaged 
• unintended collapse of any building or structure under construction, 


alteration or demolition where over five tonnes of material falls; a wall or 
floor in a place of work; any false work 


• explosion or fire causing suspension of normal work for over 24 hours 
• sudden, uncontrolled release in a building of: 100 kg or more of 


flammable liquid; 10 kg of flammable liquid above its boiling point; 10 kg 
or more of flammable gas; or of 500 kg of these substances if the 
release is in the open air 


• accidental release of any substance which may damage health 
 
4 Reportable diseases include:- 
 


• certain poisonings 
• some skin diseases such as occupational dermatitis, skin cancer, 


chrome ulcer, oil folliculitis/acne 
• lung diseases including: occupational asthma, farmer’s lung, 


pneumoconiosis, asbestosis, mesothelioma 
• infections such as: leptospirosis, hepatitis, tuberculosis, anthrax, 


legionellosis and tetanus 
• other conditions such as: occupational cancer; certain musculoskeletal 


disorders; decompression illness and hand-arm vibration syndrome 
 
5 Reportable environmental incidents include:- 
 


• spillage of substance / oil / chemical 
• spillage of substance / oil / chemical to drainage system 
• breakdown of waste collection service 
• odours / offensive smells 
• nuisance noise - building, plant and equipment 
• adverse emissions to atmosphere 
• adverse weather conditions resulting in environmental damage 


 
6 Reportable fire incidents  
 


• any incident in which a fire alarm is activated 
• any incident in which a fire actually results 


 
 
 
 







 


Incident, Hazard and Near Miss Page 34 of 47  Reference No: UHB 138   
Reporting Policy   Version No: UHB 1.1 
 


7 Reportable security incidents include:- 
 


• loss, damage or theft of any UHB property 
• loss, damage or theft of any personal property whilst on UHB property 


or performing UHB duties (patient and staff) 
• unauthorised access to confidential records or computer systems 


 
8 Some examples of reportable clinical incidents are:- 
 


• Unexpected deaths (including post-operative) 
• Death/injury as a result of treatment or care  
• Unintentional procedure/treatment  
• Operations to repair damage due to an invasive or endoscopic 


procedure 
• Pathology / image report to wrong patient 
• Equipment failure leading to patient injury 
• Wrong patient or wrong site - surgery or radiology 
• Attempted/actual suicide while under the care of the UHB 
• Any unplanned return to the operating theatre 
• Medication error, including infusion pump problems 
• Self-harm while under the care of the UHB 
• Delay/failure to act upon a test result/report  
• Severe extravasation injury 
• Breach of patient confidentiality 
• Failure to receive informed consent/obtain consent from correct 


person/invalid consent 
• Unlawful treatment 
• Unlawful detention – e.g. invalid application of section.5(2) Mental 


Health Act 1983 
• Delay/failure to diagnose or incorrect diagnosis where there is a loss or 


compromise of chance for successful treatment 
• Unexpected admission to Critical Care/Neonatal Unit 
• Swab/instrument count incorrect at end of procedure 
• Unplanned emergency readmission/re-attendance within 5 days of 


discharge 
• Unsafe discharges 
• Missing healthcare records which compromise patient care 
• Hospital acquired infection leading to an adverse outcome 
• Delay/difficulty in obtaining urgent clinical assistance 
• Patient incorrectly identified or specimens/scans mislabelled resulting in 


(near) patient harm 
• Unsafe transfers between clinical areas 
• Failure/delay in referral process (child protection/vulnerable adults) 
• All incidents of unlawful discrimination and harassment 
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9 Never Events 
 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPol
icyAndGuidance/DH_124552   


"Never events" are very serious, largely preventable patient safety incidents that 
should not occur if the relevant preventative measures have been put in place. 


The Government proposed in last year's White Paper to expand the current list of 
incidents considered to be "never events". A draft list of "never events" was published 
in October 2010, and comments were sought on the proposals. Following this 
engagement process, the list was revised and the policy clarified.  


