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1. 	SITUATION/BACKGROUND

1.1 The purpose of this report is to provide the Board with a summary of patient experience and concerns, including complaints, patient safety incidents and claims, between 1 September 2019 up to 31 October 2019. The report also outlines serious incidents reported to Welsh Government and a Regulation 28 report received from Her Majesty’s Coroner.  Information on the current position in relation to the review of patient safety incidents and non-compliance with Patient Safety Solutions notices and alerts is also included.

2. SPECIFIC MATTERS FOR CONSIDERATION BY THIS MEETING (ASSESSMENT) 

2.1 Patient experience: 

Directorates, localities and services currently use a range of methods to capture patient feedback, to help inform service design, planning and evaluation. The examples below highlight some of the ways in which the Health Board hears from the people accessing services:    

2.1.1 Have your Say cards are available in all outpatient departments and main reception areas. Feedback is collated and regularly shared to help inform service improvement. 
2.1.2 Patient Stories, specific service questionnaires and suggestion boxes 
2.1.3 Care to Share clinics provide an opportunity for patients and relatives to give real time feedback, discuss and resolve any issues immediately 
2.1.4 Social media, thank you letters & compliment cards 
2.1.5 Whilst the Health & Care Standards Patient Questionnaire is a standardised all Wales approach and repeated monthly, Quality & Safety Committee has identified the need for the questions to be reviewed in terms of their applicability. The advent of the Quality and Engagement Bill will also result in the need for change. 

Whilst there is not a single system within the Health Board to support systematic identification of patient experience, there are 2 main approaches already established that pre-date the Bridgend boundary change and exist in different parts of the organisation, these are real time surveys and the Friends and Family Test (FFT):   

2.1.6 The ‘friends and family test’ was well established within the Princess of Wales Hospital, however, the external support for this service ceased when the boundary change occurred. Whilst the paper based collection has continued, the opportunity to collate, analyse and utilise the feedback has lessened.  
Colleagues within Princess of Wales greatly valued the friends and family test and have been instrumental in identifying its potential benefits within the new organisation. The themes and remedial actions taken by service are included in appendix 1.

2.1.7 Real time surveys are currently undertaken within maternity services and ward 7 at Prince Charles Hospital, mental health in Royal Glamorgan Hospital, and the Emergency Departments in both sites.  The themes and remedial actions taken by service are included in appendix 1.

Given the imperative to establish a systematic, comprehensive approach to understanding patient experience, and the opportunity to build on existing good practice within the organisation, a paper detailing a model by which this could be achieved is included on this month’s Management Board agenda.  

2.2 Complaints 
The changes to reporting of complaints since April 2019 means that all early resolution complaints that take longer than 1 working day to resolve, are now logged formally, i.e. managed through the Putting Things Right regulations and within the 30 working day target.   The graph below outlines the number of complaints and trend since October 2018, although the data pre April 2019, applies to the previous Cwm Taf University Health Board only. 

Graph 1: Complaints*please note the data pre April 2019 refers to the previous CTUHB only 


Of note, there seems to have been a significant increase during July & August 2019 and a subsequent decrease post September, although it is too early to draw conclusions regarding what may constitute the expected parameters for the new organisation. 

The Health Board received 427 complaints during September and October 2019, of these, 178 (42%) of these were dealt with via Early Resolution.

There was an increase in April due to both the changes in reporting and also due to the increased population with the Bridgend boundary change. Most concerns originate within the District General Hospitals (DGH), where the majority of care is delivered (outwith of primary care). 

The graph below identifies the number and trend within each district general hospital since April 2019: 

Graph 2: Formal Complaints by District Hospital Site 
[image: cid:image003.png@01D5947F.05777550]

The most frequent reasons for complaints are delays, communication and treatment errors, analysis suggests the following: 

2.2.1 Ophthalmology received the highest number of complaints (35) and these relate to delayed outpatients appointments in Ysbyty Cwm Rhondda (YCR), RGH and PCH, substantial focus is being given to reduce the waiting time for people requiring ophthalmology services with more detail available in reports specific to the management of people who have had follow up appointments not booked. Complaints about delays in Emergency Departments also feature, with similar numbers across the three DGH sites. The work being undertaken to review the way in which emergency departments operate should help mitigate these concerns. 

2.2.2 There were 116 complaints relating to communication issues reported as occurring within acute medicine and emergency departments with similar instances across the 3 district general hospital sites.  

