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	Meeting Date
	
	Agenda Item
	

	Report Title
	Strategy Implementation Plan Update

	Report Author
	Angharad Higgins, Head of Quality & Safety

	Report Sponsor
	Lesley Jenkins, Acting Deputy Director of Nursing

	Presented by
	Angharad Higgins, Head of Quality and Safety

	Freedom of Information
	Open 

	Purpose of the Report
	To provide an updated position on all actions within the Quality Strategy, which have been revised in line with the findings of the Internal Audit report on our Quality Management System.

	Key Issues



	· Plan revised following Internal Audit report
· Action leads contacted to ask for updates
· Management Board approval on 4.7.24 of whole plan updates going forward
· Format of plan under review to facilitate easier updating


	Specific Action Required
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· Note to contents of this report
· Be assured by the progress noted





QUALITY STRATEGY IMPLEMENTATION PLAN UPDATE- JUNE 2024

1. INTRODUCTION

The Health Board quality Strategy was launched in March 2023, following a period of organisation and stakeholder engagement. 
Delivery of the strategy is supported by a 5 year implementation plan, focussed around the four key quality ambitions set out in the strategy, namely:
· Safe and Reliable Care
· An Organisation Our Patient and Communities Can we Proud Of
· Empowered Staff
· High Quality Services Now and in the Future
Actions within the implementation plan were identified by service leads and reflect those set out within service group and specialty work-plans. Updating the implementation plan is co-ordinated by the Corporate Quality, Safety and Improvement Team. Delivery of the plan is undertaken at service level.
An internal audit review of the Health Board’s Quality Management System was undertaken in March 2024 and reported in June 2024. This report made the following recommendations

	Recommendations
	Priority

	2.1a

2.1b
	The Quality Strategy Implementation Plan should be reviewed and redesigned to focus on improvement goals that are relevant and achievable. 
The Implementation Plan should 
incorporate SMART criteria to define success and provide realistic timescales for delivery. 
	High

	2.2
	Performance reporting of deliverables within governance arrangements should provide effective oversight of progress with delivery of the Implementation Plan that clearly defines risks and enables prompt action to be taken where issues are escalated. 


	Medium

	Agreed Management Action
	Target Date
	Responsible Officer

	2.1a 
[bookmark: _GoBack]
2.1b
	To have a thorough review of the Goals and Actions within the Quality Strategy Implementation plan and bring an update in July for Q&S Group.
 The review to use SMART criteria in order to clarify realistic timescales and      successes

	July 2024

	Head of Q&S / Deputy Head of Q&S/ Acting Project Lead



	2.2
	 Performance reporting of deliverables should clearly identify progress, risk and actions. Implementation Plan documentation to be reviewed and adjusted to address this.
	July 2024
	Acting Project Lead



Management Board received a paper in July 2024 that described how the implementation plan required a ‘top to toe’ review in order to ensure SMART targets and clear ownership of actions.

2. BACKGROUND

The current strategy has been reviewed by the Quality, Safety and Improvement Team and designated leads within the plan. A full breakdown of the plan is included as Appendix 1.

The status of actions is as follows:

	
Quality Ambition

	No updates Received
	Actions Completed
	Actions Not Started
	Actions On-Track
	Actions Off-Track
	Comments

	Safe & Reliable Care

	
4
	2
	-
	13
	7
	

	An Organisation Our Patients & Communities Can Be Proud Of
	
3
	7
	7
	1
	0
	

	
Empowered Staff
	
1
	6
	-
	5
	0
	

	
High Quality Services Now & in the Future
	2
	1
	1
	4
	0
	



Off-track actions are listed as follows

      

1
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Safe and Reliable Care   



   




3. GOVERNANCE AND RISK ISSUES

There is a risk of non-achievement of the health board’s strategic objectives which is detrimental to the quality of service delivery. This risk is amplified by a lack of recent updates against aspects of the implementation plan and unclear ownership for some actions within the plan.

The Quality, Safety and Improvement Team are undertaking the following actions to improve governance and reduce risk around the Quality Strategy Implementation Plan:

· Contact all leads individually to ask for timely review of their actions
· Quarterly ‘whole plan’ updates to QSG
· Revision of the reporting tool to include risks to delivery

4. FINANCIAL IMPLICATIONS

There are no direct financial implantations related to this report.

5. RECOMMENDATION

The Board/Committee is asked to note the report.




	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☒
	
	Co-Production and Health Literacy
	☒
	
	Digitally Enabled Health and Wellbeing
	☒
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☒
	
	Excellent Staff
	☒
	
	Digitally Enabled Care
	☒
	
	Outstanding Research, Innovation, Education and Learning
	☒
	Health and Care Standards

	(please choose)
	Staying Healthy
	☒
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☒
	Quality, Safety and Patient Experience

	

	Financial Implications

	None identified


	Legal Implications (including equality and diversity assessment)

	None identified 


	Staffing Implications

	None 


	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	The Quality Strategy includes a long term view for the quality and safety of our services.

	Report History
	Quality and Safety Group July 2024

	Appendices
	Appendix 1- Quality Strategy Implementation Plan
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Understanding, measuring and reducing 

patient mortality

Thematic review of deaths within mental health services Review of deaths presented within service group 01/04/2023 31/03/2024 Off-track

Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. 

Mortality themes reviewed through mortality review process and improvement plans developped from these.

Understanding, measuring and reducing 

patient mortality

Development of safety and improvement programme based on outcome of 

the review M/H

Development and delivery of improvement programme 01/10/2023 31/03/2025 Off-track

Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. 

Mortality themes reviewed through mortality review process and improvement plans developped from these.

Understanding, measuring and reducing 

patient mortality

Thematic review of deaths within learning disability services

Review of deaths presented within service group. Review findings from MH and 

LD to be presented to QSG in January 2024 

01/04/2023 19/04/2024 Off-track

Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. 

Mortality themes reviewed through mortality review process and improvement plans developped from these.

Understanding, measuring and reducing 

patient mortality

Development of safety and improvement programme based on outcome of 

the review L/Dis

Development and delivery of improvement programme 01/10/2023 31/03/2025 Off-track

Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. 

Mortality themes reviewed through mortality review process and improvement plans developped from these.

Learning from patient safety incidents

We will contribute to national work to ensure that there are effective incident 

reporting systems in place for independent contractors

Contribution to and roll out of national system. Status report to be presented to 

PSC Group in January 2024

01/04/2023 03/04/2024 Off-track Dependant on national work. Meeting arranged with service group to discuss.  

Medicines safety including at the point  We will set a target for the number of patients with complex medicines  Target developped, method of measurement agreed, communication with  01/04/2023 31/03/2024 On-track Community Pharmacy DMR project is progressing, the year on year improvement is currently demonstrating a 9% increase in the volume of patients 

Using data and benchmarking intelligence 

to understand variation in outcomes

To develop a quality dashboard for the organisation and service groups that 

give people live access to the quality information they need

Development and launch of dashboard Bi monthly dashboard updates to report to 

QSG form December 2023

01/04/2023

31/03/2024

Off-track

Contacted 07.03.24 for updates Bi monthly dashboard updates to report to QSG form December 2023. July 20204 update: other work (TI 

dashboard) has been prioritised over the QSI dashboard

Using data and benchmarking intelligence 

to understand variation in outcomes

Review the current arrangements for the generation and reporting of quality, 

experience, outcome and effectiveness in order to provide reliable, accurate and 

timely information on the quality of our care

 Review of quality measures across HB to support Duty of Quality

01/04/2023 31/03/2025 Off-track July 2024 update: National Beacon dashboard in place and to be reported to QSC. Delays in development of local dashboard affecting progress
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1. Safe & Reliable Care
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																																																																						Nicol

																																																ID		Column1		Goal		Method		Action		Start date		Due date		Last updated		Status		Dependent on		Column2		Desired outcome		Enablers		Update

																																																		A1		Learning from patient safety incidents		We will review and strengthen our arrangements for learning from serious incidents. 		Review of process and paper to PSC•	Learning from Serious Incidents: SBUHB scoping review to be presented to PSC in December 2023: Lead Charis Jones		4/1/23		3/31/25		7/4/24		On-track						Improved organisational learning and patient safety		WRP national programme on LFER		National work to review LFER process underway. Guidance due April 2024.Learning from Serious Incidents: SBUHB scoping review to be presented to PSC in December 2023: Lead Charis Jones

																																																		A2		Learning from patient safety incidents		We will adopt an open ‘no blame’ approach to incident investigation and learning in order to achieve a more restorative approach to improvement		Review of process and paper to PSC		4/1/23		3/31/25		7/4/24		On-track						improved organisational learning, patient safety and staff experience		WRP national programme on LFER		National work to review LFER process underway. Guidance due April 2024. July 2024 update: National framework developped, QSC approval for SBUHB to devleop local process. Meeting set for August 2024 to agree local process. date 

																																																		A3		Preventing Peri-operative Never Events		Zero peri-procedure never events for a year		Incident monitoring and audit		4/1/24		3/31/25		7/4/24		On-track						Improved patient outcomes				July 2024: monthly update to QSG. Learning from Never Events congress held. No new NEs since April 2024

																																																		A4		Medicines safety including at the point transfer of care (medicines optimisation)		We will achieve the target we have set for post discharge community pharmacy review		Report to Medicines Management Board		4/1/24		3/31/25										Improved patient outcomes				July 2024: Meeting aranged with PCCT to discuss progress

																																																		A5		Medicines safety including at the point transfer of care (medicines optimisation)		Deliver on Get it on Time		Programme delivered		4/1/24		4/11/25										Improved patient outcomes				July 2024: Email to lead to confirm status

																																																		A7		Understanding, measuring and reducing patient mortality		Thematic review of deaths within mental health services		Review of deaths presented within service group		4/1/23		3/31/24		10/12/23		Off-track						Improved patient outcomes				Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. Mortality themes reviewed through mortality review process and improvement plans developped from these.

