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Caroline Saunders
Senior Coroner (Gwent)
Via email: gwent.coroner@newport.gov.uk

Dear Ms Saunders

Regulation 28 Report received by Aneurin Bevan University Health Board
further to the inquest touching on the death of Robyn Chambers which
concluded on 11 July 2025.

Thank you for your Regulation 28 Report dated and received by the Health Board on
24 July 2025. I am writing to provide you with the Health Board’s response, which was
issued following the inquest into the death of Robyn Chambers.

As requested, the information presented below is intended to describe the actions which
have been taken/are being taken by Aneurin Bevan University Health Board to mitigate
the risk of future deaths.

It is acknowledged that the Health Board was experiencing handover delays at all of its
hospital sites on this day. During the previous days, all hospitals within the Health Board
and indeed all hospitals across Wales experienced delays that were in excess of the 15
minutes standard as stipulated in the Welsh Health Circular (May 2016).

The days leading up to the incident on 26 October 2024 saw very high attendances at
the Grange University Hospital (GUH) with activity between 21 - 25 October being the
highest during October, which placed significant additional pressure on services,
particularly within the Emergency Department (ED).

The management team have a number of processes in place to improve flow on a day-
to-day basis. This is managed by the Corporate Site Clinical Operations Team who
ensure that where delays are being experienced that the Health Board’s '‘Emergency
Pressures Escalation Policy’ is actioned, this was the system in place in October 2024.
This document provides clarity on the responsibilities of a wide range of Health Board
colleagues including the Emergency Department, Operational Site Managers, Senior
Divisional Leadership Teams and Executive Directors. This includes the actions that
must be taken to reduce ambulance delays and manage wider system pressures. Please
be assured that the eradication of handover delays over 15 minutes remains a top
priority for the organisation.

In terms of oversight and actions, the Health Board has refreshed its weekly oversight
arrangements and changed the focus to whole system flow with the chair now being
the Chief Operating Officer, with the Chief Executive chairing every fourth week. Input
is also received from the Clinical Executives. These meetings include a clear focus on
the delivery and performance of the Health Board’s Emergency Department and Minor
Injury Units with very clear action plans to mitigate the risk and seek improvements in
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patient flow and ambulance handover delays. Some of the most recent developments
to support improvements in the Emergency Department at GUH specifically include the
following:

e The business case for additional ED Consultants to reduce clinical assessment
times was approved with the Health Board appointing a further 6 whole time
equivalent ED Consultants. All will have commenced their new roles by
September 2025. This will improve assessment and treatment capacity which will
reduce waits and increase throughout of patients.

e A new larger transfer lounge opened in March 2025 which has capacity of 25
spaces (including chairs and beds) which will support flow throughout the day
enabling earlier transfer of patients from the ED department to the relevant ward
areas.

e The new ED extension is due for completion in the next few months which will
offer additional assessment spaces for the clinical teams in addition to improved
patient experience.

In addition to the developments and improvements that directly focus on the
emergency department there is the Six Goals programme of work that has a system
wide focus to avoid unnecessary admissions, improve patient flow throughout the
hospital system and reduce delays in discharges. Some of these are described below,
all of which are expected to improve patient flow, reduce congestion at the ED
department and improve ambulance handover delays.

1. Community Falls Response

a. Implement a consistent 7-day community falls response service in
partnership with WAST

b. Increase utilization of the established falls system navigation pathway to
identify the most appropriate location for initial assessment

c. Develop a process to improve Front door responsiveness for non-injurious
falls patients conveyed to hospital

2. Single Point of Access

a. Delivery of a single point of access navigation hub for health professionals
referring into the health board reducing hand-offs and increasing utilization
of alternate pathways

b. Partner with WAST to embed advanced Paramedic Practioner capacity
within the navigation Hub to undertake assessment of waiting calls and
interventions to prevent unnecessary attendances and admissions
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c. Implement a clinical MDT review of appropriate patients referred into the
single point of access with the aim of identifying appropriate alternative
pathways