The second highest area for complaints relating to communication related to surgical services within the Princess of Wales Hospital (34), relate to poor communication treatment plans, inconsistent advice given and patients felt they were not being listened to. The surgical team are taking steps to address this. Improvement activity includes presentation of the trends identified at clinical audit meetings, provision of ‘effective communication’ training sessions and management of concerns at the bedside. 

2.2.3 Fifty four (54) complaints related to treatment errors, the most received from obstetrics and gynaecology (11) including delay in diagnosis, postnatal care and care during or following miscarriage. As part of the investigation undertaken into every complaint made, the service is required to identify lessons learned and ensure actions are taken to reduce the risk of reoccurrence, as well as share with other services. Shared learning will be facilitated through the newly established sub groups that support the work of the Quality and Safety Committee. The graph below identifies performance since April 2019:

Graph 3: response within 30 working days


Performance with meeting the 30 day target for responding to complaints received during September has been validated at 80%. The minimum compliance during October is also 80%, this figure is likely to rise on validation in December 2019 and will be reflected in subsequent reporting. Performance is less favourable than in July and August where the response times were 88%. There are a number of factors that adversely affect performance including variation in governance resource at service level, opportunity for clinical engagement, and reduced corporate capacity, which have all served to heighten awareness and urgency for wholesale change in the way in which concerns are managed.  




In conjunction with the supportive intervention provided by the Delivery Unit to revise pathways, mitigating actions taken include deployment of the corporate concerns resource into Royal Glamorgan and Prince Charles Hospitals, weekly scrutiny applied by clinical executives, and the development of a training programme. The implementation of the new organisational structure will further support the timely response to complaints. 

As of 31 October 2019, there were 256 formal complaints being investigated, of these 126 complaints were non-compliant with the target completion date. Detailed analysis is being undertaken to ensure that the reason for delay is clarified and addressed.  Currently, Obstetrics and Gynaecology have the highest number of overdue responses, the service is being actively supported by the increased scrutiny brought via the Maternity Improvement Board and Independent Oversight Panel, followed by medicine and emergency departments.  

2.3 Incident reporting
As recommended during September’s Board, the way in which data related to incident reporting is presented, has been revised to promote clarity and enable greater scrutiny. The data below includes all incidents i.e. incidents relating to patient care and treatment, incidents involving staff and members of the public, that have occurred across all Health Board sites, directorates, specialities and localities. There are no exclusions, which really reduces the variances noted in previous reports and allows for improved comparison.   The trend in relation to incident reporting since April 2019, is reflected below: 

Graph 4: Incident Reporting Trend 


The top 3 reported categories of incidents during the period highlighted in the chart relate to pressure damage (17%), falls (15%) and delays (7%). Of the top three incidents reported the majority (83%) resulted in no or low harm.  Improvement work being undertaken related to falls and pressure damage is presented later in this report.

2.3.1 Reporting by District Hospital site 
Board members will recall the discussion during September’s Board regarding the perceived difference in reporting patterns between district general hospital sites. Further work has been undertaken to explore this. Variances in the way in which services are structured between the sites means that search criteria are required to enable more accurate comparison. The inclusion criteria for the data below includes all reported incidents within the specialities of acute medicine, emergency care, surgery, head & neck, radiology, pathology and medicines management at each site. The data excludes obstetrics & gynaecology, paediatrics, mental health, CAMHS and therapies. 

Graph 5: Incident Report for District Hospital Site 


The data above identifies a difference in reporting with the Princess of Wales Hospital consistently higher than the remaining sites.  On further examination, this specifically relates to the reporting of moisture lesions (related to skin integrity), with 367 reported in Princess of Wales during the period compared to 25 at Prince Charles and 13 at the Royal Glamorgan Hospital. Further work will be undertaken to understand the reasons for the high levels of reporting within the Princess of Wales Hospital. 

Additionally, breaches of the waiting times within the Emergency Department, and delays in transfer from ITU to the ward are reported within Princess of Wales, whereby other mechanisms are used to capture this information at Prince Charles and the Royal Glamorgan Hospitals, other than where delays has resulted in harm, which are reported via the Datix management system. The differences in practice will be explored further to ensure there are no  areas of under reporting being masked by current practice and an optimum means by which to ensure continuity and therefore accurate oversight, is agreed and implemented. 