																																																		A8		Understanding, measuring and reducing patient mortality		Development of safety and improvement programme based on outcome of the review M/H		Development and delivery of improvement programme		10/1/23		3/31/25		10/12/23		Off-track						Improved patient outcomes				Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. Mortality themes reviewed through mortality review process and improvement plans developped from these.

																																																		A9		Understanding, measuring and reducing patient mortality		Thematic review of deaths within learning disability services		Review of deaths presented within service group. Review findings from MH and LD to be presented to QSG in January 2024 		4/1/23		4/19/24		12/6/23		Off-track						Improved patient outcomes				Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. Mortality themes reviewed through mortality review process and improvement plans developped from these.

																																																		A10		Understanding, measuring and reducing patient mortality		Development of safety and improvement programme based on outcome of the review L/Dis		Development and delivery of improvement programme		10/1/23		3/31/25				Off-track						Improved patient outcomes				Formal update to plan requested by 26.7.24. Improvement board in place and meeting in September 2024. Learning from events process in place. Mortality themes reviewed through mortality review process and improvement plans developped from these.

																																																		101-2		Learning from patient safety incidents		We will contribute to national work to ensure that there are effective incident reporting systems in place for independent contractors		Contribution to and roll out of national system. Status report to be presented to PSC Group in January 2024		4/1/23		4/3/24		12/6/23		Off-track								Agreed process to dedicate services in datix for capture of Independant Contractor incidents. Ongoing work to clear legacy incidents starting.		Dependant on national work. Meeting arranged with service group to discuss.  

																																																SRC103		103-1		Medicines safety including at the point transfer of care (medicines optimisation)		We will set a target for the number of patients with complex medicines referred for a post discharge community pharmacy review		Target developped, method of measurement agreed, communication with Community Pharmacies.:  report to be presented to PCCT QSI Group by March 2024		4/1/23		3/31/24		12/6/23		On-track						Improved patient outcomes				Community Pharmacy DMR project is progressing, the year on year improvement is currently demonstrating a 9% increase in the volume of patients accessing the service. July 2024: Meeting arranged with PCCT to get further update

																																																		104-2		Understanding, measuring and reducing patient mortality		Review our maternal and neo-natal mortality data and use this to develop a safety and quality improvement programme		Development of local processes for gaining assurance within service groups report to QSG March 2024		4/1/23		4/15/24		12/6/23		On-track						Improved patient outcomes				Contacted 07.03.24 for updates report to QSG March 2024

																																																SRC106		106-1		Using data and benchmarking intelligence to understand variation in outcomes		To develop a quality dashboard for the organisation and service groups that give people live access to the quality information they need		Development and launch of dashboard Bi monthly dashboard updates to report to QSG form December 2023		4/1/23		3/31/24		12/6/23		Off-track						increased use of data to support patient safety and outcomes		Beta version launched July 2023		Contacted 07.03.24 for updates Bi monthly dashboard updates to report to QSG form December 2023. July 20204 update: other work (TI dashboard) has been prioritised over the QSI dashboard

																																																		106-2		Using data and benchmarking intelligence to understand variation in outcomes		Review the current arrangements for the generation and reporting of quality, experience, outcome and effectiveness in order to provide reliable, accurate and timely information on the quality of our care		 Review of quality measures across HB to support Duty of Quality		4/1/23		3/31/25				Off-track						Improced data quality to inform decision making		National dashboard revised and being launched 23.10.23		July 2024 update: National Beacon dashboard in place and to be reported to QSC. Delays in development of local dashboard affecting progress





An Organisation our Communities



										QUALITY STRATEGY PLAN 2023 - 











				ID		Column1		Goal		Method		Action		Assignee		Name		Start date		Due date		Last updated		Status		Dependent on		Desired outcome		Enablers		Update

				PIO201				Creating new opportunities for patient and public involvement		We will create a range of new opportunities for people to be involved and create a Patient Experience Framework that support this strategy. It will include new opportunities such as:
-       Becoming subject experts and inputting to how we plan and deliver care
-       Working with the Bevan Advocate programme to promote community health leaders
-       Working with Community Health Council and Citizen's Voice body to listen to patients
-       Developing a toolkit of support for people who want to be engaged in our work and making this support available to all who need it
-       Providing public information on what we have done as a result of feedback, at local and health board wide levels
-       Developing tools to engage with people who have distinct needs       
-       Working with Bay Youth to listen to young people’s feedback and will develop tools to engage with children accessing our services        
-       Continuing to develop the role of our Involvement Network as the ‘go to’ way for communities of interest to engage with us 


		Development of framework		Assistant Director of Insight, Engagement and Fundrasing and Patient Experience Manager		Jo Abbott-Davies		4/1/23		3/31/25		7/5/24		On-track				Increased community engagement in work work				July 2024: comnpletion date revised to reflect range of work underway within DICE to increase engagement

								Creating new opportunities for patient and public involvement		Developing and testing a ‘patient governor’ model in 2024, in order to strengthen our relationship with the community that we serve.		Development of proposed model and test		Assistant Director of Insight, Engagement and Fundraising		Jo Abbott-Davies		4/1/23		4/1/24								Increased community engagement in work work

								Creating new opportunities for patient and public involvement		Delivering a programme of events and ‘Big Conversations’, including key questions about how we can best serve our population				Big Conversation Project Lead		Julie Lloyd		4/1/23		3/31/24								increased staff engagement in quality

				PIO202				Improving how we communicate with patients and their families		Working with patients and partners to develop a set of quality standards for communication with patients and their families				PSEG chair and Patient Experience Manager		Jo Abbott-Davies		4/1/23		3/31/24				On-track				Improved patient experience				Chased 06/12/2023

								Improving how we communicate with patients and their families						Informatics		Sue Moore & Ceri Gimblette		4/1/23		3/31/24		6/18/24		Off-track				increased patient activation				Update 18/06 - Deidre Roberts
Uptake of the Swansea Bay patient portal: we are in discussions with the SDG’s re adoption rates with a view SDG’s agree their adoption rates and confirm same with digital. Can that action be attributed to SDG leads please. I am copying Sue and Ceri who have been involved in these discussions.

								Improving how we communicate with patients and their families		We will develop a model of PALS that is accessible to all of our patients, including the introduction of E-Pals and a PALS model for patients in primary care and community services		Development of proposed model and test		Chair PSEG		Hazel Powell		4/1/23		3/31/25				Not started				Increase in concerns resolved through early intervention				PALS service to be included withi wider review of QS structures across HB. July 2024- timescale revised

								Improving how we communicate with patients and their families		We will review our interpretation services and develop a plan for improvement		Review complete and plan in place		Assistant Director of Insight, Engagement and Fundraising		Jo Abbott-Davies		4/1/23		3/31/25				Not started				Improved patient experience and outcomes				Chased 06/12/2023

				PIO203		203-1		Improving the Experience of Patients and their Families		We will build upon our current ‘You said/ We did’ system of how we let people know how we have acted on their feedback and will make improvements to our systems to provide more specific information in real time		Service Group to provide PE with You Said We did monthly updates		Patient Experience Manager & service group leads		Marcia Buchanan/ Suzanne Holoway/Jayne Hopkins/ Claire Lewis/ Marie Willimas		4/1/23		3/31/24		12/20/23		Completed				Increase community confidence in HB		PALS and Q&S manager s		11/03/24 Updte MB: Met with Morrisotn PALS and Christina Page and Sue ford on 1st March 2024,  they are aware of the alerts coming in, and close them down when they have a chance.  We have started to place You said we did in the mothly service groups report, to highligt the changes we know of.  We can only report if the actions are closed by PALS.  This is the bottle next as not all activitly from PALs is recorded in DATIX.  We have started a ring around to ask PALS for any closeures in actions. on 7th March Singleoton and NPT PALS and Amanda knight discussed the closeures of the actions,  agian it was highligted that there was no time to populate the Datix module.  They use the poor comment report we give them but they have no time to look through and compete the actions ( form.  We have now offered a weekly ring round to NPT and Singleton to close all alerts.  
Contacted 07.03.24 for update System for public facing information developped                                                                                                                                                                                                                   (Updated 04/10, we rely on ward areas ,PALS to inform us of the your said we did. This needs to be strengthened.                                                                                                                                                 (updated 20/12) November 23 set up mothly meeting with PALS  to discuss issues,  introduced you said we did template.  ONly 2 pals Emma and Lisa as Morrisotn only have 1 left and they are on leave until Jan 24.