There are 25 "never events" on the expanded list. The list is as follows: 


1. Wrong site surgery  


2. Wrong implant/prosthesis  


3. Retained foreign object post-operation 


4. Wrongly prepared high-risk injectable medication  


5. Maladministration of potassium-containing solutions  


6. Wrong route administration of chemotherapy  


7. Wrong route administration of oral/enteral treatment  


8. Intravenous administration of epidural medication  


9. Maladministration of Insulin  


10. Overdose of midazolam during conscious sedation  


11. Opioid overdose of an opioid-naïve patient   


12. Inappropriate administration of daily oral methotrexate  


13. Suicide using non-collapsible rails  


14. Escape of a transferred prisoner  


15. Falls from unrestricted windows  


16. Entrapment in bedrails  


17. Transfusion of ABO-incompatible blood components   


18. Transplantation of ABO or HLA-incompatible Organs 


19. Misplaced naso- or oro-gastric tubes  


20. Wrong gas administered  


21. Failure to monitor and respond to oxygen saturation  


22. Air embolism  



http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_124552

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_124552
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23. Misidentification of patients  


24. Severe scalding of patients  


25. Maternal death due to post partum haemorrhage after elective Caesarean  
section  


 
 
This list is an example and Divisions/Directorates may develop their own indicator list 
which complements the above for reporting of patient safety incidents. 
 
Any incidents resulting in severe harm /death should be reported by telephone 
to the immediate Line Manager and Clinical Governance Facilitator/Health & 
Safety Advisor. Out of hours the Site Manager should be informed. 
 
The Fire Safety Advisor and immediate Line Manager must be telephoned if reporting 
a fire. 
 
 
 
 
 
 







 


REPORTING OF SERIOUS INCIDENTS AND OTHER PATIENT RELATED 
CONCERNS/NO SURPRISES TO THE WELSH GOVERNMENT 


APPENDIX 4 


 
1 INTRODUCTION 
 
Arrangements for the reporting and handling of Serious Incidents (SIs) was 
issued by the Welsh Government (WG) in June 2010. Related guidance was 
updated in April 2012.   
 
The reporting of SIs to the Welsh Government and National Reporting and 
Learning System (NRLS) does not exclude the requirement to report to other 
bodies, e.g. Healthcare Inspectorate Wales, Health & Safety Executive 
(RIDDOR), Information Commissioner’s Office, Police, Coroner, as appropriate 
and as required by each individual body. 
 
Each Division must review this Appendix and insert the appropriate titles for the 
various individuals that have a role in this procedure. 
 
 
2 DEFINITION 
 
The definition of a SI in this context extends beyond those which impact directly 
on patients. The NPSA has suggested the following definition which NHS Wales 
and the UHB has adopted:  
 
A SI requiring investigation is defined as an incident that occurred in relation to 
NHS funded services and care resulting in:  


• the unexpected or avoidable death of one or more patients, staff, 
visitors or members of the public;  


• Severe/permanent harm to one or more patients, staff, visitors or 
members of the public or where the outcome requires life-saving 
intervention or major surgical/medical intervention or will shorten life 
expectancy, or will result in prolonged pain or psychological harm 
(this includes incidents graded under the NPSA definition of severe 
harm);  


• A scenario that prevents or threatens to prevent an organisation’s 
ability to continue to deliver health care services, for example, 
significant disruption to services due to failure of an IM&T system, 
actual or potential loss or damage to property, reputation or the 
environment,  


• Any death as a direct result of a healthcare associated Infection 
(D&V, C.Diff, MRSA etc). An outbreak of a healthcare associated 
infection in a hospital that results in the closure of a ward/bay to 
admissions and causes signification disruption should be reported as 
an SI but closure of a bay which doesn’t cause significant disruption 
to service should be reported as a No Surprise;  


• Transmission of infectious diseases;  
• An allegation or actual abuse including sexual, physical or 


psychological;  
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• Suspected suicide/unexpected death of a mental health patient 
(including community and in-patient services);  


• Self-Harm incidents categorised as severe;  
• A child under the age of 18 years admitted to an adult mental health 


ward;  
• Ambulance delays which contribute to the death/severe harm of a 


patient;  
• Data loss and information security;  
• Grade 3 or 4 pressure ulcers;  
• Absence without leave of a patient subject to the Mental Health Act 


(please ensure you update the WG once the patient has been found);  
• Intrauterine Fetal deaths if there is early indication that the death is 


linked to midwifery/obstetric practice;  
• Maternal death;  
• the agreed set of ‘Never events’ as updated on an annual basis (see 


above list). http://www.nrls.npsa.nhs.uk/resources/collections/never-
events/core-list/ 


• This list is not exhaustive and is meant as a guide. An element of 
judgement will be inevitable in determining what should be reported. If 
in doubt - report. Serious incidents can occur in any setting (e.g. 
community health/services, nursing/care home, primary care or 
Prison) as long as it is an NHS funded service (either partially or fully 
funded).  


