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Management of Serious Incidents at ABMU Health Board
Identification of the quality & safety arrangements across the Health Board in relation to the management of
SI's and how these provide the Board with assurance










The senior management teams in the six operational Units' collective governance, and the structures and
processes that underpin the management and investigation of Sl's

Recommendation 2 : The
organisation's framework for
managing Serious Incidents
should be reviewed and
strengthened with a view to
ensuring consistency of
approach and quality across
the Health Board. Particular
consideration should be given
to ensuring that:




The Mental Health & Learning Disability Unit's
methodologies and processes for investigation
and assuring Sl's should be consistent with the
HB's S| processes, and should involve other
services where appropriate.




Recommendation 3: The
organisation should review and
strengthen its provision of
training and support for staff
involved in Sl investigation,
from leading and being
involved in the investigation
process through to quality
assurance and scrutiny of
reports and action plans.










The risk management processes in place to ensure that risks to patient safety are minimised




Recommendation 8: Further
work is required to address
risks concerning the safety
culture within Morriston Unit’s
theatres and the interface with
the Trauma & Orthopaedics
department. The work should
include OD approaches and
cross professional boundaries
ensuring a whole system
approach involving all staff.

NE investigations demonstrate that the themes
and trends identified were related to systemic
issues. It was clear from the DU review that
whilst clinical staff were working hard to deliver
the best outcomes for patients the lack of an
effective managerial response to these
systemic issues was not resulting in sufficient
timely improvement to patient safety. A
Theatres Improvement Plan and separate
nursing workforce redesign work are underway
but it was evident that more work needs to be
done with an increased pace to foster a better
‘safety culture’[1] in Morriston theatres.



The systems and processes in place, including monitoring, to ensure that there is learning and improvement
from Sis that results in organisational wide sustained improvements in patient safety and quality of care




Recommendation 9: The
Health Board should develop
an organisational learning
strategy. The strategy should
clearly demonstrate how the
learning from Concerns is
disseminated across the
organisation and how the
Board assures itself that
actions are implemented to
completion and are being
sustained.

Recommendation 10: The
Health Board should review
and strengthen its approaches
to corporate support.







