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	Report Title
	Mental Health Transformation Programme Quality and Safety Workstream Update

	Report Author
	Liz Wonnacott, Head of Service – Medical Director

	Report Sponsor
	Dr Raj Krishnan, Deputy Executive Medical Director

	Presented by
	Dr Raj Krishnan, Deputy Executive Medical Director

	Freedom of Information 
	Open

	Purpose of the Report
	The purpose of the report is to provide an update on the establishment and progress of the quality and safety workstream for the mental health transformation programme. 

	Key Issues



	· As part of the health board’s ambition to deliver safe, high quality and responsive services, it commissioned an independent expert to assess mental health and learning disabilities services;
· Recommendations were presented to the board in public in June 2025;
· It was agreed focus would be given to adult and older people mental health services in the first instance, and a separate report would be provided on learning disabilities at a future time;
· A transformation programme has been established to oversee the delivery of the improvements required to provide mental health patients and service users with high quality care, with a number of workstreams underneath; 
· This report focuses on the work of the quality and safety workstream, led by the Deputy Medical Director;
        Its initial priorities have been set as:
· Quality and Safety Metrics/Dashboard; 
· Serious incidents, Complaints and Investigations;  
· External Inspections; 
· Risk Register.
· Progress and further action required were the focus of the discussion at the most recent workstream meeting. 

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

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· ACKNOWLEDGE the eight priority areas identified for the workstream and timescales for delivery; 
· BE ASSURED by the progress made against each priority and the next stages of work;
· BE ASSURED by the peer review process established to address the backlog of serious incidents. 




MENTAL HEALTH TRANSFORMATION PROGRAMME QUALITY AND SAFETY WORKSTREAM UPDATE

1. INTRODUCTION
The purpose of the report is to provide an update on the establishment and progress of the quality and safety workstream for the mental health transformation programme. 

2. BACKGROUND
As part of the health board’s ambition to deliver safe, high quality and responsive services, it commissioned an independent expert to assess mental health and learning disabilities services. Recommendations were presented to the board in public in June 2025 and it was agreed focus would be given to adult and older people mental health services in the first instance, with a separate report to be provided on learning disabilities at a future time. 

A transformation programme has been established to oversee the delivery of the improvements required to provide mental health patients and service users with high quality care, with workstreams underneath:
· Quality and safety; 
· Information; 
· Service redesign;
· Workforce;
· Estate.

Each of these workstreams has a senior lead, supported by structures take forward the work required, reporting into a driver group. This report focuses on the work of the quality and safety workstream. 

3. GOVERNANCE AND RISK ISSUES
The focus of the quality and safety workstream is ‘to ensure services operate within a safety-first environment and to develop a quality improvement approach to mental health services, supported by a methodology of continuous improvement and learning. The emphasis is on a learning from experience approach, drawing out the learning from incidents, risks and serious external concerns in a systematic way, using information and data to identify problems to support improvement.’ 

It is led by the Deputy Executive Medical Director, who established a regular meeting with key personnel from the service group and relevant corporate directorates to identify and deliver priorities aligned to service needs.

It has eight priority areas:

1. Quality and Safety Metrics
2. Incidents and Concerns Management
3. Mortality Review
4. Identification of Risk in Maintaining Patient Safety and Improving Patient Experience 
5. Risk Register Processes and Ongoing Management 
6. Oversight on Mortality Prevention of Future Death 
7. External Reviews 
8. Quality Management Systems

A programme template has been completed to identify timescales and leads for each priority and progress for each area will be reported to workstream as a standing agenda item. 

(i) Priority One: Quality and Safety Metrics
A first draft of the quality and safety metrics were presented to a consultants’ workshop. These were well received and there was good engagement from the clinicians, with their feedback being incorporated into the next iteration. Discussions have also commenced as to how to translate the metrics into a dashboard. 

Expected delivery date: 1 March 2026.

Work is also taking place to explore the potential of DIALOG+, a tool which supports the communication between a patient and clinician, as the former is asked to score different areas of quality of life, which gives a rapid overview of their position. This will align with a literature review being undertaken around outcome measures.

Alongside this, members of the service group are participating in the national work led by NHS Wales Performance and Improvement, with a third workshop to be held in January 2026. 

(ii) Priority Two: Incidents and Concerns Management
New ‘Listening to People’ regulations would be coming into place nationally from April 2026, which require anyone raising a concern to have a listening conversation within the first 10 days. This was a potential risk as adult mental health remained the highest reporting area for concerns and the new regulations would increase demand on the small amount of resource in place to manage it. This would be shared at the next programme board meeting to highlight the need for additional resources to manage the risk. 

