











What did we do?
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PRUDENT USE OF ALL
RESOURCES

More for less
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More for less

[

<O

What did we achieve?

Project Impact
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What matters most to
staff and patients?

The ‘Most Significant Change’
(MSC) Technique

A Guide to Its Use
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Rick Davies and Jess Dart
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What matters most?

RIPPLE SHARED
@
SERVICE
FLEXIBLE, THEMES
RESPONSIVE EMBEDDED MIND & BODY
SHARING AGENCY AND
OUTCOME EXPERIENCE /| RELATIONSHIP|\ AUTONOMY
THEMES THEMES
PURPOSE, ——
MEANING e
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A metaphor with an ecosystem

The Ecosystem

Community of
. | learning
PURPOSE, e EFFECTS
MEANING i
The

Harvest

ECOSYSTEM

MIND &
RESPONSIVE EMBEDDED BODY

SHARED
LEARNING

Nutrients
\,, Relationship
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Outcome Variables
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Carole's story
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How did this support our employee experience?
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Agenda Item 5.2

Safer Care — Memory
Rehab Service




Occupational Therapy: Home Based Memory Rehabilitation

Jessica Moss, Lisa Taylor and Matthew Harris

4 Allied Health Professional
and Healthcare
Sciences Conference 2024
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What was the problem we were trying to solve?

e 2020 ABUHB Occupational Therapy service review identified a significant gap for people with Dementia
early in their point of contact with memory services.

* Interventions should be provided as soon as possible to enable to people to remain as active and involved
in their daily life as possible and sustain living in the community.

* Dementia Action Plan for Wales (2018-2022) @

* All Wales Pathway and Standards for Wales (2021)

* Memory Service National Accreditation Programme (2018) ® = ®

* AHP Framework for Wales (2022)
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What did we do?:

Pilot service (Newport and Blaenau Gwent) delivering 1:1
programme Home Based Memory Rehabilitation (McGrath 2009).
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ABUHB Home based Memory Rehabilitation: the
story

https://vimeo.com/934744469/c1
3040469d?share=copy
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What did we achieve?: clinical outcomes and PREMS

* Average number of self-management strategies people were using in day-to-day life
after intervention were 6-7.

* OCAIRS outcomes: 8-10 of 12 domains showed improvement.

* Feedback forms: Carer score averaged 8.8 aind Partjgé
(scale 0-10)
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Quality Improvement . Understanding the problem

* There is an optimal window of opportunity where HBMR is suitable and
makes maximum impact for both the person and carers.

» People are at risk of deteriorating while waiting for the service and waiting times
have increased due to demand for this service.

Data evidencing the problem:
 wait time per patient - referral to initial contact.
 Limited caseload capacity and time.

» Growing demand for the service.
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What did we do?

Tests of change- PDSA1

Secondary Driver
Primary Driver Change Idea / PDSA #1

Early Intervention
Programme Structure

o QOur prediction: This test of change will reduce the duration® (minutes) when undertaking patient reviews.

*This process measure focuses purely on the duration of the review with the patient. This does not include the reductions in travel time** to
patient homes.

**Travel time has been reduced to an average of 50 minutes to 0 Minutes, per patient (when tested).
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Process Measure — PDSA 1

BLAENAU GWENT 3-month review time duration (Minutes per patient)

M: 60 . .
7 oo e s S maa e e s AN e Y - Lo o s un S hanes l Decrease in minutes
PDSA #1: Start of 3 month review telephone (d——or ... T i Nogorrmrraaa .. M r_L 5
Individual Patients
Run chart NEWPORT 3-month review time duration (Minutes per patient)
£ 1 l Decrease in minutes
PDSA #1: Start of 3 month review telephone M110
) ; : . : F'.&nrah;rgck.gr.(-ders

Individual Patients
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What did we do?
Tests of Change - PDSA 2

- ~ ~

Primary Driver Secondary Driver

Reduce the number of face-

Early Intervention . -
to-face sessions per patient

Change Idea / PDSA #2

~ Patient memory | . PDSA #2
strategy leaflet

Referrals into Reduce
the service Inappropriate referrals

» Patient memory strategy leaflet. Provide patients information they may be able to apply
while waiting to receive the HBMR service.

« Prediction: This in turn may reduce the amount of HBMR sessions patients require. N

......
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What did we achieve?

Key benefits:
PDSA #1 - We have released time to support more patients in the service (20 - 60 mins per patient). Frees up capacity to support more patients.