						203-2		Improving the Experience of Patients and their Families		We will improve the overall rating of quality of care, to consistently scoring over 90% in both the Friends and Family test and the All Wales NHS Patient Questionnaire and any successor versions		Monitoring of month service group reports and highlighting low performing areas		Patient Experience Manager in partnership with service group leads		Marcia Buchanan/ Suzanne Holoway/Jayne Hopkins/ Claire Lewis/ Marie Willimas		4/1/23		3/31/24		10/5/23		Completed				Improved patient experience				11/03/24/MB Updated: We provide monthly services group reports and performace figures these are evidence that SBU and service groups during the last 12 months have not been below 90%,  average overall score is 92%,  this is way above (the unofficial 85%).  SContacted 07.03.24 for update  F and F and successor score reports at end of year (Updated 04/10, Benchmark score is set at 85% and we consistantley achive this score, Service groups review monthly feedback /heatmap idenfies areas for improvement

								Improving the Experience of Patients and their Families		Develop systems for patients to report safety incidents		Model to be developped and tested		Assistant head of risk and assurance		nicola anthony		4/1/24		3/31/25								Improved patient experience and outcomes				Mechanism already exists in that patients can alert HB to incidents affecting them via complaint process. If an aspect of a complaint identifies a potential incident then the manager of the area should review and if an incident has occurred he/she should establish whether it is already recorded in Datix - and if not, add as a new incident and manage accordingly. Feedfback to the patient would be via the response associated with the complaint.

						203-3		Improving the Experience of Patients and their Families		We will review and strengthen feedback mechanisms for patients accessing or seeking to access Primary Care services, and community services and how this feedback is reported and used within the organisation				Patient experience manager in partnership with PCCT		Jo Abbott-Davies, Marcia Buchanan, Claire Lewis		4/1/23		3/31/24		1/1/24		Completed				Improved patient experience		Working with PC teams and IT and PIMS specialist.  areas are being mapped and there is steady progress.  I see this contiunuing during 2024/20205.    We can put this to Green but it is ongoing.		11/03/24 MB Update: The implementation of WPAS & SMS to be linked to thePIMs and PIMS+ Primary care areas is continuing.  We ahve weekly meetings with PC teams and discuss mapping, Alerts, Push Reports, ect We also report monthly to P&C group report on our progress. We have Road map for services to bring on board.  IT are working with us to support the implementation we are not ble to move forward with our there suppot and time.  It will take time. The New areas being brought on are: Heart Failure Service, healthy Bladder and Bowel service. Orthotic and Podiatry.  We see this work being carried forward to 2024 - 2025.  This is duto the Multi team who all need to be involved to get the SMS set up.                                                                                                                                                                                                                                                                                        Contacted 07.03.24 for update  
(TM) - Jan 24 -  Upate on action requested for PSE Meeting Feb 24.  mail request sent 16/01
Development of feedback routes (updated MB 04/10, Pilot with PC and SALT re Pims and Pims+ to link with SMS automated feedback capture.  Will start end Oct 2023.  With the aim all PC onboard by new financial year.
Further Update:
17/01/2024 (MB) - We meet monthly with PC Stakeholders, re Pims and SMS.
We have asked the PC for a list of all the services who would like to get be set up with SMS functionality and a contact names, from there we can develop a plan.

The pilot was first SALT.

Just so you are aware we meet with Judith (weekly) from SALT who has just given Stella (our PIMS IT PC specialist) the rest of the teams that she would like to get on board so we are hoping after this week (19th Jan 2024) SALT will be fully complete and up and running to receive SMS.

We have emailed Louise Barraclough and Sally Bloomfield to meet next week (23rd Jan) with Stella to get their services, mapped, scripted and linked to SMS which will hopefully be done by the end of January.

Please be aware Stella is the only IT PIMS PC specialist person working on this piece of work with us. She has other work and deadlines herself.   This progress will be steady but slow and hugely governed by Stella and her availability.


						203-4		Improving the Experience of Patients and their Families		We will review our feedback systems so that we have feedback tools in place for people who have distinct needs, including, but not limited to children, young people, people with learning disabilities, people with a sensory loss, people with a cognitive impairment, people with limited literacy and people in the Criminal Justice system		PE will update any new methodologies and ensure we will update the Civica sustem in line with these.		Patient feedback manager		marcia buchanan		4/1/24		7/1/23		10/5/23		Completed				Improved patient experience				Update, we provide Easy read, children picture, emoji, BSL, Prison surveys and Welsh Surveys

						203-5		Improving the Experience of Patients and their Families		National surveys for Wales (NHS Executive Roadmap)		To implement non mandatary National Surveys in the Local SBU CIvica feedback System. In Maternity and Mental Health.  		Patient feedback manager		Marcia Buchanan		8/1/23		6/1/24		10/5/23		On-track				Improved patient experience				3/1/24

						203-6		Improving the Experience of Patients and their Families		NHS Digital Story Toolkit for Wales		Update the SharePoint to include the new Toolkit,  Ensure all facilitators are notified of the the new toolkit,  Present at Datix User group, and Patient Stakeholder group meeting.  Send the service group manager for cascading to staff.		Patient Feedback Manager		Marcia Buchanan		4/1/23		1/1/24		10/5/23		Completed				Improved patient experience				28/11/23 Childrens national digital story toolkit launched as apendix to the NHS executive toolkit. (Again shared in Datix, Q&S paper, and Sharepoitn library) shared i07/11/2023 update from Once for Wales, Civica Experience System leads

I mentioned in our meeting yesterday that the next National Survey is likely to be the Mental Health NHS 111#2 service.  The core questions will be survey being used. 

I have asked the programme leads to send me a list of the points of contact in each organisation that is going to be responsible for the survey.  Once received, I will share with you, and I will ask them (the responsible person) to make contact with you to confirm that the hierarchy is correct and they have the access to receive reports and feedback etc.  

I have also suggested that we have a joint meeting with the responsible person and system leads if we find that there are queries or issues etc.  

In the first instance however, the NHS Exec and MH Programme leads are preparing a comms to send to Execs in each organisation to set out the plans for this national survey.  

I will keep you updated.


						203-7		Improving the Experience of Patients and their Families		Relaunch of the WG Listening and Learning from Feedback, New validated Question Sets (NHS executive Roadmap) Cedar going our to engage with groups across Wales and develop new questions with members of the public.		We will update our surveys to include the new validated question sets for Wales 		Patient Feedback Manager		Marcia Buchanan		10/1/24		3/31/24		10/5/23		Completed				Improved patient experience		We can put this to Green, just awaiting on WG.  The hard work and action logs will need to be for the next stage of implementtion of questions and trianing ect...		11/03/24 MB Update:  WG/NHS Executive have not yet shared the New PE framework/new Questions or toolkit.  PE leads do not know when this will be lunched.  We think it maybe end March April.  When received this will mean moving all surveys and questions sets, huge updating across SBU platform. ect.                                                                                                                                                                                                                                                                                   Contacted 07.03.24 for update                                                                                                                                                                                                                                        Update 31/01/24)   Cedar, after consultation with groups across Wales now have a draft question set and framework refresh docs.  Next stage is testing of the questions.  Estimated late spring to launch,  SBU have a huge amount of work replacing surveys.                                                                                                                                                                   Update oct 23) We will update our surveys to include the new validated question sets for Wales.  Inform via User group, Stakeholder, Q&S reports, share via newsletters, email all users of Civica so they are aware.  Performance score cards and dashboards systems are also to be updated when the new questions are agreed.             

								Improving the Experience of Patients and their Families		We will develop systems to routinely triangulate staff and patient experience as tools to evaluate the quality of our care		Development and implementation of system		Assistant Director of Insight, Engagement and Fundraising and Patient Experience Manager		Jo Abbott-Davies		4/1/23		3/31/24				Off-track				Improved patient and staff experience

				PIO204				Meeting Diverse Needs		Develop working links with our Strategic Equality Group and engage with this group through our quality and safety structures		Membership of Strategic Equality Group within PSEG and formal reporting routes established		Assitant Director of Insight, Engagement and Fundraising		Jo Abbott-Davies		4/1/23		7/1/24				Not started				Reduction in inequalities through improved engagement				Chased 06/12/2023

								Meeting Diverse Needs		Equality impact assess our implementation plan		EQIA complete		Head of Quality and Safety		Angharad Higgins		4/1/23		7/1/24				On-track				Reduction in inequalities.

								Meeting Diverse Needs		We will set out how we will engage with our communities in a structured manner in order to ensure we are an inclusive organisation		Paper with reccomendations to QSG		Assistant Director of Insight, Engagement and Fundraising		Jo Abbott-Davies		4/1/24		10/1/24				Not started		PIO204		Reduction in inequalities through improved engagement				Chased 06/12/2023

								Meeting Diverse Needs		Review our interpretation services in Primary and Secondary Care so that they meet people’s needs		Paper to MB		Assistant Director of Insight, Engagement and Fundraising		Jo Abbott-Davies		4/1/24		3/31/25				Not started				Improved patient experience and outcomes				Chased 06/12/2023

								Meeting Diverse Needs		We will proactively engage with minority communities within our area to understand how we can make our services accessible to them		Engagement plan developped in partnership with Strategic Equality Group		Assistant Director of Insight, Engagement and Fundraising		Jo Abbott-Davies		4/1/23		3/31/25		7/5/24		On-track		PIO204		Reduction in inequalities through improved engagement				Chased 06/12/2023

				PIO205				Welsh language 		We will review how we ensure person-centred care for Welsh speakers with specific needs, including children and people with a cognitive impairment		Paper and reccomendations to PSEG		Head of Children and YP services.     Chair Dementia Steering Group		Vicki Burridge Stephen Jones		4/1/23		3/31/27				Not started				Reduction in inequality and improved patient experience and outcomes

								Welsh language 		We will continue to support work towards compliance with the Welsh Language Standards as they apply to the Health Board and will include achievement of specific targets within our implementation framework		Inclusion of Welsh language considerations within agendas for PSC and PSEG. Welsh langauge presentation to Patient Safety Congress		Head of Quality and Safety		Angharad Higgins		4/1/23		3/31/27				Not started				Increased awarenss leading to reduction in inequalities

