Enabler
[} Goal Method Action Assignee Name Start date | Due date |Last updated Stats Dependent on Desired outcome s
\We Wil review our processes for working vilh | Implementation of Duty of Candour Assistant Head of Concerns Ste Ford 0U042023 | 31/03/2024 On-track Tmproved patient experience Delivery
patients and their families when things go of Duty
urong, . ensure that incidents involving the of
SRC101 Learning from patient safety incidents. [y v ety womens e e om rom e Candour
patientfamiy perspective and they have a
ey and clear point of contact
We wil review and strengihen our Review of process and paper 10 PSC Assistant Head of Goncerns Nicoia Anthony 0042023 | 31/03/2025 Not started Improved organisational learming and patient safety
Learning from patient safety incidents |arangements forlearming from serious
e
will adopt an open o biame' approach | Review of process and paper to PSC. ‘Assistant Head of Concerns Nicola Anthony 0U042023 | 31/03/2025 Not started improved organisational learning, patient safety and staff
. » " © et bvestgaion and lseriog n order experience
Learning from patient safety incidents [0 aiiicre oot e o 0% 1
marovement
We will contrbute to national work (o ensure. | Contribution to and roll out of national | Assistant Fiead of Risk and Asurance. Neil Thomas OUow2025 | 0310412024 Not started
that there are effective incident reporting system Primary Care
Learning from patient safety incidents | gu2 e e antracors v v
We wil coniinue 10 focus on encouraging | Timely management of incidents in fine | Assistant Head of Risk and Assurance, Neil Thomas 01042024 | 31/03/2025 Not started Timely learning from incidents in order to promote improved
incident reporting and systematic incident with HB process atient saf
Learning from patient safety incidents | analysis, implementaiion of risk reduction s P Y
jons
We wil review evels of reporing lower levels | Review of incidents against national Chair PSC Group Heidi Maggs OU0H2025 | 31/03/2026 Not started
Learning from patient salety incidents | masys oo res o e e snsy | P1OMle: rgetted programmes within
increasing (hese rates i ine wihnation areas of low incident reporting
Preventing Peri-operative Never Events | We wil sustain 95 per cent compiiance n the| Monitoring of WHO compliance thiough | | Service group medical directors Mark Ramsey, Dougie Russel |0UO42023 | 31/0312024 On-track Improved patient outcomes
SRC102 use of the WHO surgical safety checkist audit and incident review (Morriston, NPTSSG)
Preventing Peri-operative Never Events | 2610 peprocedure never events for a year Incident monitoring and audit ‘Assistant Head of concerns Nicola Anthony 010472024 | 31/03/2025 Not started Improved patient outcomes
Medicines safety including at the point [We wil set a target for the number of Target developped, method of Head of Imegrmeﬂ Medicines Judith Vincent 01/04/2023 31/03/2024 Not started Improved patient outcomes
SRC108 transfer of care (medicines patents vit referred for agreed, d Head of Primary Care
optimisation) a post discharge community pharmacy with Community Pharmacies
review
Medicines safety including at the point | We vil achieve the farget we have set for | Report o Medicines Management Board Head of Primary Care Judith Vincent 0042024 | 31/03/2025 Not started Improved patient outcomes
transfer of care (medicines post discharge community pharmacy review
Medicines safety including at the point | ‘Get it velop an approach o Programme developped Head o Integrated Medicines ‘Alan Clatworthy OUow2025 | 3110372024 On-track Improved patient outcomes
transfer of care (medicines ensure patients receive their Parkinson's anagement
edicines within 30 minutes of ¢
optimisation) prescibed time
Medicines safety mcludmg atthe point | Delver on Get it on Time Programme delivered Head of Integrated Medicines ‘Alan Clatworthy 0042024 | 11/04/2025 Not started Improved patient outcomes
(ransﬁer of care (m
Medlcmes safety including at the point ide iving high risk | Devels 1t of local processes for ‘Service group nursing and medical Judith Vincent 01/04/2024 31/03/205. Not started Improved patient outcomes
transfer of care (medicines ‘medicines (such as insulin) resulting in gaining assurance within service groups directors
o moderate or severe harm