 
Welsh NHS bodies should ensure that staff and contractors are aware of local 
policies/processes for reporting incidents. It is important that incidents are 
reported in a timely manner. All Welsh Government serious incidents should be 
reported where possible within 24 hours of the incident occurring to 
improvingpatientsafety@wales.gsi.gov.uk using Appendix W.  
 
If the serious incident may attract significant media attention do not delay in 
submitting the form. However if this occurs out of hours (i.e. weekdays after 
5pm - before 8am or at weekends), the matter should be reported to the most 
senior person on site, who will need to escalate through recognised on call 
management arrangements who should consider contacting Welsh Government 
press office on 029 2089 8099.  
 



http://www.nrls.npsa.nhs.uk/resources/collections/never-events/core-list/

http://www.nrls.npsa.nhs.uk/resources/collections/never-events/core-list/





 


   
 
SAMPLE IMMEDIATE REPORTING PROCEDURE 
(Items in italic and square brackets to be amended as necessary by 
Divisional Director, Divisional Nurse or Divisional Manager to suit local 
situation) 
 
Under certain circumstances, incidents need to be reported to outside agencies 
such as the Welsh Government and/or the Health and Safety Executive.  Under 
these circumstances the appropriate officer within the UHB MUST be contacted 
to allow them to make the report. 
 
The following areas have internal and external reporting mechanisms and in the 
event of an Accident/Incident or Dangerous Occurrence the appropriate 
member of staff listed below must be alerted immediately. 
 
Outside of office hours (i.e. 0900-1700 hrs) the individual listed below, in the out 
of hours column, should be contacted; they will then contact the appropriate 
officers as detailed below if necessary. 
 
(The table below should be modified with the appropriate department and titles 
relevant to the Management Unit - preferably with telephone numbers to aid 
rapid communication) 
 


Type of Incident 
0900-1700 hrs 
Monday-Friday 


Department Out of Hours 


Faulty Medicinal 
Product 


Head of Pharmacy Pharmacy On-call 
Pharmacist 


Fault to Structure 
of Building 


[Maintenance 
Department] 


[Estates 
Department] 


On-call 
Engineer via 
Switchboard 


Foreign Body 
Found in 
Purchased Food 
Product 


[Catering Manager] [Operational 
Services 
Department]] 


Site Manager 


Faulty Medical 
Equipment 


[Head of Clinical 
Engineering] 


[Medical Physics 
and Clinical 
Engineering 
Department] 


Site Manager 


Consumable 
Product Purchased 
from Supplier 
Found to be Faulty 


[Supplies Manager] [Supplies 
Department] 


Site Manager 


Other Faulty 
Equipment or 
Services 


[Maintenance 
Department] 


[Estates 
Department] 


On-call 
Engineer via 
Switchboard 
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Major/Fatal Injury 
or Specified 
Dangerous 
Occurrence (see 
below) 


Health and Safety 
Advisor/Clinical 
Governance 
Facilitator 


HSEU/Patient 
Safety Department 
 


Site Manager 
(to be reported 
onward via on-
call 
management 
arrangements) 


Radiation Incidents Radiation Protection 
Supervisor for 
relevant department 


As appropriate As determined 
by relevant 
departments 


Security Incidents [Division specific] [Division specific] Site Manager 


Fire Incidents  Fire Safety Adviser Planning and Asset 
Management 


On-call Fire 
Safety Advisor 
via switchboard 


Research Projects Research 
Governance Co-
ordinator 
Tel 029 20745053 
Fax 029 20745311 
e-mail - 
research.developme
nt@wales.nhs.uk 


Research and 
Development 
Department 


Via e-mail to 
research.develo
pment@wales.
nhs.uk and 
return of 
appropriate 
form 


Environmental 
Incidents * 


Health, Safety & 
Environment Unit 


HSEU Estates on-call 
via  
switchboard 


Transfusion 
Related Incidents 


Transfusion 
Practitioner 


Blood Bank Site Manager 


 
(* If specifically estates related contact Estate Maintenance.) 
 