				PIO206				Handling and resolving complaints effectively		To have developed and delivered a training programme which includes Duty of Candour, early resolution and customer service		Delivery of programme		Assistant Head of Concerns Management		nicola anthony		4/1/23		7/1/23				Completed				Improved patient experience

								Handling and resolving complaints effectively		Over 85% of complaints will consistently be responded to within 30 working days, with extensions to deadlines made by exception only.		Acheivement of target		Head of Concerns Management in conjunction with service groups		Sue Ford		4/1/23		3/31/27				On-track				Improved patient experience

								Handling and resolving complaints effectively		Less than 5% of complainants will ask us to reopen their concerns		Acheivement of target		Head of Concerns Management in conjunction with service groups		Sue Ford		4/1/24		3/31/27				On-track				Improved patient experience







3. Empowered Staff



										QUALITY STRATEGY PLAN 2023 -











				ID		Column1		Goal		Method		Action		Assignee		Name		Start date		Due date		Last updated		Status		Dependent on		Desired outcome		Enablers		Update

				ES301		301-1		Empowered Staff		Work with front line staff and partners to develop a quality improvement training programme that enables them to make a changes within their teams		Engage with teams and develop revised training offer		Quality Improvement Training Lead		Laura Keighan		4/1/23		6/30/24		6/5/24		Completed				Revised training offer to include team training in addition to individual training				Engagement with Graduate and Manager Pathway, QI colleagues and Improvement Cymru. 
05/06/24 - New Team based Training developed, and currently being rolled out and tested with QP team.  Fundamentals progressing well with demand steady. Improvement in Pratice being offered at 2 cohorts per year. Evaluation process in development on the impact training having on capacity and capablity of staff in QI.  This will impact on future delivery timetables/mix of courses offered.

						301-2		Empowered Staff		Identify staff within the organisation who have completed the quality improvement training and invite them to join a quality improvement Community of Practice		Development and maintenance of list of trained staff 		Quality Improvement Training Lead		Laura Keighan		4/1/23		10/1/23		2/8/24		Completed				Clear understanding of QI skills and capacity across HB				List of QI trained individuals has been created, staff to be asked after each course if they would like to be added to invite list for CoP. 
8/2/24 - Tick box added to booking form to gather interest in joining CoP and trainees asked again in training. List of people trained is updated following each cohort.

						301-3		Empowered Staff		Establish a Community of Practice where improvement leads can share learning and opportunities for improvement across the organisation		Establish Copmmunity of Practice and programme of events		Deputy Head of Quality Safety and Improvement		Sheena Morgan		4/1/23		4/1/23				Completed		ES301		Increased QI capacity within HB		Contemporaneous list of trained indivudals

						301-4		Empowered Staff		Develop our training offer and establishment of a Quality Improvement Academy		Revised training offer in place		Quality Improvement Training Lead		Laura Keighan		4/1/23		10/1/23		6/5/24		Completed		ES301		Increased QI capacity within HB				05/06/24 - Fundamentals in improvement 1 full day course delivery started in Oct 23. Fundamentals course is and will always be available on intranet 6 months in advance (in line with room booking schedule). 1 session per month will be offered unless winter pressures results in low attendance/high drop outs in which case this will be reviewed at the time. Cohort 1 of new Team Based Training Programme started in May 2024 and will be delivered at 1 x half day monthly over 6 month period.  Feedback and outcomes will determine content of delivery for cohort 2 training/workshop approach. Cohort 1 is focused on District Nursing to tackle the Quality Priority of Pressure Ulcers. Cohort 2 will also focus on a team from within the Organisational Quality Priorities. Improvement in Pratice 3 day program to be delivered at 1 x full day per month for 3 months followed by 6 months of mentoring for project development, and will be delivered twice a year.  Whole Programme Offer Evaluation to be completed at start of next financial year with view of understanding whether course mix is meeting needs of organisation.


						301-5		Empowered Staff		Review how we identify and celebrate good practice and success within our teams in order to scale and spread improvement activity		Presentation of completed projects to C of P. Intranet resource to share completed QI projects. 		Quality Improvement Manager		Sam Scott		4/1/24		9/30/25				On-track		ES301		Scale and spread of QI across HB		intranet functionality

						301-6		Empowered Staff		We will support colleagues in delivering quality improvements within Primary Care settings through reviewing their quality improvement capacity		Scoping exercise of QI skills in PCCT and gap analysis		PCCT Nurse Director and Quality Improvement Manager		Sian Passey/Alison Ransome Emma Smith		10/1/23		9/30/25		10/5/23		On-track				increased QI capacity within PCCT				AR to request IQT Bronze compliance from ESR/SM to request Improvement Cymru compliance within PCTG

				ES302		302-1		Improving Staff Experience		Staff engagement through our ‘Big Conversation’ so that we can better understand their experience and any barriers to quality service		Delivery of Big Conversation		Big Conversation Project Lead		Julie Lloyd		4/1/23		6/30/24		10/4/23		Completed				Improved staff experience and engagement				3 phases of Staff Engagement under Our Big Conversation complete.  Almost 1,300 staff engaged with and 10-year vision for a high quality organisation published.  Funding for the post has come to an end.

				0		302-2		Improving Staff Experience		Establish staff experience forums in all areas		Staff forums across specialties and mechanisms in place for these to infom decision making at service group level		Head of Workforce and OD, Service Group Triumverates		Julie Lloyd		4/1/23				3/18/24		Completed				Improved staff experience and engagement		Under discussion as unsure of capacity and influence to deliver this.		Updated October 2023 - To be removed in line with Our Big Conversation Funding and secondment coming to an end and no additional resource to deliver. Update July 2024- ACtion removed as per narrative
Request for Update - Mar 23 -  In line with the attached e-mail I sent back in October, I have updated the spreadsheet via the below link to request that this measure ‘Establish staff experience forums in all areas’ is removed in line with it being agreed whilst I was on secondment, and that secondment and funding since coming to an end in October 2023 when the 3 phases of Our Big Conversation were completed, as per the commitment for Workforce & OD.  There isn’t the resource to support this and it hasn’t been identified as part of our GMO’s for 2024/5.  I am including my Line and Sarah as the Interim Director of WOD so they are aware and in case they have a different view.


						302-3		Improving Staff Experience		Improving rates of mandatory training and PADR compliance to over 85% across all areas				Head of Workforce and OD, Service Group Triumverates		Sarah Jenkins		4/1/24		3/31/25				Off-track

						302-4		Improving Staff Experience		Reducing incidents of bullying and harassment towards staff by other staff by 50%				Head of Workforce and OD, Service Group Triumverates				4/1/24		3/31/25		12/4/23		On-track				improved staff experience 				Improvement has commenced in respect of raising concerns across SBU HB linked with the action plan against the National Speaking Up Safely Framework.  Staff to Staff Datix incidents are recieved monthly and Guardian Service Data reports concerns relating to bullying.  Awaiting National Staff Survey results to triangulate with.  

						302-5		Improving Staff Experience		More than 80% of staff will rate the organisation as an excellent or good place to work		NHS Wales Staff Survey		Culture, OD & Staff Experience		Julie Lloyd		4/1/26		3/31/27		12/4/23		Off-track				Improved staff experience				National Survey closed on 27th November 2023 (with paper copies being accepted until 4th December 2023).  Final responses to be reported after 4th December with results due in March 2024 (date to be confirmed by HEIW).  Up-dated June 2024 - High level Staff Survey Results presented to Management Board in March 2024 with granular results to follow.  There have been delays nationally, due to the contracted survey provider being unable to meet the agreed timelines and HEIW having to bring it in-house.  Full Quantitative results by Service Group are to be reported through our Governance channels starting with Management Board on 19th June 2024. SBU's Staff Engagement score is 73% overall for 2023, which is down by 2% from 2020.  This is reflective across the whole of NHS Wales. 

						302-6		Improving Staff Experience		We will also achieve year on year improvements in our annual staff turnover rates				Head of Workforce and OD		Sarah Jenkins/ Louise Joseph		4/1/23		3/31/27		10/11/23						Improved staff experience				Dec 23 - Progress updated chased
16 Jan 24 - Emailed requesting update
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GMOs

		PLC-G-01		Consultant Connect to reduce referral demand and face to face attendances where appropriate		-		PLC-M-02		Roll-out Consultant Connect to operate in the top 10 specialties (June 2021) and in all other specialties by September 2021
		-		PLC-O-01		Reduce NOP GP referrals by at least 20%		-		Completed

		PLC-G-02		Focus on improving position on elective orthopaedics through bridging solutions and transfer of service to NPT		-		PLC-M-03		Review Follow Ups in the top 10 high waiting specialties between primary and secondary care and develop a plan with greater appropriate primary care follow up 
		-		PLC-O-02		Reduce NOP waiting list to less than 25,000 <36wks by March 22		-		Not started

		PLC-G-03		Focus on increasing the centralisation of elective services at Singleton Hospital		-		PLC-M-04		Increase the use of the current theatres to six day working 
		-		PLC-O-03		Reduce F/U waiting over 100%		-		On-track

		PLC-G-04		Maximising use of Independent Sector 		-		PLC-M-05		Transfer Orthopaedic capacity to Bridgend to increase theatre capacity 1x theatre
		-		PLC-O-04		Reduce total number of  F/U by 55% (March 2019) baseline by March 22.		-		Off-track