*  We can see an additional 13 patients per year, EACH!

*  Reduction in carbon emissions (travel)

*  Reduction in cost of travel

*  Patients continue to receive a thorough 3 month review

PDSA #1.5 - Unplanned change, that was required to be made, it has proven to add value to the service
- We are actively encouraging patients to co-produce the pre-hab information.

*  Patients are involved in co-production of this service through Ql!

*  Potentially further efficiencies can be made to this service

We undertake 3 month reviews with our patients - Unique compared to other services in following the patient journey
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Staff experience
-clinician experience delivering this programme (highly rewarding as
an OT seeing the impact)

-Clinician experience of Ql (feel we have the tools to implement
good quality improvement methodology)

-Service lead experience using Ql as a team approach to service
improvement and development (takes the team with you on the
improvement journey- less subjective and hierarchical)

-Staff experience using co-production extremely positive

&
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Agenda Item 5.3
QPS - SWARM
methodology




THE IMPLEMENTATION OF THE SWARM HUDDLES
FRAMEWORK FOR INPATIENT IFALL@

MEDICINE DIVISION @
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Falls Data & Trend Medicine
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Falls & Frgctures
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THEMES

* POOR COMPLETION OF MFRA: ACTION PLANS NOT COMPLETED WITH PREVENTATIVE INTERVENTIONS/ NOT
DATED AND TIMED/NOT COMPLETED TIMELY OR UPDATED WITH CHANGE IN CONDITION

= POOR MDT ENGAGEMENT- OTHER DISCIPLINES UNAWARE OF THEIR ROLE IN FALLS ASSESSMENT- NURSING
ROLE

= [INAPPROPRIATE FOOTWEAR

= LYING AND STANDING BLOOD PRESSURE NOT COMPLETED

= MEDICATION REVIEWS NOT COMPLETED

= STAFFING AND ACUITY

= ENHANCED CARE

= POST FALLS ASSESSMENT NOT COMPLETED TIMELY OR USING FORM

= NEUROLOGICAL OBSERVATIONS PARTIALLY COMPLETED WITH TIMEFRAMES
=  SBARS NOT HIGHLIGHTING RISK OF FALLS, FALLS HISTORY
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MFRA- FALLS POLICY

5.5) All Clinical Staff:

Are responsible for the following: Complying with
and implementing all the requirements of this
policy by means of a MDT approach.

6.1d)

A MDT approach will be adopted in terms of
assessing and minimising the risk of falls whilst
including Patients, Families and Carers in
assessments, planning and making available easy
to understand information.

& GIG
hi
o NHS

Bwrdd lechyd Prifysgol
Aneurin Bevar
University Health Board

Aneurin Bevan University Health Board

Falls Policy for Hospital
Adult Inpatients
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SWARM
METHODOLOGY Swarm: a quick and efficient
- Concept Of Swarm Intelligence In Social Insects l‘ESpOI]SE t(] paﬁent Sﬂfﬁ'ty iﬂCidentS

- Used For Problem Solving In Aerospace And
Recently In Hospitals As A

* RCA. A
i | Muthor | orzing Mol i quakty mprovement patient safeby lead; Sarah Dodds is
- - Like Bees, Staff ‘Swarm’ To The Site Of The Incident To '-" Rook causeanalysis  deputy dinector of nursing; Suz Janes is director of nursing and qualicy, al at North
Determine Its Causes And How To Prevent It Recurring. The o owidelywssdlo  Bristol Trust Professor Jane Reid s diical lead Wesses Patient Safety Colaborative
Swarm Is Carried Out In A Blame-free Environment And While The . % investigate patient  Visfing Facuky, Boumemoth Uiversity: Ann Dix s & freefance joumaist
Incident Is Still Fresh In Every One’s Mind. This Helps Build A More Nursing Times  safety incidenks
Accurate Picture Of The Organisational And Human Factors lomalClb  butisnotaways  Absisact Two years agn apatient safety ncident o Nort BrsolTust e tothe