3. Frailty

a. Care home programme encompassing the provision of equipment, training
and future care plan development designed to reduce conveyances to
hospital and deliver care closer to home

b. Implement direct access to community beds for appropriate frail patients
thus avoiding admission to an acute setting

c. Aligning community and front door frailty teams to identify frail patients
within the Emergency department and assessment units aiming to enable
discharge home with appropriate support

4. Discharge

a. Embed national ‘optimal hospital flow Framework’ across acute and
community hospitals in Gwent including standardized board round
processes

b. Maximize capacity of the dedicated Transfer & Discharge Lounge at the
Grange University Hospital

c. Development of digital platform to enhance visibility to patient status at
each stage of the pathway, enabling improved patient flow

d. Focus on longest-staying patients via weekly scrutiny panels and improved
system escalation

e. Develop a criteria led discharge approach that uses agreed clinical criteria
to ensure timely and safe discharge

5. Leadership and Culture

a. Strengthened the senior clinical leadership at the Grange University Hospital
to focus on patient flow and handover delays by the appointment of a
dedicated Associate Director of Clinical Operations (Acute Services), ensuring
that ambulance handover delays and subsequent patient flow blocks are
escalated at an appropriately senior level. This includes real time liaison with
the divisional triumvirates and directorates within the Clinical Divisions and
liaison with colleagues across our five Local Authorities.

b. Reviewed our Emergency Pressures Escalation Policy to ensure it aligns with
the NHS Wales Guidance ‘A Framework for Urgent & Emergency Care System
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Escalation’ document. This provides clarity on how, who and when to escalate
delays, issues, and concerns.

c. Implemented the ‘Safe to Start’ agenda, looking at whether clinical wards can
provide a safe environment in which to commence each day. These meetings
commence daily at 08:20 are co-chaired by the Senior Nursing and Operations
teams and provide clarity on each ward’s position so that any issues identified
are resolved in real time and collaboratively.

d. A national Ministerial Action Group is currently working on a national
workstream aiming for no delays over 45 minutes across Wales which we are
hugely committed to. This "Handover 45” workstream mandates that there
will be no over 45-minute delays from November 2025 in Wales. The Health
Board has already commenced a focused initiative based on this approach
early September with early indications of positive progress.

WAST, in conjunction with the Health Boards operate an 'Immediate Release Direction
Protocol” which outlines the principles and processes for the management of immediate
release directions that includes a dynamic escalation process to, as far as possible,
minimise patient safety risk for patients awaiting a response in our communities when
ambulance capacity is reduced or when the time for patient handover at emergency
departments is extended (the handover standard is 15 minutes and considered
extended beyond 30 minutes). Review of the internal Immediate Release Protocol is
being undertaken to ensure compliance with WAST's revised ‘purple’ 999 response.

During 26 October, whilst noting that the Health Board did have significant challenges
with adhering to the nationally agreed 15-minute ambulance handover time, WAST did
not contact the Health Board via approved routes to ask for a vehicle to be released.
The 999 call to attend to Robyn Chambers had been upgraded and coded as an amber
1 response and fell within the provision of the Immediate Release Direction Protocol.
Had this occurred, the Health Board would have endeavoured, as per the protocol to
release a delayed vehicle to respond as requested.

Finally, I would wish to reassure you that the Health Board is rigorously focused on the
reduction of ambulance handovers and the associated risk for patients that these delays
create. As a result of the ongoing work described above, we have already seen signs of
improved performance across a number of key metrics including ambulance handover
lost hours, delays over 1 hour, 12 waits in the emergency department and waits to be
seen by a clinician. Embedding and sustaining the changes through the new Handover
45 project is now the key focus to see sustained improvements in this area. The whole
Executive Team are providing leadership and challenge to addressing this important
issue and it continues to be a top priority for the Health Board.
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I trust that this information reassures you about the Health Board’s plans to improve

ambulance handover delays. However, if you require any further information or
assurance, please do not hesitate to contact me.

Yours sincerely

Nicola Prygodzicz
Chief Executive