		PLC-G-05		Maximising access to diagnostics services		-		PLC-M-06		Introduce consultant anaesthetist role, 5 days p/wk, to support the transfer of ASA 3 Cases
		-		PLC-O-05		Eradication of >2 year waits in T&O		-

		PLC-G-06		Meet % of reduction in overall targets from WG using digital enablers		-		PLC-M-07		Capital development of 2 additional theatres at NPTH agreed with Welsh Government.
		-		PLC-O-06		Reduce >1 year waits from x000		-

		UEC-G-01		Improve quality of care and outcomes for acutely unwell patients through rapid access to medical assessment, investigation, diagnostics, treatment and if appropriate admission to hospital;		-		PLC-M-08		Review and plan to increase centralisation of elective services at Singleton hospital and to increase use of the current surplus beds and theatre capacity to transfer certain surgical elective capacity from Morriston Hospital
		-		PLC-O-07		Contribute to maintaining waiting IP/DC to under 24,000		-

		UEC-G-02		Implement an integrated Medicine for Older People pathway across SBU		-		PLC-M-09		Review and plan will be completed in April 2021 to increase use of the current surplus beds and theatre capacity for April 2021 to transfer certain surgical elective capacity from Morriston Hospital.		-		PLC-O-08		MRI - Eliminate >8wk waits (Sep 21)		-

		UEC-G-03		Increased Hospital to Home capacity and expanded intermediate care model		-		PLC-M-10		Commission additional private sector capacity in a range of surgical specialties but in particular ophthalmology and orthopaedics to reduce current waiting list
		-		PLC-O-09		CT - Reduce to <6wk waits (Mar 22)		-

		UEC-G-04		Alleviating unintended variation and inequalities in the provision of whole system Heart Failure pathway.		-		PLC-M-11		Implement the radiology recovery plan including a blended approach of sustainable solutions (workforce to enable extended day working and 7 day working) and non recurrent solutions ( mobile, WLI), private sector) and working with the national programme.		-		PLC-O-10		NOUS - Reduce to <6wk waits (Mar 22)		-

		UEC-G-05		Improve the outcomes for COPD patients and reduce the impact of COPD patients on the front door through a whole system pathway approach.		-		PLC-M-12		Implement the endoscopy recovery plan including the increase of efficiency of service, numbers of sessions activity and non recurrent solutions (in sourcing, WLI) and working with national NEP.		-		PLC-O-11		Eliminate outsourcing requirement (based on current assumptions) (Mar 23)		-

		UEC-G-06		Implement pathway for Type 2 patients living with Diabetes		-		PLC-M-13		Improve access to cardiac investigations in line with recovery plan		-		PLC-O-12		Endo - Reduce Urgents waits to <8wks by Sep 21		-

		UEC-G-07		Improved access to multi-professional support for patients with diabetes		-		PLC-M-14		Improve access neuro and respiratory phys investigations		-		PLC-O-13		Endo - Reduce wait times from x Mar 21 to y by Mar 22		-

		UEC-G-08		Diabetes Structured Education/ Improved Self Management		-		PLC-M-15		Undertake a review of diagnostic access to primary care practitioners and develop a plan to enable better prevention and early intervention with urgent conditions treated		-		PLC-O-14		Improved access to imaging modalities by Q3 21/22		-

		UEC-G-09		Diabetes - Commuication and information sharing		-		PLC-M-16		DrDoctor QQ		-		PLC-O-15		25% reduction in 100% over target date		-

		UEC-G-10		 Deliver improved outcomes for stroke patients;		-		PLC-M-17		PROMs		-		PLC-O-16		40% completion rate of PROMs		-

		CAN-G-01		Review, Sustain and Expand Treatment Capacity for Cancer Services in order to improve access to treatments and services which will improve clinical outcomes and patient experience for the population served by the SWWCC.		-		PLC-M-18		"Triaging "		-		PLC-O-17		Reduce average wait for urgent referral to below 10 days.		-

		CAN-G-02		Improve Care of patients through effective planning, earlier diagnosis and prehab		-		PLC-M-19		Appointment reminders		-		PLC-O-18		Reduce average wait for routine referral to below 30 days		-

		CAN-G-03		Plan, secure and deliver well-coordinated 24/7 palliative and end of life care in line with published standards		-		PLC-M-20		Scheduling		-		PLC-O-19		Significant cash out savings		-

		MCY-G-01		Develop a sustainable Neonatal Service		-		PLC-M-21		Hybryd Mail		-		UEC-O-01		Diversion of 6 pts a day from Morriston ED. 		-

		MCY-G-02		Deliver improvements to Urgent & Emergency Care for Children & Young People in fit for purpose accommodation		-		UEC-M-01		Relocate the AGPU from Singleton to Morriston to provide a single service with single point of access for ED referral into the servce and develop into a 7 day service		-		UEC-O-02		Total est. bed day reduction equates to admission avoidance of 8-10 pts per day.		-

		MCY-G-03		Improvements to Regional & Commissioned Services		-		UEC-M-02		Development of an AEC service model at Morriston -within the overarching Medical Short Stay Unit (MeSSU)		-		UEC-O-03		Bed day reductions (i.e. 6 pts AGPU and 8-10 pts AEC/AMAU)		-

		MCY-G-04		Deliiver sustainable workforce plans for Paediatric Services		-		UEC-M-03		Acute physician led AMAU at Morriston integrated with community teams  and care pathways based on single ambulatory model		-		UEC-O-04		Further admission avoidance opportunity 10 pts per week (2 per day)		-

		MCY-G-05		Improve access waiting times to Neuro Developmental  service		-		UEC-M-04		Centralised acute medical admissions with single specialties for older people, gastroenterology respiratory and cardiology on Morriston site		-		UEC-O-05		bed equivalent of 3 beds per day saved.		-

		MCY-G-06		Expand paediatric psychology support		-		UEC-M-05		Development of 7-day working of therapy and clinical support services  (also including Local Authority TBC)		-		UEC-O-06		9,000 bed days saved per year		-

		MCY-G-07		Development of paediatric safeguarding services across the health board		-		UEC-M-06		Standardised hot clinics linked to Consultant Connect around medical and elderly care five days per week 		-		UEC-O-07		reduce risk of falls by 54%		-

		MCY-G-08		Development of paediatric safeguarding services across the health board		-		UEC-M-07		Establish Cluster based Virtual Wards		-		UEC-O-08		Extended hours to increase ED dicharges by 17 per week. 		-

		MCY-G-09		Develop sustainable workforce plans for
maternity staff		-		UEC-M-08		Establish Emergency Frailty Unit (EFU) based on Older Peoples Assessment Service (OPAS) Model in ED     		-		UEC-O-09		25 % (~60 per week) of patients aged >75 admitted to Acute Medical Unit to recieve CGA.		-

		MCY-G-10		Safe & Sustainable maternity services		-		UEC-M-09		Establish Acute Frailty Unit (AFU)		-		UEC-O-10		Increased % of patients dicharged from the assessment unit without need for extended inpateint stay.		-

		MCY-G-11		Improve outcomes for mothers and babies		-		UEC-M-10		Re-configure bed based rehabilitation services across NPTH/Singleton/Gorseinon hospitals		-		UEC-O-11		Reduced LOS for those subsequently admitted. 		-

		MCY-G-12				-		UEC-M-11		Enhance ortho-geriatric care to deliver optimal care for older patients diagnosed with a # neck of femur. Establish a surgical liaison service delivering peri-operative medical care for older people undergoing surgery		-		UEC-O-12		Improved access to community services		-

		PCT-G-01		Define the shared vision of a SBUHB primary care led health system, describing how we will transform the system to benefit our patients		-		UEC-M-12		Increased Hospital at Home capacity and expanded intermediate care model		-		UEC-O-13		 Improvemnt in Polypharmacy management		-

		PCT-G-02		Delivery of dedicated Cluster based services for the elderly, gastroenterology, respiratory, diabetes and cardiology.		-		UEC-M-13		Investment to SUSTAIN current service changes in Heart Failure services		-		UEC-O-14		Improved recognistion of end of life care needs.		-

		PCT-G-03		Improve diagnostic access for primary care pracitioners to enable better prevention and earlier intervention		-		UEC-M-14		Investment to ENHANCE HF Service with Value Based HealthCare approach (Measuring Patient Reported Outcomes)		-		UEC-O-15		Better communication at transitions of care.		-

		PCT-G-04		Deliver a ‘Digital First’ Primary Care & Therapies in order to improve patients access to our services: Maximise utilisation of digital platforms (Ask My GP and Attend Anywhere) across primary care and therapy services		-		UEC-M-15		Investmentment in COPD ESD (Early Supported Discharge) Team, that covers front door working, ED, AGPU, Primary Care and admission avoidance working with WAST and GPs for Singleton, Morriston and NPT.		-		UEC-O-16		80% of patients returned to usual place of residence. 		-

		PCT-G-05		Digitalise the community health record in order to improve patient safety and integrated working with our partners including LA/social care.		-		UEC-M-16		Development of integrated working, collaboration and co-production between COPD ESD Team, PCC and WAST to provide seamless care and support patients in a community setting.		-		UEC-O-17		Improve ortho-geriatic performance based on KPIs defined by National Hip Fracture Data base		-

		MHL-G-01		Scope expansion and develop business case for psychiatric and learning disability liaison at acute hospital sites, including substances misuse liaison.		-		UEC-M-17		Roll-out of the Diabetes Enhanced Service		-		UEC-O-18		Ortho-geritric review within 48h of admission		-