All of the above officers to whom incidents may be reported are responsible for 
ensuring that an investigation is carried out.  If the incident is sufficiently 
hazardous then the Senior Manager on call for the UHB must be informed, via 
established On-Call arrangements. 
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Severity 
Rating Descriptor Injury/Clinical Outcome Quality Reputation/ Publicity 


 
Service/ 
Environmental Impact 


Regulatory/ 
Legal Compliance 


A** 


 
Serious Patient 
Related Adverse 
Event – Death 


Death of a patient as a result of 
the incident N/A N/A N/A N/A 


A Catastrophic 


Potential fatality 
Permanent disability/ harm 
RIDDOR – Major 
Many persons affected e.g. 
cervical screening disaster 


Gross failure to meet 
national/local/professional 
standards 


Public enquiry 
National media coverage 
Politically sensitive 
 


 
The organisation would 
be rendered 
dysfunctional.  
Operational 
performance would be 
compromised to the 
extent that the 
organisation is unable 
to meet obligations and 
liabilities in core activity 
areas 


Severe accountability likelihoods 
would result in the organisation being 
unable to meet key regulatory 
requirements 


B Major 


Multiple injuries 
RIDDOR reportable 
Major adverse effect/harm or 
long term disability 


Repeated failure to meet 
national/local/professional 
standards 
 


Extensive local coverage and 
wide spread NHS coverage. 


 
Temporary loss of 
service provision  
Loss of service 
affecting more than 1 
department 


Organisation would not be able to 
comply with the majority of its 
regulatory requirements effectively 


C Moderate 


 
Significant adverse effect/harm 
– medical intervention 
necessary, some temporary 
incapacity. 


Failure to meet local 
standards 


Coverage throughout 
organisation and/or some 
public coverage 


Short term disruption 


Organisation would experience 
difficulty in complying with key 
regulatory requirements, which would 
jeopardize some external interests 


D Minor 
Minor adverse effect/harm – 
first aid or self treatment, no 
capacity. 


Minor non-compliance 


 
Coverage limited to elements 
within the organisation (e.g. 
trade unions) and/or some 
external stakeholders 


 
Slight inconvenience/ 
difficulty in operational 
performance of 
function/activity 


Some accountability implications for 
the function/activity area, but would 
not affect the organisation’s ability to 
meet key regulatory/ compliance 
requirements 


E Insignificant 


 
Minor adverse effect/harm not 
requiring intervention 
 


Minor non-compliance 
Awareness limited to 
individuals within the 
organisation 


 
Operational 
performance of the 
function/activity would 
not be materially 
affected 


Organisation would not encounter 
any significant accountability 
implications 
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INCIDENT RATING METHODOLOGY 
 
All incidents involving patients will be graded according to the actual impact on the person affected/UHB. 
 


 







 APPENDIX 7
          
PREPARING A WITNESS STATEMENT 
 
Introduction 
 
On occasion, staff will be requested to write a witness statement in connection 
with an incident, accident, near miss, complaint or claim that they have some 
knowledge about.  
 
Purpose of a Statement 
 
The aim of a statement is to establish the facts about a particular incident(s) so 
that the UHB can use such evidence when having to deal with a particular 
complaint, incident or claim that has been made or is being contemplated. 
 
Important Points to Remember when preparing a Statement 
 
• Statements should be full, frank and honest and be confined to the specific 


facts.  They should reflect your account of an incident/event(s) in your own 
words and be unambiguous.   


• Badly written Statements can be confusing, misleading or fail to address 
many of the crucial aspects of an incident. 


• Your full name and job title and brief details of your experience should 
appear at the top of your statement.  At the end of your statement you will be 
required to print your name, sign and date it. 


• The name of any patients, including their hospital references along with any 
other key witnesses, should be included in the initial part of your statement.  
Provision of such information for internal use would not breach any 
confidentiality rules. 


• A factual account of your role in the incident(s) should follow.  It is helpful if 
you would make it clear which part of your statement is being recalled from 
memory as opposed to providing details of your standard or usual practice at 
the relevant time. 


• Statements relating to clinical care should not be written without firstly 
reading through the relevant medical records if they are available to you as 
the memory is often unreliable.  If the statement is written without access to 
the records, your statement must reflect this. 