2.3.2 Notable themes and trends in other areas

CAMHS: The number of incidents reported has increased throughout the period. This seems to be as a result of the increase in the number of dysregulated young people with self-harming behaviours receiving care within Ty Llidiard, in particular during April and October 2019. The incidents reported relate to self-harm, absconding and aggression towards to staff. 

Delays: The highest number of delays were reported in Ysbyty Cwm Rhondda and relate to ophthalmology follow up in the macular unit.  Extra weekend clinic sessions over a 6 week period have been arranged to address this. A weekly review session is undertaken to identify the impact the delay has had for the patient using a harm a review tool. Where required, Putting Things Right through redress has been commenced. 

2.4 Serious Patient Safety Incidents

Over the last 11 months, significant focus has been placed upon securing timely reporting, investigation and learning from serious incidents. With the support of increased clinical leadership, multi-disciplinary involvement and weekly scrutiny, performance has improved, meaning that people adversely affected receive answers more quickly and redress where indicated. Additionally, the health board is better able to fulfil the duty of candour and to benefit from more speedy learning to inform improvement. The supportive intervention currently being undertaken with the Delivery Unit strengthens and streamlines processes, along with changes being proposed by Welsh Government, will also support improved practice. Additionally, lessons are being learned from established practice within Princess of Wales Hospital and where transferable, are being applied. 

Between the 1 September and 31 October 2019, 39 serious incidents were reported to Welsh Government. The supportive intervention being undertaken with the Delivery Unit has identified a possible over categorisation as serious incidents in some cases and it is possible that once the work is completed, there may be a change in the number of incidents being categorised as serious. The graph below illustrates the number of serious incidents reported to Welsh Government over time between 1 April to 31 October 2019: 

Graph 6: Serious Incidents Reported to Welsh Government


2.4.1 

Themes and trends 
The number of serious incidents reported increased from the 1 April 2019, the reasons for this are multifactorial and relate to the Bridgend boundary change, an increase in the number of falls being reported and delays in follow up appointments primarily within ophthalmology.  

The highest number of serious incidents are reported for the Acute Medicine and Emergency Care and Mental Health Directorate. Of these, the majority occurred within Prince Charles Hospital and related to a slip, trip or fall. In response, a focused falls improvement project aimed at reducing the amount of patient falls and reducing patient deconditioning commenced on Ward 11 at PCH in August 2019. The successful ‘Support to Walk’ project is now being provided in a further 2 wards on the PCH site and will commence on 2 wards in RGH from December 2019.

The project has involved a multi-disciplinary approach aimed at increasing the timely and accurate completion of patient falls risk assessments, daily ward safety briefings focusing on patients who are at risk of falls, ward self-assessment led audits in relation to falls recognition and prevention. The physiotherapy support and guidance provided has encouraged all patients to safely mobilise within their individual limitations. Although at an early stage, a reduction in falls has been seen.

Within mental health a number of incidents reported relate to patients who are absent without leave (AWOL) and death of a patient known to mental health services within the community. Work is underway to identify the reasonable parameters related to identifying a person as absent without leave. 




2.4.2 Board query relating to changes to pressure ulcer reporting during 2018
In response to an outstanding item on the Board’s action log, scrutiny has   been applied to serious incident reporting rates during 2018 following change in Welsh Government’s requirements in relation to pressure ulcer incidents. Of the serious incidents reported prior to the change, on average 44% related to pressure damage. 

The graph below provides the number of serious incidents, excluding pressure damage incidents reported between September 2018 and October 2019. To assist in the comparison of the reporting pre and post Welsh Government change, the chart distinguishes where the data is generated from. 

As assurance, it is noted that reporting remained relatively consistent up until April 2019, when, as would be anticipated, an increase in reporting was noted following the inclusion of reports from services provided in Bridgend. 

Graph 7: Serious incident reporting 2018 – 2019, pre and post change to requirement


In terms of improvement work being undertaken in relation to pressure damage, weekly pressure ulcer scrutiny panels have been established in all hospital sites and localities (community nursing) which are led by the Head of Nursing where pressure ulcer incidents are reviewed to improve practice. A revised incident reporting algorithm has been agreed to ensure that all pressure ulcers are reported including those acquired in the community without District Nursing input to ensure appropriate links with Safeguarding are maintained.