Involved, And Allows Staff To Suggest Improvements That Can Be

. } effective niroduction of Swanm - a step change in how the tust responds to sefety inddents.
Made lmmedlately (Ll ET AL' 2015) Swarm is a fomm of saiety incidenk hucdle that takes place as close as possible in time
. Swzrm s answ and placz b the incident, aliows blame-fres investigabion and leads to prompt acticn.
- AN EFFECT/VE SWARM approach that This article destrioes how Swamn warks, s achankages over ook cause anghysis, and
brings stafftogether  haw it is being embedided in the safeby culbure of Morth Bristol Tust.
. .. equickiy after a safety
Encourages Candour By Reassuring Participants That They incident, alowing  Citaton Mot . 2 2 (2017) Swerm:  cuick ncl efcient response o pefient ety
Are In A Blame free Environment promptivestigaion  rcgents Mosing Tmes [ninel 5.8, 3538
Introduces Participants To Each Other To Create Familiarity and acton
And Respect;
Reviews The Facts; Swvarm takes place ollowing a safety meident ab outvomes ae released they can fal 1o
Discusses What Happened, As Well As How And Why It s dne ot e st Ry s e g s
Happened; anﬁr:.:lm::fand 'ETLMET&HEEMJHE igmaored Liet 2, 055).
. . . s [ members of the trust boad
Bch?gsseAsnﬁc[gg)andsliﬁgg Assigns Task Leaders With Specific dcyloed s st vith e et e, WhatlsSham?
: in the incident believing assumptions bad been made  Swarm is based on the concept of ‘swarm

instead of staff meeting mmediztely to - intelligence’ in social imsects such as bes,
Theapproachcan  establish the causes of the incident. His - where the collective intellipence is preater
be partof trust-wide  experience in the radio-suclear industry  than that of individuals. It bas been used

RSSO S EGURRPSRSRPRVY T [y I JUORSP SRS . SRS UL S SIS 1 PSS, SO SR IS,

90/108 666/693



91/108

SAFER CARE

QUESTIONS ADDRESSED BY SWARM
PARTICIPANTS

What happened, to whom, when,
how and why?
Were there gaps in care/treatment?

Could processes be improved?

How can a recurrence be prevented/ the risk of
recurrence be reduced?

What immediate action can we take?

How can we ensure shared learning?

How should this inform our duty of candour to the
patient and family?

Three examples of how Swarm has made care
safer at the NB trust:

= After a patient in an older care ward fell off a
chair and fractured their hip, a Swarm
established that a seat cushion had been fitted
incorrectly.

Staff were unaware that chairs had removable
cushions and could be incorrectly assembled, and
no one routinely checked their assembly.

The trust issued a safety alert and there have been
no further incidents.

= Staff are now aware that they need to align the
brakes on each side of shower chairs to avoid
them tipping over when patients lean forward.

Hooks have been added to hang patients’ shower
bags on, so they no longer risk falling when
bending down to pick them up.

= Swarm has revealed that patients with complex
needs who are ready to go home are at greater
risk of falls than when they are acutely ill
because they are more mobile. Instead of
moving them into single rooms before they are
discharged, we nurse them in a four-bed bay
where we can better observe them.
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Implementation plan

First meeting held with Divisional Leads
to obtain engagement Nov 22

Concef)t of using swarm approach prior
to a fall incident (pre swarm) as well as
following incident (post swarm) explored,
and agreement obtained.

Pilot ward-Oakdale YYF for two months.
Meetings held with ward team and MDT

Task and finish groups meetings arranged
leading up to start date of 3rd April 23

* Development of The Implementation of the
(SF\)/%,%KI)\/I huddles framework for Inpatient Falls

* Pre and post huddle flow charts

Oakdale Ward Inpatient
Falls

20 v 13 13 11 12
6
L E Q/‘. < W

%Q’_‘. o ™ 97 @ QQ’". RO

= Al Falls Falls with HI
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DATA COLLECTION

The aim of the Swarm Project framework is to ensure that falls prevention via risk assessment and effective
risk reduction strategies is implemented fully and as a multidisciplinary team, for high-risk individuals, in
order to create a safer environment and reduce harm.

In doing so, to improve the compliance of the MFRA assessment and interventions in its entirety, timely
completion, timely implementation of risk reducing strategies and where able to reduce the number of
inpatient falls for people who are considered high risk.

This will be achieved by:

Introducing Pre and Post incident Swarm huddle meetings that is attended by the key multidisciplinary team
members to jointly complete the MFRA and implement risk reducing interventions. Target: more than 95%
of patients included in the PDSA.

