Serious Incident Action Plan 2019 for Mental Health & Learning Disability Delivery Unit

Intervention into Systems & Processes for the Management of Serious Incidents at Abertawe Bro Morgannwg University
Local Health Board

Serious Incident Reporting

Objective

Action(s)

Target Date

Lead

Desired Outcome

Outcome Measure

Progress

Improve Reporting Publicise a bulletin reinforcing End of April Quality & Safety | Overall increase in the
Culture the importance of Datix reporting | 2019 Manager MH & | number of Datix
including a quick reference guide LD reports
on how and where to report Bulletin will be issued before
Deputy Nurse Monitor improved end of April.
Communication to be endorsed Director MH & reporting trend via
by Unit Nurse and Medical LD Datix audit
Director
Monitor for trends and themes of | 6 month on- Quality & Safety | Overall increase in the | Monthly reports to Delivery
reporting across MH/LD going review Manager MH & | number of Datix Unit Management Board and
services/localities LD reports Delivery Unit Quality & Safety
Committee are in place.
MHY/LD to report Datix trend Monitor improved
analysis to Health Board Q&S reporting trend via
forum Datix audit
Improve Timeliness | Improve timeliness of initial Datix | By 15t May Quality & Safety | Improved performance | A revised process has been
of Reporting incident reviews, reaching an 2019 Manager MH & | in keeping or introduced for managing

initial grading decision within 48

LD

exceeding set

Datix Incidents whereby 15t

1




Increased Reporting
of MH/LD Deaths
Occurring in
Community

hours (working days)

timeframes.

Monitor via Datix audit,
reported to Quality
Safety Committee and
weekly high risk

line approval will be

undertaken by a member of
the Quality & Safety Team.

This will allow 100% of
incidents to be reviewed
within 48 hours.

Improve timings for submission
of Welsh Government (WG)
Serious Incident notifications to
Corporate services

Develop SOP for collaborative
approach with Primary and
Community Services regarding
MHY/LD deaths occurring in
Primary Care to ensure all
deaths are identified and
reported by the appropriate
service

100% by 1st
May 2019

By end of May
2019

Quality & Safety
Manager MH &
LD

Improved performance
in keeping or
exceeding set
timeframes.

Monitor via Datix audit,
reported to Quality
Safety Committee and
weekly high risk

Agreed SOP

As above

Head of Operations to
discuss with Primary Care
colleagues







Serious Incident Investigation

Learning Action(s) Target Date

Clear Pathway for
Review of all Deaths

The Delivery unit
needs additional
resources to
complete the RCA
investigations in a
timely manner

Lead

Desired Outcome

Outcome Measure

Progress




A recognised
investigation
methodology is not
applied to all SIs —
most cases are
reviewed using a
non-standardised
clinical review
approach

Identification of additional
members of Senior Team to
undergo RCA buddy training
who can then co-ordinate
investigations.

Investigators will use the RCA
methodology and receive clinical
advice from consultants and
other specialists. Investigations
will be led by Quality & Safety
Team with relevant clinician
acting as clinical adviser.

By end of April
2019

By end of June
2019 once
additional
investigation
capacity has
been increased

Unit Nurse
Director / Head
of Operations

Quiality and
Safety manager

Serious Incident group
to receive a monthly
update on Sl position
and resources and
consider remedial
actions as available.

Reports will be
presented to SIG
where the Assistant
Head of Concerns
Assurance for the HB
will attend to provide
external scrutin

Agreed in principle. RCA
buddy training to be
arranged.

The Delivery Unit has started
to use this approach and will
do for all cases once the
department is fully
established with the
additional resources.










Serious Incident Governance & Learning

Objective Action(s) Target Date Desired Outcome Progress

Outcome Measure

Defined Assurance
Process

Corporate Final terms of reference to be By end of April | Quality and Corporate sign off of
Assurance of SIG agreed by Health Board Nurse 2019 Safety manager | SIG TOR
Process and Medical Director




Paper to HB Q&S forum on 19
February 2019

Defined Learning
Pathway

Development of learning
pathway, mapping lessons
learned via forums and
committees such as Quality and
Safety

Pathway to define
communication pathway for
learning into service areas

End of May
2019

Quiality and
Safety manager

MH/LD learning strategy in
place

Learning Matrix being
enhanced (see below)

Improved Assurance
on Actions and
Recommendations

Improved Action
Planning

Further development of learning
Matrix to ensure timely
implementation of
actions/recommendations

Action plan training

End of May
2019

End of May
2019

Quiality and
Safety manager

Head of Risk &
Legal Services

Updated 26.2.18 Janet Williams- Head of Operations MH&LD