3. No Surprises
Welsh Government are notified of sensitive issues via a process known as ‘no surprises’. Between 1 July – 31 October 2019, there were 22 no surprise reports as categorized in table 1:

Graph 8: no surprises reporting April 2018- October 2019


The category within which the notifications have been made are illustrated below:

Table 1: categories for no surprises: 
	Category 
	June 2019
	July 2019
	Aug 2019
	Sept
2019
	Oct
2019

	Staff related including behaviour and performance 
	4
	3
	0
	0
	1

	Patient related 

	1
	1
	2
	2
	2

	Service related including staffing 

	5
	1
	0
	1
	0

	Media reporting 

	1
	0
	0
	0
	0

	Information sharing/documentation/ communication 
	1
	0
	3
	1
	1

	Environmental including infection

	1
	0
	0
	3
	2

	Delays 
	0
	0
	0
	3

	1

	Total 
	13
	5
	5
	10
	7







4. Inquests 
There have been 13 inquests concluded between the 1 September and the 23 October 2019. Whilst inquests are initiated out-with of the health board, the graph below identifies the rate of inquests for Cwm Taf Morgannwg since the 1 April 2019: 

Graph 8: 
Inquests 
Since April 2019, there have been 4 Regulation 28s applied to the Health Board by Her Majesty’s Coroner. Two related to midwifery care, the improvements generated are being overseen by the Maternity Improvement Board. A regulation 28 report related to the death of patient detained under the Mental Health Act, has resulted in the development of a policy for the management of opiate dependent patients and training in relation to the electronic record keeping. The fourth Regulation 28 report relates to a delay in the transfer of a patient requiring a neuro surgical review.  The matters of concern raised by Her Majesty’s Coroner relate to the system for making and receiving neurosurgical referrals.  This notice was also issued to the University Hospital of Wales. Welsh Health Specialised Committee are leading on the improvement work. 

4. Patient Safety Solutions 
· ALERTS: this requires prompt action with a specified implementation date to address high risk/significant safety problems. 
· NOTICE: This is issued to ensure that organisations and all relevant healthcare staff are made aware of the potential patient safety issues at the earliest opportunity. A Notice allows organisations to assess the potential for similar patient safety risks in their own areas, and take immediate action. 

The Health Board is currently non-compliant with 1 alert and 3 notices. A summary of these is provided in the table in Appendix 2, along with the actions in place to reach compliance and a revised timescale. 

Performance for all Health Boards and Trusts in Wales can be found at http://www.patientsafety.wales.nhs.uk/safety-solutions-compliance-data 


3. KEY RISKS/MATTERS FOR ESCALATION TO BOARD/COMMITTEE

3.1 A business case has been developed with a focus on strengthening current processes for capturing, analysing and reporting on real time service user feedback. 

3.2 Compliance with the 30 working day target for responding to formal complaints has been highlighted as risk for the Health Board, the actions being taken to mitigate this are described in section 2. 

4. IMPACT ASSESSMENT

	Quality/Safety/Patient Experience implications 
	Yes (Please see detail below)
	
	This report concentrates on quality of care, patient safety, and patient experience.

	Related Health and Care standard(s)
	Safe Care
	
	If more than one Healthcare Standard applies please list below:
The work reported relates specifically to Standard 3.1 Safe and Clinically Effective Care, and Standard 6.3 Listening & Learning from Feedback.

	Equality impact assessment completed
	No (Include further detail below)

	
	Concerns are managed within the framework of Putting Things Right, ensuring that all issues are dealt with equitably. There are no specific implications relating to equity and diversity within this report

	Legal implications / impact
	Yes (Include further detail below)
	
	Concerns are managed in accordance with the National Health Service (Concerns, Complaints and Redress Arrangements) (Wales) Regulations 2013   

	Resource (Capital/Revenue £/Workforce) implications / 
Impact
	Yes (Include further detail below)
	
	Resource implications relate to staff training in concerns management, claims and redress payments.  Also staff resource to enable timely investigation

	Link to Main Strategic Objective

	To provide strong governance and assurance
	Link to Main WBFG Act Objective

	Provide high quality care as locally as possible wherever it is safe and sustainable



5. RECOMMENDATION 

5.1 The Board is requested to 
· DISCUSS and REVIEW this report.


Appendix 1: Summary of the results of Friends and Family Test (FFT) in princess of Wales Hospital April – October 2019 and Real Time Surveys undertaken in September and October 2019.  