Improving the quality of the MFRA assessment ensuring all risks are considered and an individualised action
planis developed and actioned. Target > 95%

Improving the timeliness of the MFRA assessment completed by setting a two-hour guidance for the Swarm
huddles to take place. This will achieve well within the six hours ward admission target set by the Prevention
and Management of Adult Inpatient Falls policy (2021). Target 95 % noting that a Swarm huddle MFRA
completion will not be achievable currently for patients admitted or who fall out of working hours.

Ensuring that over 80% of patients are discussed by the multidisciplinary team.

The Implementation of the SWARM huddles
framework for Inpatient Falls

Purpest of Docament
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SWARM HUDDLE FRAMEWORK:
PRE-SWARM MEETING PATHWAY MEDICINE DIVISION

Swarm Flowcharts

PATIENT ADMITTED
I

THE HUDELE MEETING
LOMGER THAN 30 MINUE! o
VULV THE IDENTIFED KEY MEMBERS.

KEY MEMBERS TO COMPLETE THE INTIAL MFRA
EVIEW THE MFRA COMPLETED OUT OF
A

INITIAL ARSESSMENT IDENTEY
MEMSIERS,

MAEETING AS HECHLIED AND IF MULTIFLE

Sk HUDDLE FRAMEWDRK:
POST IKCIDENT-SWARM MEETING PATHWAY MEDICINE DIVISION
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DATA COLLECTION

QUANTITATIVE MEASURES:

Prior to the commencement of the pilot Swarms project,
baseline data was collected using a newly developed
Falls MFRA audit form. Currently there is no specific
data collection on the MFRA available to utilise. This
was used to measure current compliance and by which
to measure the impact of the PDSA and understand if a
change for improvement.

Baseline data from the RL Datix incident reporting
system for the pilot ward, on the number of inpatients
falls was obtained. This was also used to compare the
number of inpatient falls during the project pilot.

QUALITATIVE MEASURES:

Prior to the commencement of the pilot
Swarm project, baseline qualitative data was
collected by providing statf members a
uestionnaire to complete on
their knowledge, previous experience of the
Swarm framework, the project processes
and their perspective on the benefits and
barriers to the framework.

Following implementation of the project, and
after each Swarm huddle meeting, the MDT

was asked to complete a staff
questionnaire.

This asked specific questions as to the
meeting processes, attendance, any
interruptions, barriers and if they have found
the meeting beneficial in identifying,
assessing, and actioning preventative
measures of falls risk, for the case under
review and if not the reason why.
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Do/ACT

The Swarm pilot project commenced on the 3 April 2023 on one medical ward in Ysbyty Ystrad Fawr Hospital.

The project run for two months incorporating the Pre-Swarms huddles in the first month before introducing the
post swarm huddles in the second month.

The swarm huddle meetings incorporated key multidisciplinary team members (Appendix Five) and will be
chaired initially by the Senior Nurse for the ward area and/or the Senior Nurse for Quality and Patient Safety for
the Medicine Division, following a meeting agenda (Appendix 6).

A poster developed to advertise the pilot project.

Baseline data collection, MFRA audit and staff questionnaires were disseminated and completed prior to
commencement.

Familiarisation with swam documents for meetings: meeting agenda, at a glance forms
A pilot project meeting was completed after the first month with stakeholders to discuss any key concerns.

The Quality and Patient Safety Team will support the pilot implementation and attend the Swarm huddle
meetings as able and be available to support with immediate concerns.
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FALLS MULTI- FACTORIAL RISK ASSESSMENT AUDIT

Ward being Audited:

Date & Time of Audit:

General Assessment

Patient 1

Patient 2

Patient 3

Patient 4

Patient 5

Patient 6

Patient 7

Patient 8

Patient CRN:

Yes/NA

No/NA

Yes

No

Yes

No

Yes

No

Is there a Falls MFRA in the nursing notes?

Does the Patient meet the criteria for a Falls MFRA to

be completed? If no for both then discontinue audit for that
patient.

Within the medical clerking record on admission does
this detail a falls history and mobility?

If the patient was transferred from another site or
ward, is there evidence of a completed MFRA?

If transferred, was there a completed SBAR that
reflected if the patient was a high risk of falls?

Was the falls MFRA completed within six hours of
admission?

Did nursing complete the falls MFRA?