• You may wish to attach a sketch plan or diagram to your statement to help 
describe a situation or establish the location of an incident. 


• Take time to compile your account so that you feel confident to rely on it at a 
later stage. 


• Your statement does not form any part of a patient’s medical records.  It is a 
management tool for dealing with any risk issues. 


• Most statements are disclosable i.e. there is a duty on the UHB to disclose 
copies of statements to outside bodies such as the Coroner, UHB Solicitor, 
Ombudsman, Health Service Commissioner, Police, patient’s representative 
etc. In the event that you are required to give your evidence at an external 
enquiry, you will be provided with a copy of your written statement(s) 
beforehand and given appropriate support and advice by the UHB. 
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Here is some advice of what to AVOID when preparing your statement 
 
• Do not just regurgitate what you have written in the medical records. 
• Do not speculate on what others were doing or thinking. Stick to the facts as 


you know them. 
• It is not advisable to attempt to write a statement without sight of all the 


relevant medical records.  If your statement is prepared without access to 
the medical records then make this point somewhere in your account. 


• Never make up what you cannot recall.  If there are gaps in your account, 
state that you cannot recall what happened during any particular times. 


 
Here is some advice of WHAT TO DO when preparing your statement 
 
• It is important to write a statement as soon after the event as possible 


because memories will fade.  However, following a traumatic incident or 
busy day, it is not always possible or advisable to write a statement there 
and then. To ensure that the salient points are not forgotten or distorted, it is 
a good idea to make bullet points of the important facts on a separate sheet 
for your own reference before compiling your statement. 


• Take sufficient time to think about the incident and the relevant chronology 
of events and other witnesses. 


• A statement is not a list but should expand or explain information that may 
already be contained in other documentation like incident report forms, 
medical records etc. 


• Some staff may want their union or professional body to see their statement 
prior to submission.  Although there is no problem with this, it can cause 
delay in the UHB investigation should advice not be available within a few 
days.  In addition, an increasing number of this kind of request will cause a 
burden for professional bodies to review statements promptly. 


• Ideally, statements should be typed and then signed by the person 
concerned.  This ensures that the statement can be read and that any 
spelling mistakes and erroneous terminology can be identified and 
corrected.  Where you do not have this facility, you should discuss whether 
arrangements can be made with your Line Manager. 


• ALWAYS keep copy of your statement for any later reference.  You may well 
need to refer to it at some future stage. 


 
If in doubt, you can contact the UHB Patient Safety Team for any general 
advice about statement writing on 029 2074 6228 
 
This recommended format can be used by staff who have been asked to 
complete an account of their involvement in respect of an incident, near 
miss, complaint or claim for submission to the UHB as part of an internal 
investigation.  You are advised to check through your statement and only 
when you are completely satisfied sign and date it.   
 
Please note that your signed statement can be provided to external 
Agencies such as the Police, Coroner, Ombudsman, Health Service 
Commissioner, Independent Review and Lay Reviewers, Health and Safety 
Executive, UHB Solicitor etc. 
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1.1 STATEMENT OF EVENT                 REFERENCE NUMBER …………. 
                                                                             (OFFICE USE ONLY) 
FULL NAME: 
 


 


PRESENT JOB TITLE OR 
GRADE AND A BRIEF 
SUMMARY OF YOUR 
EXPERIENCE WITHIN THE 
UHB /NHS: 
 


 


WORK TELEPHONE NO: 
 


 


DATE & TIME OF EVENT: 
 


 


LOCATION, E.g. Ward, Theatre: 
 


 


NAMES OF OTHER 
PERSONS/WITNESSES 
INVOLVED: (Any patient must be 
identified) 


 


FACTUAL ACCOUNT OF EVENT (Please continue over if necessary) 
 
You may like to begin your statement along the following lines: 
 
I ……………………………… am employed by the Cardiff and Vale University 
Health Board as a ………………   
On …………… at …….. I was on duty from ………………….  
At the time of the incident, I was ………………………………………. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 APPENDIX 8
 
 
MEDICAL DEVICES 
 
What is a medical device? 
 
Equipment used for the diagnosis or treatment of disease, or for monitoring of 
patients. 
 