FFT in Princess of Wales Hospital:
Patient Experience Feedback (Friends & Family Feedback April 2018 to Oct 2019) 
	Apr-19
	May-19
	Jun-19
	Jul-19
	Aug-19
	Sep-19
	Oct-19

	456
	344
	411
	427
	359
	352
	410



PATIENT EXPERIENCE FEEDBACK:  Labour Ward, week commencing 29/10/19, number of cards received : 14 
WHAT WAS GOOD ABOUT YOUR VISIT?
· All staff extremely helpful and reassuring.
· Care has been fantastic throughout my stay.
· We couldn’t be more happy with the care, midwives and doctors have been amazing.  Special thank you to Cath for delivering our baby boy.  She was amazing and kept me and my husband calm.
· All staff made me feel very safe and well looked after.  Lilly was amazing – gave me all the confidence to deliver my baby, and so kind afterwards.
· All staff extremely helpful.  Thank you to Bec and Cai for fantastic care.
· Excellent care, amazing staff who were so helpful, really made it a positive experience.
· Brilliant staff, very calming and reassuring, cannot thank them enough.
· Staff were wonderful and patient with me even when I was being a pain towards the end.  Not one staff member was unpleasant and made my time as enjoyable as can be.
· All midwives were very helpful and understanding.  They always explained before carrying anything out.
· Been amazing with care.  Nothing too much.
· Extremely supportive midwife on Labour Ward – couldn’t have done it without her.  Thank you !
· All the midwives were amazing.  I couldn’t have done it without them.  Thank you Jess Davies, Karen Rees, Sian Preddy and Sarah. 
· Felt really looked after and cared for.
· Lucy was a fantastic support to myself, partner and daughter after our exhausting induction and E-section
WHAT WOULD HAVE MADE YOUR EXPERIENCE BETTER?
· All went very smoothly today, as my last two experiences -  more than happy.
· Nothing, couldn’t fault the experience – apart from the pain !
· Nothing.
· No DVT, but staff were excellent and made me feel safe and relaxed.
· There was a substantial delay between my arrival on Ward 12 and being assessed.  I was in quite a lot of pain and felt a little like I was left to it.
· Shower was cold, no shower in my room.  Broken.
· Being more informed as we came in at 8 am and were left for hours in a Waiting Room.
· If I had responded to drugs and my epidural had worked
PATIENT EXPERIENCE FEEDBACK, WARD/AREA :  Endoscopy, DATE W/C :  29/10/1, Number of cards received :  22
WHAT WAS GOOD ABOUT YOUR VISIT?
· Courteous, helpful, informative, preserved dignity.  Full explanation and consent.
· Everything was great.
· The staff were amazing and organised as well.
· Professional “a smooth running mature” and team operation. 
· Brilliant staff were very helpful.
· Professional, caring staff – put me at ease as a patient. 
· Everyone so explicit with their time spent with me on my examination.  Thank you.  
· Staff very kind and considerate.
· Good.
· Staff very friendly and helpful.
· Wonderful visit, wonderful staff.
· Very good pleasant staff.
· Couldn’t have had better treatment.
· Everyone was very compassionate and friendly and made me at ease.
· Everyone was very cheerful and helpful.
· The whole experience was carried out with excellent care and attention.  All staff were very caring and friendly and gave you confidence.
· TV, seating, staff.
· The staff were all very good.
· Made one feel extremely relaxed and fall very friendly.  Thank you.
· Staff very friendly and caring.
· Fab staff
WHAT WOULD HAVE MADE YOUR EXPERIENCE BETTER?
· Nothing.






Real-time feedback Prince Charles and Royal Glamorgan Hospitals: 
	Area 
	Number of people who took part 
	Overall score out of 10
	Summary of Feedback
	Examples of  actions taken

	Ward 7 PCH
	80
	7.9
	Some delays with providing assistance to patients, some staff reported as being abrupt.
	Additional experienced staff provided 
Intentional ward rounds introduced
Spot checks by senior nursing staff
Positive Feedback shared with staff.

	A/E RGH 
	92
	8.3
	Delays with waiting times and waiting for test results and prescriptions. 

	Patients kept updated on the waiting times at regular intervals.
Feedback shared with pharmacy. 

	A/E PCH
	82
	7.2
	Delays with staff providing assistance and pain relief.
Dignity compromised when being cared for in a corridor
Lack of refreshments and blankets. 
	Medicine rounds introduced
A room allocated so patients can be transferred to a dedicated area to protect patients dignity
Regular refreshment rounds and staff reminded to continuously check the comfort of patients as they conduct their rounds. 

