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· Assignees to update their actions.
· Meetings held to discuss any queries/issues.
· Quarterly reviews and updates scheduled.


	ACHIEVEMENTS IN QUARTER 

	
	Quality Ambition

	Actions Completed
	Actions Not Started
	Actions On-Track
	Actions Off-Track
	Comments

	Safe & Reliable Care

	0
	4
	21
	1
	All 'not started' for 2023 have been chased

	An Organisation Our Patients & Communities Can Be Proud Of

	2
	10
	14
	0
	All 'not started' for 2023 have been chased

	
Empowered Staff
	3
	4
	5
	0
	All 'not started' for 2023 have been chased

	
High Quality Services Now & in the Future
	0
	3
	5
	0
	All 'not started' for 2023 have been chased



Actions Commenced and On Track:






	ID
	Goal
	Method
	Action
	I
	Name 
	Start date
	Due date
	Last updated
	Status
	Desired outcome
	Enablers

	 
	Learning from patient safety incidents
	We will review and strengthen our arrangements for learning from serious incidents. 
	Review of process and paper to PSC
	Assistant Head of Concerns
	Nicola Anthony
	01/04/2023
	31/03/2025
	 
	On-track
	Improved organisational learning and patient safety
	WRP national programme on LFER

	 
	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
	Assistant Head of Concerns
	Nicola Anthony
	01/04/2023
	31/03/2025
	 
	On-track
	improved organisational learning, patient safety and staff experience
	WRP national programme on LFER

	 
	Understanding, measuring and reducing patient mortality
	Thematic review of deaths within mental health services
	Review of deaths presented within service group
	Medical director- MH and LD
	Richard Maggs/Marie Williams/Shelley Horwood
	01/04/2023
	31/03/2024
	12/10/2023
	On-track
	Improved patient outcomes
	 

	 
	Understanding, measuring and reducing patient mortality
	Thematic review of deaths within learning disability services
	Review of deaths presented within service group
	Medical director- MH and LD
	Richard Maggs/Marie Williams/Shelley Horwood
	01/04/2023
	19/04/2024
	12/10/2023
	On-track
	Improved patient outcomes
	 

	SRC101
	Learning from patient safety incidents
	We will review our processes for working with patients and their families when things go wrong, i.e. ensure that incidents involving the safety of our patients, complaints, mortality and morbidity reviews are joined up from the patient/family perspective and they have a key and clear point of contact.
	Implementation of Duty of Candour
	Assistant Head of Concerns 
	Sue Ford
	01/04/2023
	31/03/2024
	 
	On-track
	Improved patient experience
	Delivery of Duty of Candour

	 
	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
	Assistant Head of Risk and Assurance, CD Primary Care
	
	01/04/2023
	03/04/2024
	29/08/2023
	On-track
	 
	Agreed process to dedicate services in datix for capture of Independent Contractor incidents. Ongoing work to clear legacy incidents starting.

	SRC102
	Preventing Peri-operative Never Events
	We will sustain 95 per cent compliance in the use of the WHO surgical safety checklist
	Monitoring of WHO compliance through audit and incident review
	Service group medical directors (Morriston, NPTSSG)
	Mark Ramsey, Dougie Russel
	01/04/2023
	31/03/2024
	11/10/2023
	Off -track
	Improved patient outcomes
	 

	SRC103
	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
	Head of Primary Care
	Sam Page
	01/04/2023
	31/03/2024
	27/07/2023
	On-track
	Improved patient outcomes
	 

	 
	Medicines safety including at the point transfer of care (medicines optimisation)
	“Get it on time”- develop an approach to ensure patients receive their Parkinson’s medicines within 30 minutes of the prescribed time
	Programme developped
	Medicine
	Dave West
	01/04/2023
	31/03/2024
	27/07/2023
	On-track
	Improved patient outcomes
	 

	 
	Medicines safety including at the point transfer of care (medicines optimisation)
	Utilisation of the electronic prescribing and medicines administration system to audit and improve the quality of medicines management across the Health Board.
	Reporting into Medicines Management Board
	Digital
	Dee Roberts/Tracey Bell 
	01/04/2023
	31/03/2025
	31/07/2023
	On-track
	Improved patient outcomes
	 

	SRC104
	Understanding, measuring and reducing patient mortality
	We will identify the top ten causes of adult mortality; from this we will develop learning to support and enhance our patients safety and quality improvement programmes
	Development of mortality action plan based on top 10 themes. Feedback from learning into Patient Safety Congress programme
	Deputy Executive Medical Director
	Raj Krishnan
	01/04/2023
	14/04/2024
	 
	On-track
	Improved patient outcomes
	 

	 
	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
	Deputy Executive Medical Director
	 Sue Jose 
	01/04/2023
	15/04/2024
	 
	On-track
	Improved patient outcomes
	 

	SRC105
	Improving outcomes and learning from National audits, registries, confidential enquiries .
	95 per cent of relevant published NICE guidance will be formally reviewed by the Health Board within 90 days of publication.
	Process for review and dissemination in place
	Deputy Executive Medical Director
	Raj Krishnan
	01/04/2023
	31/03/2024
	 
	On-track
	Improved patient outcomes
	 

	 
	Improving outcomes and learning from National audits, registries, confidential enquiries.
	All clinical services (at sub-specialty level) will participate regularly in clinical audit (measured by registered clinical audit activity during each year of this strategy)
	Audits completed and learning shared
	Deputy Executive Medical Director
	Mark Ramsey,  Dougie Russell,  Ceri Todd,   Richard Mags
	01/04/2023
	31/03/2025
	 