		MHL-G-02		Finalising the expansion of CHC commissioning team for MH and LD services		-		UEC-M-18		Development of Diabetes Community Model Business Case - Investment required 		-		UEC-O-19		prompt surgey within 24h admission		-

		MHL-G-03		Commissioning of Perinatal Mental Health Mother and Baby Unit		-		UEC-M-19		Provide dedicated Psychological Support for adults and young people		-		UEC-O-20		Prompt mobilisation		-

		MHL-G-04		Redesign of current LD Model of care covering specialist inpatient services and the expansion of community Learning disability community provision.		-		UEC-M-20		Dedicated dietetic support for young adult clinics		-		UEC-O-21		Non delirious post op		-

		MHL-G-05		Scoping and redesign of the Older Peoples Mental Health Inpatient across the Service Group		-		UEC-M-21		Type 2 X-pert education		-		UEC-O-22		Return to original residence		-

		MHL-G-06		Adult Mental Inpatient provision business case		-		UEC-M-22		Type 1 DAFNE education - centrally co-ordinated		-		UEC-O-23		Improve % patient with # NOF discharged on facilitated discharge pathway. 		-

		MHL-G-07		To continue with the development of the programs under the Mental health Transforming Mental Health Services Programme. 		-		UEC-M-23		Improved access to patient records		-		UEC-O-24		Reduced 30 day mortality post #NOF		-

		QAS-G-01		Staff and Patients – early recognition of anxiety and depression leading to risk of suicide		-		UEC-M-24		Investment to create  Hyper Acute Stroke Unit		-		UEC-O-25		Improve % perioperative assessment by care of elderly specialist of patients age 80 years 0r over 65 and frail 		-

		QAS-G-02		Reduction of HCAI’s Inc. C.Difficile, Klebsiella and Staff Aureus 		-		CAN-M-01		Complete Implementation of hypo fractionation RT treatments for: Breast  and Pancreas 
		-		UEC-O-26		Improve performace against KPI set out in National Emergency Laparotomy Audit (NELA)		-

		QAS-G-03		Improve the recognition and compliance of EOLC against national care priorities.		-		CAN-M-02		Submit business case for Health board investment for hypo fractionation  RT treatments for Prostate, Establishing cash releasing or efficiency benefits to support the case.
		-		UEC-O-27		95% of patients receive an urgent / routine specialist assessment within 2 / 6 weeks		-

		QAS-G-04		Recognition and treatment of all patients with SEPSIS within the hospital setting		-		CAN-M-03		Progress plan for Lung (SABR) RT with WHSSC
		-		UEC-O-28		100% of patients seen within 1 week after diagnosis for education and start of treatment		-

		QAS-G-05		Reduce mortality and incidence of falls -  NICE Quality Standards (Revised 2017)		-		CAN-M-04		Increasing and Sustaining Systemic Anti-Cancer Therapy (SACT) Treatment Capacity
		-		UEC-O-29		100% of patients seen within 2 weeks of discharge from hospital		-

		QAS-G-06		Improving Outcomes and Clinical Standards Fractured Neck of Femur (#NOF) 		-		CAN-M-05		Cancer Centre (SWWCC) -  To include review of oncology medical staffing, Macmillan funded workforce and Clinical Nurse Specialist (CNS)  workforce for all tumour sites. 
		-		UEC-O-30		100% of urgent patients referred into Community Nursing Team are seen within 2 weeks		-

		QAS-G-07		TAVI		-		CAN-M-06		Review and Improve current Acute Oncology Services (AOS)- deliver 7 day service running out of Morriston Hospital
		-		UEC-O-31		100% of patients are discharged to primary care when patient is stable		-

		QAS-G-08		Medication Errors 		-		CAN-M-07		Develop Regional Transformation Programme & Implementation plan for South West Wales Cancer Centre (SWWCC)

		-		UEC-O-32		90% of Heart Failure patients offered a 6 monthly HF review.		-

		QAS-G-09		NICE – compliant care 		-		CAN-M-08		Improve the colorectal optimum pathway
		-		UEC-O-33		Halve the average length of stay (LoS) for patients admitted with Heart Failure 		-

		QAS-G-10		Local Safety Standards for Invasive Procedures (LocSSIPs) 		-		CAN-M-09		Expansion of Rapid Diagnostics Centre (RDC)
		-		UEC-O-34		Reduce bed occupancy by 1% of all in-patient beds, delivered through early access to diagnosis and specialist team and early supportive discharge.		-

		COV-G-01		Deliver vaccination for priority groups 1-4 to reduce COVID-19 prevalence in the most vulnerable groups, fully vaccinating 200,000 people by Q2.		-		CAN-M-10		WHSSC Business Case for structure for Lymphoma service
		-		UEC-O-35		Reduce NOP GP referrals by at least 20%		-

		COV-G-02		Fully vaccinate the entire adult population, fully vaccinating over 300,000 people by Q4.		-		CAN-M-11		Implement recommendations for Improving End of Life Care and rebrand and expand the Current Advanced Care Planning (ACP) Team to cover primary and secondary care. Improve choice for patient and care at end of life at front door
		-		UEC-O-36		Admission Avoidance =  437 admissions per year		-

		COV-G-03		Deliver rapid testing for relevant cohorts e.g. pre-elective procedure, urgent admission to closed settings, care home outbreak testing		-		MCY-M-01		Implementation of a 24 hour transport model beyond the 6 months interim period with demonstrably governance arrangements,       		-		UEC-O-37		Reduction in bed days = 1424 bed days per years		-

		COV-G-04		Deliver a responsive regional Contact Tracing service		-		MCY-M-02		Refurbish and reconfigure paediatric footprint to create a single point of access, and refurbishment of paediatric wards with additional capacity for surgical activity (including dental) and dedicated space for adolescents.		-		UEC-O-38		Reduce re-admission rates to 6-8%, national average 43%		-

		COV-G-05		Identify Covid clusters/hotspots		-		MCY-M-03		Support and participate in the regional SARC Project, delivering designated actions as service requires		-		UEC-O-39		ALOS 2.5 days		-

		COV-G-06		Review Covid epidemiological data and intelligence		-		MCY-M-04		Participate in the Transforming Complex Care Programme and deliver actions as agreed		-		UEC-O-40		% medication reviews		-

		COV-G-07		IMT “trigger” review and management		-		MCY-M-05		Implementation of the Delivery Plan for Children & Young People’s Emotional & Mental Health Delivery Plan		-		UEC-O-41		£ medication wastage		-

		COV-G-08		Enhanced communications and enforcement		-		MCY-M-06		Undertake a workforce review, benchmarking against national standards/other organisations in order to review specialist nurse establishment to ensure support in line with national standards		-		UEC-O-42		reduction in GP apporintments & home visits		-

		WOD-G-01		Support staff to be resilient, well and in work post Covid, by ensuring there are a range of responsive and targeted interventions which aid restoration and recovery		-		MCY-M-07		Continuously review demand & capacity for the ND Service to develop a sustainable service model and improve performance. Secure funding in order to increase caapcity to meet demand and clear backlog		-		CAN-O-01		Improved overall RT waiting times in Cancer		-

		WOD-G-02		Supporting service leaders and clinicians to achieve workforce efficiencies through the introduction and improvement of workforce information & data.		-		MCY-M-08		Deliver increased psychology support for children & young people across a wider range of specialties.		-		CAN-O-02		20% release of capacity = to 400 patients p.a. 		-

		WOD-G-03		Improved staff experience, where more staff rate us as excellent by March 2022 		-		MCY-M-09		Successfully appoint Named Dr role which is currently vacant
Integrate safeguarding within service review job plans to allow dedicated time to support		-		CAN-O-03		Improved patient experience measured via Patient feedback reports		-

		WOD-G-04		Recruitment & Retention Strategy in place supporting widening access and enabling a sustainable workforce to be developed.		-		MCY-M-10		Effective recruitment strategy to be rolled out to ensure the service compliance with Birth Rate + and RCOG Standards		-		CAN-O-04		Improved patient outcomes as a result of timely treatment		-

		WOD-G-05		Support the delivery of the required workforce redesign associated with the agreed outcomes in the Annual Plan i.e. Improvement in our Unscheduled Care System, Improving the Backlog Position and Implementation of Year 1 Clinical Service Plan		-		MCY-M-11		Implement a central monitoring system to safely monitor the babies wellbeing in labour, and an antenatal surveillance of fetal growth and wellbeing		-		CAN-O-05		No further outsourcing costs to treat SWWCC prostate cancer patients at Rutherford Cancer Centre		-

						-		MCY-M-12		Increased support for breastfeeding and additional and/or specific needs are proactively identified with robust referral to specialist services including Perinatal Mental Health		-		CAN-O-06		Pancreas and breast cases submitted and approved Nov 2020		-

						-		MCY-M-13		Increased support for breastfeeding and additional and/or specific needs are proactively identified with robust referral to specialist services including Perinatal Mental Health		-		CAN-O-07		Meeting unmet need and reducing inequity of access to high quality radiotherapy.		-

						-		PCT-M-01		Produce SBUHB Clusters Development Plan - complete by end of Q1 to be informed by x8 Cluster Annual Plans/ Health Board Annual Plan alignment review taking place in Q1. 		-		CAN-O-08		Provision of superior tx for lung ca pts -Improved patient outcomes and overall survival.		-

						-		PCT-M-02		Continue to develop MDT approach – including involvement of Dental Services.		-		CAN-O-09		Improved patient experience as a result of shortened delivery tx timescales		-