Has a substantive staff member completed? if no, then
state in comments box if a student nurse or agency nurse

Was the MFRA completed in conjunction with the
patient? If clinically unable put as N/A
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Staff questionnaires

6. ‘Whatispur irowiedye o e Mukictria Fels s Asssssmert (NFRAY

GIG
i . . ) below are questions relating to the Post SWARM huddles. How long did the Post-SWARM Huddle take to complete?
Staff Questionnire- SWARMS Please circle the appro| po he questions listed. A ion has been included for any
additional feedback i wish to provide. Your feedback will assist us in ensuring SWARM huddles are 15 mins 30 mins 45 ming 60mins
supportive, productive, and protect patients' when they are at their most vulnerable
. *Please raturn your completed questionnaire to the Ward Manager, for collection by the QPS Team* Longer state estmated time & reason)
1. Whatis your indenstznding of a SRARATY '
7. 'What dn you indenstzndfn e your espossitiltyin scnpleig B MFRAY Date of Post-SWARM Huddle: Time: Ward: Oakdale YYF Were youshl pletethe Post-SWARM Huddle without T
Date & Time of Patient Admission:
YES NO
ADDITIONAL FEEDBACK:

Have you been provided with information on the SWARM Praject before attending?

2. How dopou foel bt a SWARM?

YES nNo
DRACK:
Al Were there additional barriers to completing the Post-SWARM Huddle?
YES NO
ADDITIONAL FEEDBACK:
8. Ay addiional comments?
R : ich discinline refl ot o M 7
3, What are e benafis of a SWARKY Which discip your y Team
Nursing Medical Pharmacy Physictherapy QT Dietetics  Other (state)
Reason for MDT member not baing in attendarce. :‘;;% Huddle pleted, were the identified acti leted timely to assist i ing 2
all?
YES NO
DidaP; Huddl for th der review? ADDITIONAL FEEDBACK:
4. What doryou el o basiers sscociaiad ik undartaing a SRR YES Date Completed: No IFNO THEN REASON WHY?
Do you fee] the Post-SWARM Hudcle has been beneficial in identifying, assessing, and actioning preventative
measures of falls risk, for the case under review? If not, please state:
Where did the Post-SWARM Huddle take place? Please state below YES NO

ADDTTIONAL FEEDBACK:
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IMPORTANT INFORMATION FOR NURSING, MEDICAL & KEY STAKEHOLDERS OF THE
MULTIDICIPLINARY TEAM, INVOLVED IN Falls Policy for Hospital
PATIENT CARE DELIVERY Adult Inpatients

T A e

An exciting muitidisciplinary quality improvement Swarm pre and post fall pilot o ——
project is due to commence on the 3rd april 2023! This will be based on oakdale
ward, YYF for an eight -week period.

Swarm huddles have been used to identify learning from patient safety incidents and has been
designed to start as soon as possible after a patient safety incident occurs (NHS England, 2022).
The focus of this pilot will be for patients at high risk of falls and/or who have sustained an
inpatient fall.

For this pilot there will be a two-arm approach with the Pre-Swarm huddles being introduced
initially from 3" april to the 34 May 2023, followed by the introduction of the Post Swarm
huddles and completing on the 31t May 2023.

Swarm approach brings all disciplines of staff together, quckly after a patient has been admitted
to the ward and who is considered high risk, to immediately assess using the falls muitifactorial
risk assessment (MFRA) and to implement appropriate preventative measures to try and reduce
the risk of a fall occurring. The Post Swarm huddle, is the same approach being completed after
an incident of a fall has occurred, to review the factors surrounding the incident, to share
learning and implement new or existing preventative actions.

The aim of this pilot is to assess for improvements in the compliance to the MFRA completion
and to assist in improved patient’s safety and the prevention of injurious falls.

Pilot documentation can be accessed from the Ward Manager on Oak dale ward or the QPS
team.
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Meeting documents

DATE OF ADMISSION:

ADDRESSOGRAPH
WARD:.
DATE OF SWARM HUDDLE MFETING.....
TIME OF SWARM HUDDLE MFFTING:....
TIME SWARM HUDDLE COMPI FTFD:....
TYPE OF RISK RISKIDENTIFIED | DATE RISK KEY MEMBER DATE/TIME
FOR THIS PATIENT | IDENTIFIED TOACTION KEY
(V/N) (SIGN) MEMBER
COMPLETED
ACTION
1 | Fallsin past 12 months
2 | Medication causing risk of
falls > 4 meds per day
3 | Acute lliness
4 | Acute Delirium
5 | Pain
6 | History of cognitive
impairment/Dementia
7 | Postural drop in BP
8 | Impairment of vision or
hearing
9 | Mobility, gait, transfers,
balance
10 | Inappropriate footwear or
poor foot hygiene
11 | Urinary incontinence or
symptoms
12 | Environmental risk
(bedside/single room)
13 | Alcohol withdrawal
14 | Fear of falling/anxiety
15 | Osteoporosis & Fractures
16 | Nutrition & Hydration
17