	On-track
	Increased assurance and learning
	 

	SRC106
	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
	Business Intelligence Partner
	Dai Williams
	01/04/2023
	31/03/2024
	06/09/2023
	On-track
	increased use of data to support patient safety and outcomes
	Beta version launched July 2023

	 
	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
	Head of Quality Safety and Improvement
	Angharad Higgins
	01/04/2023
	31/03/2025
	 
	On-track
	Improved data quality to inform decision making
	National dashboard revised and being launched 23.10.23

	 
	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
	Medical director- MH and LD
	Richard Maggs/Marie Williams/Shelley Horwood
	01/10/2023
	31/03/2025
	12/10/2023
	On-track
	Improved patient outcomes
	 

	 
	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
	Medical director- MH and LD
	Richard Maggs/Marie Williams/Shelley Horwood
	01/10/2023
	31/03/2025
	 
	On-track
	Improved patient outcomes
	 


	DELIVERABLES / ACTIONS IN NEXT QUARTER

	· Learning from Patient Safety Incidents- Learning from Serious Incidents: SBUHB scoping review to be presented to PSC in December 2023: Lead Charis Jones
· Understanding, measuring and reducing patient mortality review of MH and LD deaths: Review findings from MH and LD to be presented to QSG in January 2024
· Learning from Patient Safety Incidents- Implementation of Duty of Candour: Annual report on Duty of Candour to be reported to QSG in April 2024
· Learning from Patient Safety Incidents- Independent Contractors: status report to be presented to PSC Group in January 2024
· Preventing Peri-operative Never Events: AMAT users within theatres to be established an using system by January 2024, NatSSIPs2 to be launched in within HB by January 2024, Never events to be reported to QSG on a monthly basis – December 2023
· Medicines safety including at the point transfer of care (medicines optimisation)- post-discharge community pharmacy review:  report to be presented to PCCT QSI Group by March 2024
· Medicines safety including at the point transfer of care (medicines optimisation)- Get it on time medication and Electronic Prescribing: Update to be included in IMM report to QSG December 2023
· Understanding, measuring and reducing patient mortality Mortality review findings: To be reported to QSG March 2024
· Understanding, measuring and reducing patient mortality: Neonatal quality improvement: report to QSG March 2024
· Understanding, measuring and reducing patient mortality- Completion of audits: COEG annual report to include this in March 2024
· Using data and benchmarking intelligence to understand variation in outcomes: Bi monthly dashboard updates to report to QSG form December 2023

	RISKS AND MITIGATIONS

	
· [bookmark: _GoBack]Peri-operative never events, PSC deep dives undertaken and all never events will now be reported to QSG on a monthly basis from November 2023.


	ISSUES FOR ESCALATION

	· Never events
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ACHIEVEMENTS IN QU ARTER    

 

Quality Ambition    Actions  Completed  Actions  Not Started  Actions  On - Track  Actions  Off - Track  Comments  

Safe & Reliable Care    0  4  21  1  All ' not started ' for 2023 have been  chased  

An Organisation Our Patients &  Communities Can Be Proud Of    2  10  14  0  All ' not started ' for 2023 have been  chased  

  Empowered Staff  3  4  5  0  All ' not started ' for 2023 have been  chased  

  High Quality Services Now & in the Future  0  3  5  0  All ' not started ' for 2023 have been  chased  

  Actions Commenced and On Track:          

ID  Goal  Method  Action  I  Name   Start  date  Due date  Last  updated  Statu s  Desired  outcome  Enablers  

   Learning  from patient  safety  incidents  We will  review and  strengthen  our  arrangemen ts for  learning  from serious  incidents.   Review of  process and  paper to PSC  Assistant  Head of  Concerns  Nicola Anthony  01/04/202 3  31/03/202 5     On - track  Improved  organisation al learning  and patient  safety  WRP  national  programm e on LFER  

   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  improvemen t  Review of  process and  paper to PSC  Assistant  Head of  Concerns  Nicola  Anthony  01/04/202 3  31/03/202 5     On - track  improved  organisation al learning,  patient  safety and  staff  experience  WRP  national  programm e on LFER  

   Understandin g, measuring  and reducing  patient  mortality  Thematic  review of  deaths  within  mental  health  services  Review of  deaths  presented  within service  group  Medical  director -   MH and  LD  Richard  Maggs/Marie  Williams/Shell ey Horwood  01/04/202 3  31/03/202 4  12/10/202 3  On - track  Improved  patient  outcomes     

   Understandin g, measuring  and reducing  patient  mortality  Thematic  review of  deaths  within  learning  disability  services  Review of  deaths  presented  within service  group  Medical  director -   MH  and  LD  Richard  Maggs/Marie  Williams/Shell ey Horwood  01/04/202 3  19/04/202 4  12/10/202 3  On - track  Improved  patient  outcomes     

SRC 10 1  Learning  from patient  safety  incidents  We will  review our  processes  for working  with patients  and their Implementatio n of Duty of  Candour  Assistant  Head of  Concerns   Sue Ford  01/04/202 3  31/03/202 4     On - track  Improved  patient  experience  Delivery of  Duty of  Candour  