						-		PCT-M-03		Contribute to the national review of Primary Care Model Wales 21/22 and lead on local delivery of the revised model. 		-		CAN-O-10		Improvements to service resilience as currently only one centre in Wales delivers Lung SABR		-

						-		PCT-M-04		Deliver Whole System Cluster Transformation Programme 21/22 		-		CAN-O-11		Increased homecare delivery 100 patient increase (100 SACT slots)		-

						-		PCT-M-05		Provide dedicated Consultant access for Clusters for each service area		-		CAN-O-12		Provide an additional 34 Oncology clinics per week.		-

						-		PCT-M-06		Develop whole system commissioned frameworks to specify primary care and secondary care service models.		-		CAN-O-13		Improve medicines optimisation and clinical care.		-

						-		PCT-M-07		Agree with Sing/NPT Group programme of increased diagnostic access.  		-		CAN-O-14		Maximise the use of homecare medicines delivery services - delivering care closer to home.		-

						-		PCT-M-08		Agree baseline and implementation programme.		-		CAN-O-15		get back up to 16 chairs		-

						-		PCT-M-09		Implement across agreed modalities		-		CAN-O-16		Evidenced decrease in current baseline Length of stay.		-

						-		PCT-M-10		Maximise Ask My GP utilisation in GP practices as per Cluster Transformation Programme 21/22		-		CAN-O-17		Improved patient experience as care managed within ambulatory framework		-

						-		PCT-M-11		Attend Anywhere: Establish the baseline/ opportunity that is not being filled across Therapy Services and other primary care contractor services		-		CAN-O-18		Improved interface and communication with primary care		-

						-		PCT-M-12		Agree improvement trajectory as part of programme of work.		-		CAN-O-19		Patient focussed, re-admission avoidance model implemented.		-

						-		PCT-M-13		Implement agreed programme to maximise usage across  Therapy services		-		CAN-O-20		Approved Strategically aligned regional vision for the direction of the SSWCC		-

						-		PCT-M-14		Establish cash releasing and efficiency benefits to support the business case		-		CAN-O-21		Transformational Programme of work with 'SMART'  implementation plan		-

						-		PCT-M-15		Agree project roll out plan in conjunction with Chief Info Officer and MHLD Group - to include alignment with Care Works (WCCIS owner)  implementation  roadmap		-		CAN-O-22		Visible Service specification to outline baseline delivery		-

						-		PCT-M-16		Implement Welsh Community Care Information System (WCCIS) Community Nursing Proposal in conjunction with Digital and MHLD colleagues - anticipated 4 phase roll out TBC as per above and subject to business case funding agreement)		-		CAN-O-23		Improved Commissioning documentation, reflective of services delivered		-

						-		MHL-M-01		Provide a 24hrs MH and LD liaison services if demonstrated from the scoping. Utilisation of MH transformational funding to achieve the expansion if needs demonstrated.		-		CAN-O-24		Development of visible KPI's to monitor performance		-

						-		MHL-M-02		Implement the action plans developed by the Service Group following external reviews of the CHC processes.		-		CAN-O-25		Faecal Calprotectin tests completed in PCCS		-

						-		MHL-M-03		Implement potential outcomes from the West Glamorgan Complex care Review		-		CAN-O-26		Decreased waits for USC referral for colonoscopy		-

						-		MHL-M-04		In line with WHSCC and SBUHB implementation plan to be commissioned in April 2021		-		CAN-O-27		Improved patient outcomes via early diagnosis		-

						-		MHL-M-05		To be completed via the joint LD commissioning Group with the three Health Boards, SBUHB, CVUHB and CTMUHB to ensures consistency of approach and approval from all areas		-		CAN-O-28		Charitable Funding approved and received from ‘Moondance’		-

						-		MHL-M-06		Review current inpatient beds provision and the already enhanced community service provision to aim to develop the revised inpatient model		-		CAN-O-29		Capacity increase of RDC sessions by 50%.		-

						-		MHL-M-07		Continue to develop the full business case and complete the public engagement of the proposed provision of service		-		CAN-O-30		Appropriate level of funding for services delivered		-

						-		MHL-M-08		Continue to develop and engagement this projects with Local Authority and the third sector partners		-		CAN-O-31		Compliance achieved with Improving End of Life care-		-

						-		QAS-M-01		Education of all available staff across the HB in recognising and managing suicide and self-harm.
Continue to support and work with Swansea NPT Multi Agency Group and other stakeholders across the HB in relation to obtaining a baseline assessment of suicide cases and map against national trends.
Create and recruit Registered Professional post 1x8C to lead and develop/support the service. 
OH and Wellbeing support for staff with anxiety/depression - to prevent escalation in risk of suicide.		-		CAN-O-32		Greater number of patients achieving their preferred place of care and death, with patients less likely to die in the acute hospitals.		-

						-		QAS-M-02		Remove ligature risks across all HBs premises.		-		CAN-O-33		Increased collaborative working between medical specialities and HPCT		-

						-		QAS-M-03		Review and implement reduction targets for primary and secondary care in line with best performing organisations, requires benchmarking: primary care across Wales; secondary care across the UK.
		-		CAN-O-34		 Increased confidence in managing people with palliative care needs.		-

						-		QAS-M-04		Undertake HB rollout of Medicine Management – Electronic Prescribing and Administration system.
Reduce antibiotic and antimicrobial usage and improve quality of prescribing in terms of compliance to guidelines, review of antibiotics, documentation and timely transfer of IV to Oral prescribed medications.		-		CAN-O-35		Expansion of ACP Team to Secondary & Primary care implemented		-

						-		QAS-M-05		Achieve compliance with staff training (MDT) - all available staff		-		CAN-O-36		Quantifiable Reduction in inappropriate admissions		-

						-		QAS-M-06		Environment – ensure we achieve a fit for purpose environment that is cleaned and decontaminated to national standards.  
		-		CAN-O-37		Reduced re-admission rate for patients		-

						-		QAS-M-07		Review findings of National audits (NACEL)
Build in feedback mechanism from HB mortality Reviews		-		CAN-O-38		Reduced length of hospital stay for patients.		-

						-		QAS-M-08		Ensure training in recognition and management of patients approaching EOLC from 1yr down.		-						-

						-		QAS-M-09		Effective EOLC Board to evaluate progress and evidence / recommend changes in practice.		-						-

						-		QAS-M-10		Develop the use of digital technology to map compliance and notification of patients who require or receiving EOLC		-						-

						-		QAS-M-11		Increase number of patients being properly recognised, assessed and treated for Sepsis - over the course of the year.		-						-

						-		QAS-M-12		Improve compliance with education of patient-facing MDT staff in the recognition of patients at risk of Sepsis and acute deterioration. 
 Develop a Health Board wide standardised teaching programme. 		-						-

						-		QAS-M-13		Ensure Sepsis compliance is captured across the HB to benchmark on a national basis		-						-

						-		QAS-M-14		Establish a dedicated SEPSIS TEAM. Identify sepsis champions for wards. 		-						-

						-		QAS-M-15		Establish baseline of quality improvements		-						-

						-		QAS-M-16		HFIPSG benchmark		-						-

						-		QAS-M-17		Establish HB Strategic Falls Group with oversight across entire HB, including Primary, Community and Secondary Care.
Widen scope of current review to include community, WAST and secondary care.		-						-

						-		QAS-M-18		Use national KPIs to target areas for improvement; achieve standard of care in all domains 
Utilise GIRFT review to refine service model for elective and non-elective streams 		-						-

						-		QAS-M-19		Embed and ensure sustainability of improvements made to service 		-						-

						-		QAS-M-20		Reduction in medication errors by implementation of electronic prescribing 		-						-

						-		QAS-M-21		Implement system of self-evaluation against NICE TAs and CGs 		-						-

						-		QAS-M-22		Implement process for standardisation of LocSSIPs across whole Health Board for all procedures 		-						-

						-		COV-M-01		Maintain establishment of mass vaccination centres (MVCs), and scope local vaccination centres (LVCs). 

Using the Primary Care COVID Immunisation Scheme, deliver vaccination of priority groups through General Practice, clusters, and community pharmacy.

Deploy a mobile vaccination unit (‘immbulance’) to target hard-to-reach groups.