Enhanced care assessment

1 Welcome and Introductions to MDT members.

2 Identification of chair

3. Delegation to key members of SWARMs paperwork to be completed (MFRA, ‘at
a glance” swarm huddle update form for notes)

4 Case review- patient details including reason for admission, past medical
histery, causes for concern and reason meets criteria for Swarm huddle.

5. Discuss and complete MFRA assessment and action plan.

6. Identify key members to take responsibility for key actions.

7k Discuss the need for enhanced care assessment.

8 Final review of actions and key staff responsible ensuring aligns with the ‘at a
glance’ update form.

9. Discuss need to meet again to discuss case if any concerns raised.

10. Key staff member identified to update the patient and next of kin of meeting
outcome.

11 Key staff member identified to provide patient/family information leaflet.

12 Completion of Staff Questionnaire

13 Complete recording form for audit

14 Ensure all audit paperwork is filed in the Swarm pilot folder for collection by

QPS team.

676/693



101/108

QUANTATATIVE Analysis:

Pilot period ended 5t June 2023 but ongoing swarms

‘Time to complete’ was the main identified barrier before
starting the pilot.

Pre Audit showed MFRA’s not being completed timely or fully
with actions.

68 patients received a pre-swarm huddle

3 falls during this period of pre swarmed patients and who
received a post swarm.

One patient boarded, all patients understanding of actions but
non-compliant. All preventative actions/MFRA in place.

Swarms meetings taking approx. 10 mins to complete and not
the anticipated 30 mins.

Excellent support from physiotherapy & nursing.

OT and discharge liaison started to join of own accord.
Generally good attendance by medical team.

Pharmacy input decreased over period due to staffing. Raised
to Divisional pharmacist who is keen to support.

Swarms being held over weekends/BH’s

One nurse had been non-clinical and was available to support
coordination of meetings.

MFRA’s in place and completed prior to meetings with
occasional exception with agency staff on duty out of hours.

At a glance forms in medical notes with key staff to lead was
generally completed.

Although the ward still experiences inpatient falls, to date, the
ward has not had a serious incident investigation undertaken
or duty of candours raised in relation to falls since Swarms
commenced due to no omissions in care identified.
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OAKDALE WARD INPATIENT FALLS

Including Those Not In The Pilot
15 13 13

11 12

INITIAL MFRA ON ADMISSION

Was a MFRA done in 6 hours of F 43
admission

Medical clerking: falls history &
mobility notes O/A

A) Is there a Falls MFRA in notes F 68

0 20

m Post Pilot m Pre Pilot

FRACTURES & HI
N o~ o~ o~ (] N (o] o~ (9] m (a2] m on m on (22] o
Qg g g g g g g g g g g g g
> c 5 W a g 2 9Q c 9o 5 5 >c 35 W o
c > 2 S o o) O 9 ®© w © S5 35 S o
2 - < ¥ @ Fr%ctu?es ‘u H? < =27 < @

—58
4

MFRA ACTION PLAN

68 68 68 68 68
68

action planappropraite

m Post Pilot m Pre Pilot
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Pre Fall: Other risk assessments

If the nutrition and hydration risk... | ——— 61
If the incontinence risk has been. .. o —— 63
If the bed rail assessment is... [ ——— 68
If there is difficulty with transfers,... [y ———————— 68

0O 10 20 30 40 50 60 70 &0

m Post pilot m Pre pilot

How Long Did It Take To Complete The
Swarm?

- m
S £
€ E
~N o0
—

15 min

12 min ==
13 min =
14min =

11 min =m
11min =

Has the L&S BP been done on
admission

m Pre Pilot g Post Pilot

Post Fall Data

Was the falls MFRA updated...

Was the post falls assessment...
Did a medical review occur within...
E) Did the patient receive an...

For patients who fell during the...
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80%
60%
40%
20%

0%

LOS Oakdale Ward

LOS Oakdale
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QUALITATIVE Analysis:

105/108

Staff feedback: Very positive and has led
to other therapists on other wards
enquiring when this process will start on
their wards.

Therapists have sought MFRA training as
a result.