Some examples are given below (this is not an exhaustive list): 
 


Incident, Hazard and Near Miss Page 45 of 47  Reference No: UHB 138   


• Anaesthetic equipment 
• Blood warming cabinets 
• Catheters (e.g. urinary, cardiac) 
• Chiropody equipment 
• Dental equipment and materials 
• Dressings 
• Endoscopes 
• Examination gloves 
• Implants - powered and non-


powered (e.g. implantable 
defibrillators, pacemakers, heart 
valves, orthopaedic prostheses, 
bone cements) 


• IV administration sets and pumps 
• Ophthalmic equipment 


 


• Patient monitoring equipment (e.g. 
cardiac monitors) 


• Physiotherapy equipment 
• Radiotherapy equipment 


(brachytherapy, external beam) 
• Sphygmomanometers 
• Surgical instruments and 


equipment 
• Syringes and needles 
• Thermometers 
• Vaginal specula 
• X-ray systems, ultrasound 


imagers and CT/MR scanners 
 


For critical care: 
• Defibrillators 
• Resuscitators 
• Ventilators 


 
For people with a disability: 
• Communication aids 
• Environmental controls 
• Orthotic and prosthetic appliances 
• Patient hoists 
• Pressure relief equipment 
• Walking aids 
• Wheelchairs and special support seating 


 
For patient transportation or moving (but not including ambulance 
vehicles themselves): 
• Carry chairs 
• Lifting aids 
• Stretchers and trolleys 


 
 
 
For daily living: 
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• Bathing and showering equipment 
• Commodes 
• Hearing aids, dentures and spectacles 
• Incontinence products 
• Prescribable footwear 
• Special chairs 
• Urine drainage systems 


 
Medical devices and equipment also include the following in vitro 
diagnostic medical devices and their accessories: 
• Blood gas analysers 
• Devices for blood glucose measurement 
• Hepatitis and HIV test kits 
• Pregnancy test kits 
• Specimen collection tubes 
• Urine test strips 


 
Also included are: 
• Condoms 
• Contact lenses and care products 
• Intra-uterine devices (IUDs) 


 
MHRA are also interested in products which, whilst not themselves 
medical devices, are used closely in conjunction with these devices: 
• Bench top sterilizers 
• Blood and tissue storage systems 
• Chemical and biological indicators used in sterilization processes 
• Disinfecting and sterilizing equipment 


 
What is not a medical device? 
 
Medical devices do not include ambulances, general workshop equipment such 
as power or machine tools, or general-purpose laboratory equipment. Pre-filled 
devices e.g. drug inhalers, syringes and certain other drug/device combinations 
also fall into this category. MHRA Adverse Incident Centre staff will be happy to 
provide advice in any cases of doubt. 
 
Further Information 
Further information can be found in MDA (2004) 054 (Wales). 
 
 
 
 
 
 
 
 
 


 
 







 


Appendix 9 
(new Appendix added to Policy April 2013) 


 
FLOWCHART TO OUTLINE THE PROCESS FOR THE  


INTERNAL MANAGEMENT OF HM CORONER RULE 43 REPORTS  
BY THE PATIENT SAFETY TEAM 
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HM Coroner issues a Rule 43 Report to the UHB following an inquest.  


 
 
 Chief Executive passes copy of Report to Nurse Director to lead response.              


(A copy is usually provided direct to the Ass’t Director Patient Safety & Quality)  
 
 
 


Rule 43 Report is date stamped, scanned and distributed by Ass’t Director of 
Patient Safety & Quality, to internal interested parties as appropriate.  Where 
required a meeting will be arranged.  A record of distribution will be maintained.  


 
 
 
 
 
 


The UHB has 56 calendar days from the date of the Ruling to provide its written 
response to HM Coroner. 


 
 
 
 
 
 Within 10 calendar days of response deadline, the Asst Director Patient Safety & 


Quality will coordinate the compilation of a response for review and Executive 
Sign off.   


 
 
 
 
 
 
 
 
 


Draft response will be reviewed by Executive Director in advance of Chief 
Executive ‘sign off’. 


 
 
 
 
 
 


Copy of UHB Final Response shared with interested parties (as directed by HM 
Coroner) and lead Clinical Board (s) as appropriate to review, monitor and report 
back, through its Q&S arrangements progress with related corrective action.    


 
 
 
 
 
 


Clinical Board (s) to provide confirmation of actions taken/proposed in response to 
the Rule 43 and the associated timescales and that related improvement actions 
feature within the relevant areas audit programme.      
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