Identify individuals within priority cohorts outlined by the UK’s Joint Committee on Vaccination and Immunisation (JCVI), and offer vaccination to all individuals by appointment, through the Welsh Immunisation System.		-						-

						-		COV-M-02		Offer vaccination, by appointment, through the Welsh Immunisation System.		-						-

						-		COV-M-03		Priority testing for these cohorts, rapid lab processing
Lateral Flow Device testing - rapid results

		-						-

						-		COV-M-04		Contact made within 24 hours of index case identification
Provide/receive mutual aid from other TTP teams where required		-						-

						-		COV-M-05		Utilise MTU testing facilities to provide rapid response testing events 
Work with partners/local businesses to test staff “clusters”
		-						-

						-		COV-M-06		IMT structure reviews weekly epidemiology data and intelligence
		-						-

						-		COV-M-07		Covid prevalence rates trigger an agreed IMT response
		-						-

						-		COV-M-08		Comms Cell and PH Protection engage with relevant communities/issue population wide comms		-						-

						-		WOD-G-01		Develop Post-Covid Staff Health & Wellbeing Strategy								-

						-		WOD-G-01		Roll out TRiM to priority areas, including critical care, theatres & ED								-

						-		WOD-G-01		Establish Occupational Health staff support for Post Covid Syndrome – Long Covid Pathway								-

						-		WOD-G-01		Rapid access service for staff with Covid related health impacts, including mental health, trauma & bereavement								-

						-		WOD-G-02		Review of bank/Agency booking process & introduce revised management controls to standardise bank/Agency usage   								-

						-		WOD-G-02		Establish KPIs for roster management that are standard across the UHB.								-

						-		WOD-G-02		Procure and implement the final part of the Allocate optimising package for the medical workforce   and to develop an interim project plan to implement the system. This will include the recovery plans for Locum on Duty and E job planning to embed all three systems in an integrated way by specialty  This will produce  the development  of comprehensive information tool to set out consultant and SAS activity to support demand and capacity planning 								-

						-		WOD-G-02		Transfer of ESR responsibility from Finance to Workforce.  Produce a service improvement plan for ESR based on the full implementation of ESR ESS/SSS/MSS.  Focused on ESR National Assessment Criteria.								-

						-		WOD-G-03		Support service leaders to identify and develop local staff action plans to improve staff experience and view of the UHB								-

						-		WOD-G-03		Develop a cohort of practitioners to drive forward the cultural change required for JUST Culture. 								-

						-		WOD-G-03		Continue to drive forward the #LivingOurValues campaign and staff recognition programme								-

						-		WOD-G-03		Updated leadership and management programmes which take into consideration the effects of Covid on the workforce.								-

						-		WOD-G-03		Identification & training of “Resolution Champions” Roll out ACAS behaviours training, Awareness raising and training on the new policy, train internal mediators 								-

						-		WOD-G-03		Every member of staff that leaves the UHB to receive an exit interview. Scope if this requires any investment 								-

						-		WOD-G-04		Through our Career Development Team, we will work with our local communities, schools, colleges and universities to further develop career pathways, with a particular focus on widening access to reflect the communities we serve								-

						-		WOD-G-04		Develop an organisation-wide approach to developing talent within Swansea Bay UHB								-

						-		WOD-G-04		Extend the opportunities for apprenticeship in both clinical & non-clinical functions.								-

						-		WOD-G-04		Develop a recruitment strategy in conjunction with professional heads to support the development of a sustainable workforce.								-

						-		WOD-G-04		Implment the agreed recruitment strategy through various intervesntions. Refer to People plan ro details								-

						-		WOD-G-04		Develop and implement a retention strategy with professional heads of service to address retention issues								-

						-		WOD-G-05		Facilitate the development of workforce plans for all staff groups to outline the required workforce design based on demand capacity modelling. Support the redesign of nurse rosters and team job plans to feed into Recruitment Strategy. 								-

						-		WOD-G-05		Support the Engagement Plan at Health Board wide and local Service level via a variety of forums, HPF, LPF, Drop-in sessions, newsletters delivered by Service Leads. 								-

						-		WOD-G-05		Develop the Consultation Plan and support roll out in line with All Wales OCP. Support the implementation and embedding of change with required OD support.								-





Assurance

		Assurance/Approval 		Primary client		Last review		Week



								5-Apr		12-Apr		19-Apr		26-Apr		3-May		10-May		17-May		24-May		31-May		7-Jun		14-Jun		21-Jun		28-Jun		5-Jul		12-Jul

								1		2		3		4		5		6		7		9		10		11		12		13		14		15		16

		Project milestones/action plans

		Board approval gateways		Programme Board				5-Apr																		7-Jun

				Project Board								19-Apr						10-May						31-May						21-Jun						12-Jul

		Internal assurance

		Transformation Portfolio Office		Project Management Team						12-Apr						3-May						24-May						14-Jun						5-Jul

		Checkpoint reviews		Project Manager				9-Apr		16-Apr		23-Apr		30-Apr		7-May		14-May		21-May		28-May		4-Jun		11-Jun		18-Jun		25-Jun		2-Jul		9-Jul		16-Jul

		Benefit Review		Programme Team								19-Apr						10-May						31-May						21-Jun						12-Jul

		Functional assurance

		Quality and safety		Project Manager																				31-May

		Workforce		Project Manager																		24-May

		Digital		Project Manager																17-May

		Financial		Project Manager												3-May																		5-Jul

		Comms		Project Manager										26-Apr																		28-Jun

		Independent external assurance

		Welsh Government OGC Gateway		SRO																												30-Jun



Define what assurance is being received

Who receives the assurance.

The date the assurance review is due.

When the most recent review took place.



4. High Quality Services Now An

						QUALITY STRATEGY PLAN 2023 - 2028













		ID		Column1		Goal		Method		Action		Assignee		Name		Start date		Due date		Last updated		Status		Dependent on		Desired outcome		Enablers		Update		Update

		HQS401		401-1		Cancelling Fewer Operations		We will implement reporting measures that closely monitor theatre cancellations for non-clinical reasons and implement processes to minimise cancellations and promote efficient use of theatre capacity				Service Group Director Morriston and NPTSSG		Rhian Medwell		4/1/23		3/31/25		10/5/23		Not started										Dec 23 Progress update email sent
16/01/2024 - Progress update request sent (TM)

				401-2		Cancelling Fewer Operations		We will agree yearly performance targets to reduce the number of patients who are cancelled the day before their ‘To come in’ date. This is not a nationally mandated requirement, but we recognise that the impact of this form of cancellation is equally significant for patients.				Service Group Director Morriston and NPTSSG		Rhian Medwell		4/1/23		3/31/24		6/5/24		Off-track										16/01/2024 - Progress update request sent 
™ CONTACTED TO UPDATE 07.03.34
Contacted for  update 19/04/2024 - MP currrently not in work and it is unknown at this time if there have been any developments in relation to this action.  Informed assistant Charlotte that the action will be marked as off-track and will chase this up again at end of month.
05/06/24 - This has been escalated to DG and we will have definitive response within next 2 weeks around alternative person responsible.  DG PA Sonja emailed to advise

		HQS402		402-1		Reduce Patient Waiting Times		We will develop a series of standards about how we communicate with people while they are waiting for our care				Deputy COO		Craige Wilson		4/1/23		3/31/25		4/29/24		On-track										CONTACTED TO UPDATE 07.03.34
24/03 - Update from CW - Through continuous validation (monthly) of the waiting lists the Health Board regularly communicates with those patients with the longest waiting times both written and verbal. In orthopaedics those patients awaiting arthroplasty surgery have been contacted to provide exercise and lifestyle advice supplemented with pastoral support for the British Red Cross. 
Update 29/04/2024 - CW Responded with This action is ongoing throughout the year so will continue through 24/25, so it was agreed to change the due date to 2025 but mark as off-track.

				402-2		Reduce Patient Waiting Times		Deliver on the patient waiting time goals set out in our Annual Plan				Deputy COO		Craige Wilson		4/1/23		3/31/25		6/18/24		On-track										
Update from CW 18/06 - the Health Board remains in target to clear 3 weeks waits by the end of June 24 with the exception of gynaecology; the expectation is that gynaecology will also clear by the end of July 24. An improvement trajectory has been submitted to WG indicating that the HB will achieve the target of zero 104 week waits by the end of December and month on month improvement is currently being achieved. 



				402-3		Reduce Patient Waiting Times		Change the way we deliver chronic condition management to increase prevention and early intervention in order to reduce the impact of chronic conditions on people’s lives				Deputy Executive Medical Director		Anjula Mehta		4/1/23		4/2/24				Off-track										16/01/2024 - Progress update request sent ™ 
CONTACTED TO UPDATE 07.03.34

		HQS403		403-1		Sustainability		We will include Green Quality Improvement in our quality improvement training programme		Included within revised training programme		Quality Improvement Training Lead		Laura Keighan		4/1/23		8/19/24		6/6/24		On-track										05/06/24 - Sustainability has been incorporated into the Team Based Training which rolled out in May 2024 as part of the day 2 syllabus.  Day 2 will be delivered in June 2024 and evaluated to understand how it was received.  The plan is to incorporate into both the Fundmentals and Improvement in Practice Training Programmes based on the evaluation feedback.  This should be completed and delivered in Improvement in Practice by 25/07/24 and in Fundamentals by 19/08/24. Further evaluation will take place over a 12 month cycle to understand the impact this inclusion is having of chosen projects throughout the organisation. 

				403-2		Sustainability		Promotion of the Green Team programme and improvement projects that reduce environmental impact		Green Team information on QI intranet pages		Quality Improvement Manager for Traini ng		Emma smith		4/1/24		3/31/25		1/16/24		Completed				increase in the number of QI projects which have a positive environmental impact						Sustainability QI Community of Practice took place May 2024 with good feedback. Include Sustainability QI e-learning on QI training academy page. Linked with 403.2 which would be to develop a method for helping to demonstrate carbon savings.

				403-3		Sustainability		Agree a set of measures to assess the environmental impact of our quality improvement work		Development and agreement of measures		Quality Improvement Data Manager		Emma smith		4/1/25		3/31/26		10/5/23		On-track				Measurable improvements in our environmental impact						Now our new QI analyst has started in the team, I have made contact with the Sustainability Manager to make a start on planning this work. Plan to meet early July 2024.
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Key Issues        -   Plan revised following Internal Audit report   -   Action leads contacted to ask for updates   -   Management Board approval on 4.7.24 of whole  plan updates going forward   -   Format of plan under review to facilitate easier  updating    

Specific Action  Required   (please  choose   one  only)  Information  Discussion  Assurance  Approval  

?  ?  ?  ?  

Recommendations    Members are asked to:      Note   to contents of this report      Be assured by  the progress noted    

 