All key members have stated they have
seen an improvement in standards of all
(Iil/loFcFL{J'&nentatlon/risk assessments and

<
2 B l’”&,@
070 ‘S‘@s 7) i
u o, Sy U8
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Other therapists keen to be
involved in this project.

Evidence of excellent teamwork as
an MDT.

Each discipline taking a role as chair
of the meetings, moving away from
nurse led.

Creativity in team developing a bee
sticker to identify patients on PSAG
board that have been swarmed.
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PSAG
BOARD:
INDICATI
NG
PATIENT
S
SWARM
ED
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CHALLENGES

Out of hours admissions delayed swarms being undertaken within
two hours (but known challenge prior to start)

Occasional non-attendances from medical staff due to workload but
rectified.

Non-attendance of pharmacist due to staffing- actions in place

At a glance forms not being signed off by medical staff when they
were the key staff to lead and although action had been completed.

Ward leadership changes impacted on Swarms approach daily.

From a spread and scale perspective, not all medical wards have
delegated MDT members and who cover multiple wards therefore
possible impact on MDT attendance at swarms meetings on some
sites.
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To DATE:
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Appenc : Learning Repository
(The Learni ository will have embedded links to the learning sources)

1

Falls

2 Pressure Damage

3 Medication Errors

4 Communication
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Sources of Learning and Approaches to

Improvement
Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?
1 Aggregated analysis of patient safety Corporate Quality & Safety Face to face safety briefings  Corporate &
data to determine patterns, themes, Teams Education programmes Directorate/Divisional Board
and trends Local leads (rolling induction) meetings and patient safety
Digital platforms reports and dashboards.

2  Analysis of individual incidents

3 Analysis of individual complaints

4 Analysis of individual claims / redress
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Sources of Learning and Approaches to
Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

5 Clinical audit

6 Healthcare Inspectorate Wales
inspections (internal & external)

7 Independent reviews and public
inquiries (internal & external)

8 Patient, service user, family, and
public engagement activities.

9 Patient, service user, family, and
public feedback e.g., patient stories
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Sources of Learning and Approaches to
Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

10 National networks (See Appendix C)

11 Working collaboratively and learning
with colleagues across the health
system and wider (e.g. Joint
Investigation Framework)

12 Learning from Deaths (mortality
reviews)

13 Feedback from the Medical Examiner
Service

14 National alerts, thematic reviews e.g.
NHS Wales Executive reports.
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Sources of Learning and Approaches to
Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

15 Board level engagement activities
walkarounds, 15 Steps etc.

16 Staff engagement activities, surveys,
exit interviews, safety culture
assessments, appraisals etc.

17 Engagement / feedback from Trade
Union Partners.

18 Service reconfiguration, projects, and
programmes.

19 Educational organisations & surveys
e.g., Health Education and
Improvement Wales, Universities etc.
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Sources of Learning and Approaches to
Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

20 Professional bodies e.g., Health&
Care Professional Council, General
Medical Council, Nursing and
Midwifery Council, Royal Colleges
etc.

21 Quality improvement projects /
programmes.

22 Planning processes including the
development and implementation of
the Integrated Medium Term Plan.

23 Internal and external audit reports
e.g., internal audit and Audit Wales.

24 WRP National Learning Advisory
Panel including publications e.g.
Doctrina.
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B: Sources of Learning and Approaches to
d Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,

learning learning should be and shared? including learning
sharing this? outcomes?

25 WRP Learning from Events Hub (in
development).

26 Safety II - learning from what went
well.

27 National clinical audits including
Stroke (SSNAP), falls & fragility
fracture audit programme, National
Vascular Registry, Mothers and
Babies: Reducing Risk through Audits
and Confidential Enquiries
(MBRRACE).
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Appendix C: Key Reports Containing Learning
(Corporate and Local)

Overseeing Local Group/ | Overseeing Corporate
2Lm (g Committee/Board Group/Committee/Board

Learning from Deaths Report Outcomes & learning from Medical Directorate Clinical Quality Committee
mortality reviews with Board Health Board / Trust Board
Example patterns, themes, trends,
collective intelligence, and
RAML.
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Appendix D: We Listened and Learned!
(Internal e-document)

What is the main Where id the Is there a Who is the Lead |What did you do with the  How will this
theme? learning come Datix contact? Learning/Did you make |  learning help
from? number? (email) any improve quality &
changes/improvements?, safety
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