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SBAR REPORT
Sefylifa / Situation
This paper is presented to the Health and Safety Assurance Committee (HSAC) in order to
provide an update on the development of the COVID-19 Staff Investigation Toolkit which is
nearing completion. The toolkit is being developed at an All-Wales level to ensure
consistency when undertaking investigations where staff have a positive COVID-19 result,
and it has been established by the organisation that an investigation is required into
workplace factors.

Cefndir / Background

On 20 May 2020, an All-Wales COVID-19 Risk Management (Staff and Patient) Toolkit
Steering Group was established. This Group originated at the Head of Patient Experience
(HOPE) Network, a collaboration between the Head of Patient Experience from each Health
Board and Trust in Wales, and the Welsh Risk Pool.

The role of the Group is to devise two principle toolkits to provide NHS Wales with one
comprehensive approach to the recording and investigation of incidents relating to COVID-
19 and the virus spreading amongst staff and patients, thereby demonstrating a robust and
comprehensive approach to the management of the risk presented by the virus to staff and
patients. It was agreed that in order to properly monitor and control the virus, a single toolkit
that is accepted across Wales would be the optimal way to approach this.

The focus of this paper is on the staff version of the toolkit which is nearing completion.

Asesiad /| Assessment

The investigation toolkit is comprised of 5 main parts:
e Staff Information;

Timeline of events (14 day period);

Investigation based around 4 key themes;

Findings;

Learning.
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Depending on the nature of the incident, managers are able to use the complete toolkit (i.e.
for staff death or serious illness requiring admission to an intensive treatment unit (ITU)) or
they can select specific aspects of the toolkit for a targeted review of a specific factor. Below
is an overview of each of the 5 parts:

Part 1 — Staff Information

The purpose of this section is to capture staff demographics which will help to inform the
investigation. This part of the investigation should be completed within 48 hours of the staff
incident being reported. The Lead Investigator can delegate completion of part 1 to the staff
member’s line manager. This section of the investigation toolkit can also be used in isolation
to support other COVID-19 related incident investigations.

Part 2 — Timeline of Events (14 day Period)

It is essential that a timeline is completed to identify, wherever possible, exposures to the
COVID-19 virus. The timeline should include14 days from the date symptoms were reported
(or where this is not known, the date of diagnosis or date of death). The Lead Investigator
will complete the timeline with support from relevant staff. This part of the investigation
should be completed within 5 days of the staff incident being reported. Any exposures and
risks identified from the timeline will be included in the investigation analysis.

Part 3 - Investigation

The investigation element of the toolkit has been themed around 4 key areas:
* Environment;

* Personal Protective Equipment (PPE);

* Information;

» Support.

A series of investigation questions have been identified from the World Health Organisation
(WHO) guidance and supporting material contained within “coronavirus disease (COVID-19)
outbreak: rights, roles and responsibilities of health workers, including key considerations for
occupational safety and health”. The questions will identify care or service issues, including
the use and availability of PPE. Depending on the nature and severity of the incident, the
investigator may identify a need to investigate against all themes, or relevant themes only.
This part of the investigation should be completed within 7 days of the incident being
reported.

Part 4 - Findings

The information identified and obtained during parts 1-3 of the investigation will provide the
basis of the final analysis which will include areas of good practice and any care or service
delivery issues. The findings should be presented against each of the 4 key investigation
themes. This needs to be completed by day 9 of the investigation.

Part 5 - Learning
An action plan should be produced to capture any recommendations and actions from the
investigation.

Within the toolkit there are two additional resources; a PPE Self-Assessment and a Risk
Assessment, which are outlined below.

PPE Assessment

Whilst not forming part of the investigation, a PPE Self-Assessment Audit has also been
developed which can be completed by staff members following exposure to COVID-19
patients. The PPE Self-Assessment can be completed with appropriate staff to help
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determine whether an incident has occurred. The findings from the PPE Self-Assessment
will identify whether further investigation should be undertaken.

Risk Assessment

A generic COVID-19 Risk Assessment template has been developed to enable the
organisation and service areas to complete an assessment relating to the Infection
Prevention and Control (IPC) measures in place during the pandemic and to identify
management of risks.

Although the final version requires approval by the Hope Network, a number of Health Boards
in Wales have been using the draft version when a staff death or serious iliness requiring ITU
has occurred, and the HDdUHB will be adopting the same approach.

Argymhelliad / Recommendation

For the Health and Safety Assurance Committee to note the development of the COVID-19
Staff Investigation Toolkit.

Amcanion: (rhaid cwblhau)
Objectives: (must be completed)

5.8 Ensure there is a process of review of findings of
safety management system audits and seek assurance
that corrective actions are put in place.

N/A

1.1 Health Promotion, Protection and Improvement
2.1 Managing Risk and Promoting Health and Safety
7.1 Workforce

Focus On What Matters To Patients, Service users, Their
Families and Carers, and Our Staff

2. Living and working well.

2. Develop a skilled and flexible workforce to meet the
changing needs of the modern NHS
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http://www.wales.nhs.uk/sitesplus/documents/862/WBFGA%20Annual%20Report%202018-2019%20English.pdf
http://www.wales.nhs.uk/sitesplus/documents/862/WBFGA%20Annual%20Report%202018-2019%20English.pdf
http://www.wales.nhs.uk/sitesplus/documents/862/WBFGA%20Annual%20Report%202018-2019%20English.pdf

Gwybodaeth Ychwanegol:

Further Information:
COVID-19 Staff Investigation Toolkit

Contained within the body of the report

Information provided via the All Wales COVID-19 Risk
Management (Staff and Patient) Toolkit Steering Group
and the Hope Network.

Effaith: (rhaid cwblhau)
Impact: (must be completed)

No expected impact.

N/A

No adverse impact for the investigating of an incident.

Risk mitigation in place in terms of PPE, safe systems of
work and safe environments.

RIDDOR
Health and Safety at Work Act 1974
Management of Health and Safety at Work Regulations

Potential for political or media interest following staff
death.

N/A

Has EqIA screening been undertaken? No
Has a full EqIA been undertaken? No
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