	Mental Health, RGH
	33
	7.8
	Not feeling involved in care planning   and unclear of care pathway.
	Feedback shared with senior staff.  Patients seen and reviewed daily.   

	Maternity 
	206
	9.6
	Staff treating women and their families with kindness and compassion. 
Treated with dignity and respect
Trust in in the medical and midwifery teams.  
	Feedback shared with the clinical and executive leads immediately.
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Appendix 2: Patient Safety Solutions 

	No.
Patient Safety Alerts & Notices
Name & ID
	Issued
	Progress update & Outstanding Actions 
	Executive Lead
	Deadline for completion & RAG status

	PSA008
Nasogastric tube misplacement: continuing risk of death and severe harm
	22.05.17
	CE strips non marked being used with the agreement of Welsh Government. The conclusion of a Welsh Risk Pool review are awaited.  
	Medical Director 
	30.10.17
In progress

	
	
	
	
	No Anticipated date of compliance as waiting for an All Wales solution.  

	PSN030 
The safe storage of medicines: cupboards
	04.04.16
	A paper identifying the actions taken by the Health Board to mitigate the risk is scheduled for presentation to the Quality & Risk Committee in February 2020.  

	Director of Primary, Community and Mental Health
	26.08.16
In progress

	
	
	
	
	No anticipated date of compliance available due to the requirement of modernisation of all medicines storage across the HB 

	PSN046 
Resources to support safer bowel care for patients at risk of autonomic dysreflexia.  
	23.10.18
	A Standard Operating Procedure is developing. A full progress report will be provided to Board in January, 2020.  
	Director of Nursing, Midwifery & Patient Services  
	29.03.19
In progress

Anticipated date of compliance 
30.09.19

	PSN049 
Tracheostomy Guidelines replaces PSN043

	09.04.19
	Multi-professional organisation wide established overseeing implementation of the plan. Revised guidelines being presented at clinical policies sub group December 2019. Compliance will be revisited January 2020 
	Medical Director 
	01.07.19

Anticipated date of compliance 31.12.19  



Formal Complaints managed through PTR 

Data	
Oct 2018	Nov 2018	Dec 2018	Jan 2019	Feb 2019	Mar 2019	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	20	32	25	44	34	39	25	36	89	98	122	147	115	Mean	Oct 2018	Nov 2018	Dec 2018	Jan 2019	Feb 2019	Mar 2019	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	63.538461538462002	



Response within 30 Working Days

 Within 30 Working days	
43556	43586	43617	43647	43678	43709	43739	0.52	0.68	0.77	0.78	0.88	0.7	0.8	Average	43556	43586	43617	43647	43678	43709	43739	0.73285714285714287	0.73285714285714287	0.73285714285714287	0.73285714285714287	0.73285714285714287	0.73285714285714287	0.73285714285714287	



X-axis	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	1760	1866	1686	2077	1912	1868	2146	Royal Glamorgan Hospital 	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	228	282	223	266	260	285	292	Prince Charles Hospital	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	325	298	239	340	302	326	386	Princess of Wales 	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	408	419	345	400	388	369	403	
Number of Incidents 
Reported 




X-axis	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	27	30	9	17	31	21	19	Inclusive of Bridgend Locality 	
Sep 2018	Oct 2018	Nov 2018	Dec 2018	Jan 2019	Feb 2019	Mar 2019	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	19	16	17	17	18	15	15	27	30	8	17	29	21	19	Excluding Bridgend Locality 	
Sep 2018	Oct 2018	Nov 2018	Dec 2018	Jan 2019	Feb 2019	Mar 2019	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	19	16	17	17	18	15	15	22	21	8	16	25	15	14	



No Surprises

Data	
Nov 2018	Dec 2018	Jan 2019	Feb 2019	Mar 2019	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	2	0	4	0	1	3	5	13	5	6	10	7	Mean	Nov 2018	Dec 2018	Jan 2019	Feb 2019	Mar 2019	Apr 2019	May 2019	Jun 2019	Jul 2019	Aug 2019	Sep 2019	Oct 2019	5.6	5.6	5.6	5.6	5.6	5.6	5.6	5.6	5.6	5.6	5.6	5.6	



Inquests opened	43556	43586	43617	43647	43678	43709	43739	24	18	11	13	19	10	7	Inquests Concluded 	43556	43586	43617	43647	43678	43709	43739	3	8	11	9	4	9	5	
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