Expected delivery date: 1 May 2026.

(iii) Priority Three – Mortality Review
A thematic review of learning from deaths is produced each January. The cases for 2025 would be reviewed in January 2026 for presentation to the Serious Incident Group/Serious Incident Review of Learning Group and Quality and Safety Group in February 2026. From this, recommendations and action plans would be developed. 

Expected delivery date: 1 March 2026.

(iv) Priority Four - Identification of Risk in Maintaining Patient Safety and Improving Patient Experience 
The most significant risks to patient safety and patient experience have been identified as estates, staffing and information, and these are being taken forward by specific workstreams within the transformation programme. 

In addition, the service group’s Head of Nursing Quality Governance and Improvement is attending the risk scrutiny meetings at service group level to provide updates and assurance on risks corporately. This process will be shared with the workstream at its next meeting. 

Priority agreed as completed.  

(v) Priority Five: Risk Register Processes and Ongoing Management 
The external reviewer for the transformation programme has now provided comments on the risk register to ensure triangulation of risks and mitigating actions. 

The service group’s processes around risk have also been strengthened, and it has been agreed that the reporting template to its Quality and Safety Group will be revised to provide more focus on risk. There is also to be a flowchart/checklist criteria development for the divisions when identifying risks and no new risks will be approved by the service group unless the correct process has been followed. This work will be shared with the workstream at the next meeting.  

Expected delivery date: 15 February 2026.

(vi) Priority Six: Oversight on Mortality Prevention of Future Death
Prevention of Future Deaths reports, also known as ‘Regulation 28s’, are issued by coroners to prevent future deaths of a similar nature based on their findings during an inquest. 

There are three such reports within the service group with open actions and confirmation will be provided to the next workstream that action plans are now in place. 

Expected delivery date: 15 February 2026.

(vii) Priority Seven: External Reviews 
All improvement plans for Healthcare Inspectorate Wales (HIW) reports have been updated and a process now in place to maintain this. There are seven local improvement plans, five within adult mental health, one in forensic and one in learning disabilities, and these will be split into two cohorts, with each cohort reviewed on a bi-monthly basis. 

There are also three national improvement plans, and these will be reviewed on a bi-annual basis. 

In order to provide a consistent and systematic approach to monitoring progress, the improvement plans will be transferred onto the Audit Management and Tracking (AMaT) system, which will centralise all evidence collated. 

While the priority was agreed as completed, a deadline for the inclusion of improvement plans on AMaT was agreed as 15 March 2026.

(viii) Priority Eight – Quality Management System
The development of the quality management system be taken forward once the metrics and quality improvement work set out in priority one has been delivered, as this will inform the detail required. 

Expected delivery date: 15 May 2026.

Based on the summary of each of the priorities, the workstream was assured that progress is being made. Quality and safety is a significant area to address and there would need to be focus given to the resources required to deliver and sustain an improved position. 

Assurance was also taken that a peer review process has been established to address the 94 serious incidents which are currently open across the service group; of which 47 have breached the 120-day target. There is good engagement from multi-disciplinary staff and local authority colleagues, with confidence the backlog would be significantly reduced, if not closed, by February 2026. The trajectory will be monitored by the workstream. While every effort would be made to close these at pace, the service receives on average 12 new ones a month, and these would also need to be reviewed in a timely way. 

(i)  FINANCIAL IMPLICATIONS
There are no financial implications associated with this report. 

(ii) RECOMMENDATION
Members are asked to:
· ACKNOWLEDGE the eight priority areas identified for the workstream and timescales for delivery; 
· BE ASSURED by the progress made against each priority and the next stages of work;
· BE ASSURED by the peer review process established to address the backlog of serious incidents. 

	
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

	The quality and safety workstream forms part of an overarching delivery plan to address the identified issues in mental health services and align to best practice to provide patients and service users with high quality care.

	Financial Implications

	There are no financial implications associated with this report. 

	Legal Implications (including equality and diversity assessment)

	There are no legal implications associated with this report. 

	Staffing Implications

	There are no staffing implications associated with this report. 

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

	The quality and safety workstream will support the implementation of the mental health transformation programme to develop sustainable and fit for purpose mental health services for the longer-term. 

	Report History
	Standing agenda item 

	Appendices
	Nil
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