Medicines salety including al the point | Ulleaon of e et prescrng and [ Reporing no Medicines Managemert Head of Integrated Medicines Judith Vincent 0U0W2025 | 31/03/2025 On-track Improved patient outcomes
transfer of care (medicines edcings admiitraion systen o aud and Board
improve he qualy of meciones
optimisation) management across the Health Board
Understanding, measuring and reducing We wil dentiy the (op ten casues of aduli | Development of ortalty acton plan | Deputy Execulve Medcal Drecir Raj Krishnan OUGWZ0ZS | 1410412024 On-track Improved patient outcomes
SsrC104 patient mortality mortlity:; from this we wil devieop leaming | based on top 10 themes. Feedback fro
o support and enhance our patietns safety | learning into Patient SMe(y Congress
and quality improvement programimes broaramme
Understanding, measuring and reducing Review our matemal and neo-natal mortaliy | Development of local processes for Deputy Executive Medical Director Raj Krishnan Sue Jose. 01042023 | 15/04/2024 On-track Improved patient outcomes
patient mortality data and use this 1o develop a safety and | gaining assurance within Service groups.
quality improvement programme
Understanding, measuring and reducing Delvery of the maternal and neo-natal m Development of QI workstreams | Service group medical director, Deputy Raj krishnan Sheena Morgan 01042024 | 31/03/2025 Not started Improved patient outcomes
patient mortality orlaty safety and quality mprovement resulting from review of mortality Head of Quality and Safety- Maternity
programme information o-n
Understanding, measuring and reducing el o of Gt Wi ment Review of deaths presented within Medical director- MH and LD Richard Maggs 0042023 | 31/03/2024 Not started Improved patient outcomes
patient mortality health s ser
Understanding, measuring and reducing Developmem m ‘safety and improvement Development and delivery of Medical director- MH and LD Richard Maggs 01/04/2024 31/03/2025 Not started Improved patient outcomes.
patient mortality rogramme based on aulcome of e reiew improvement programme
Understanding, measuring and reducing Tremate o Vi o Geals Wi eang Review of deaths presented within Medical director- MH and LD Richard Maggs 01042023 | 19/04/2024 Not started Improved patient outcomes
patient mortality disabiliy ser o
Understanding, measuring and reducing Development m sa!ely ‘and improvement Development and delivery of Medical director- MH and LD Richard Maggs 01/04/2024 31/03/2025 Not started Improved patient outcomes.
patient mortality programme based on outcome of the review improvement programme
Dis
Tmpraving outcomes and Tearming from |55 percent of reevant pubIhed NICE | Process for eview and drsseminaion i | Deputy Executve Medical Director T Kiishnan TUoTZE | 310312024 Not siarted improved paient outcomes
SsRC105 National audits, registries, confidential quidance will be formally reviewed place
enquiries and PROMs Health Board within 90 days of publication
Improving oulcomes and learning from W wil develop and Pp Deputy Executive Medical Director raj krishan 01042024 | 31/03/2025 Not started Improved patient outcomes
National audits, registres, confidential systems for identitying and monitoring
enquiries and PROMs complance with national guidance
Improving outcomes and learning from Al Ginical sevices (at sub-specially vel) | Audits completed and leaming shared ‘Senvice group medical directors Sharron Ragbetl 0042023 | 31/03/2025 On-track Increased assurance and learing
National audits, registries, confidential wil partcipate regularty n clinical audit
enquiries and PROMs (measured by registered cinical audit activity
each 9)
Using data and benchmarking intelligence to | To develop a qualty dashboard for the Development and launch of dashboard Business Intelligence Partner Dai Willams OTI04/Z025 | 31/08/2024 On-track increased use of data to support patient safety and outcomes,
SRC106 understand variation in outcomes. organisation and service groups that give
people Ive access (0 the qualty information
they need
Using data and Review the Torthe | Review of quality measures across HB | Head of Performance and Finance & ‘Angharad Higgins 0UCHZ2023 | 31/03/2025 On-track Improced data quality (o inform decision making

understand variation in outcomes

generaton and reportng of qualiy.
experience, outcome and effect

ot o prowis rtable, sccurat and mely
information on the qualty of our care

to support Duty of Quality

Head of Quality and Safety




